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LR 467 was an Interim Study to conduct research and provide recommendations 
for implementing the federal Patient Protection and Affordable Care Act. It was 
introduced by Senator Tim Gay on March 26, 2010. On April 7, 2010 the 
Executive Board of the Nebraska Legislature referred it to the Health and Human 
Services COrTlmittee. 

Resolution: 
ONE HUNDRED FIRST LEGISLATURE, SECOND SESSION 
LEGISLATIVE RESOLUTION 467 

Introduced by Gay, 14; Campbell, 25; Gloor, 35; Heidemann, 1; 
Mello, 5; Nordquist, 7; Pahls, 31. 

PURPOSE: The purpose of this interim study is to conduct research and provide 
recommendations for implementing the federal Patient Protection and Affordable 
Care Act. The interim study will examine health care financing and delivery under 
the act to determine the impact on health care coverage for all Nebraskans. This 
study shall be conducted by a select committee consisting of two members of the 
Appropriations Committee of the Legislature appointed by the chairperson of the 
committee, two members of the Banking, Commerce and Insurance Committee 
of the Legislature appointed by the chairperson of the committee, two members 
of the Health and Human Services Committee of the Legislature appointed by the 
chairperson of the cOrTlmittee, and three additional members who are not 
members of such committees, with one member appointed by each chairperson 
of such committees. The chairperson of the select committee shall be the 
chairperson of the Health and Human Services Committee unless he or she is 
not appointed to the select committee, in which case the chairperson of the 
select committee shall be one of the two members of the Health and Human 
Services Committee who were appointed to the select committee, selected by 
the chairperson of the Health and In conducting the study, the select committee 
shall consult with employers, small businesses, consumers, insurers, health care 
providers, the Department of Health and Human Services, the Department of 
Insurance, and other interested parties. Issues considered by the select 
committee may include, but shall not be limited to: 
(1) The effect of the federal Patient Protection and Affordable Care Act on 
Nebraska; 
(2) The role of employer-sponsored insurance and public programs in providing 
health care coverage for Nebraskans; and 
(3) Available funding options to ensure a financially 
sustainable and affordable health care system. 

NOW, THEREFORE, BE IT RESOLVED BY THE MEMBERS OF THE ONE 
HUNDRED FIRST LEGISLATURE OF NEBRASKA, SECOND SESSION: 
1. That a select committee of the Legislature shall be designated as provided in 
this resolution to conduct an interim study to carry out the purposes of this 
resolution. 



2. That the committee shall upon the conclusion of its study make a report of its 
findings, together with its recommendations, to the Legislative Councilor 
Legislature on or before December 31,2010. 

Members of the Select Committee responsible for completing the LR 467 
Interim Study were: 

Representing Health and Human Services Committee 
Senator Tim Gay, Chair Select Committee 
Senator Kathy Campbell 
Senator Heath Mello (at-large) 

Representing Appropriations Committee 
Senator Lavonne Heidemann 
Senator Jeremy Nordquist 
Senator Tanya Cook (at-large) 

Representing Banking, Commerce and Insurance Committee 
Senator Pahls 
Senator Mike Gloor 
Senator Galen Hadley (at-large) 

Public Hearings 
The public hearings for LR 467 Interim Study were held Thursday, September 
16th; Friday, September 17th and Thursday, October 7th in room 1510 in the 
Nebraska State Capitol. Below are the testifier and summary of the topics 
covered. The exhibits are included with this Interim Study Report. Additional 
research resources provided to the Select Committee are also included with this 
Report. 

Testifiers on Thursday, September 16, 2010 included: 

Joy Johnson Wilson, Federal Affairs Counsel and Health Policy 
Director at the National Conference of State Legislature (NCSL). NCSL 
represents the legislatu res of the 50 states, its commonwealths, territories and 
the District of Columbia. As Federal Affairs Counsel, she assists with overall 
government relations, administrative and public affairs activities in the 
Washington Office. As Director of Health Policy, she designs and implements the 
lobbying strategy for the conference on health care issues. She recently served 
as a non-voting member of the Medicaid COITlmission established by HHS 
Secretary Mike Leavitt. 

Topic: Overview and state perspective 
Exhibit #1 



Mark Bowen, Director of Government Relations at UNMC. Mr. Bowen has 
served at University of Nebraska Medical Center (UNMC) since 2007. He has 
extensive knowledge of the Affordable Care Act and has been working to 
facilitate education regarding the provisions of the Act and the strategic 
implementation of the Act at UNMC. Prior to coming to UNMC Mark was Chief of 
Staff for the City of Lincoln for seven years. He holds a journalism degree and 
teaching certificate from the University of Nebraska-Lincoln and began his career 
as communications specialist for the Lincoln Public Schools. In 1981, he moved 
to Washington, D.C., to serve as press secretary and communications director to 
U.S. Senator Jim Exon and handle education issues. In 1991, he returned to 
Nebraska as the state director for the senator, managing legislative issues and 
supervising four district offices. Subsequently, he served for four years as the 
state director of the U.S. Department of Agriculture's Farm Service Agency. 

Topic: Overview and implementation 
Exhibit #2 

Cory Shaw MD, CEO of the UNMC Physicians, the physician practice plan for 
the University of Nebraska Medical Center. In this role, he is responsible for the 
strategic and day-to-day operations of the clinical practice including all clinical, 
financial and administrative functions. In 2005, Shaw was appointed to serve as 
a member of the Nebraska Medicaid Reform Advisory Committee. He serves on 
the steering committee for the American Association of Medical College's group 
on faculty practice. He previously served on the Nebraska Coalition on Access to 
Health Insurance. He earned his undergraduate degree from the University of 
Nebraska-Lincoln and his master's degree from the University of Missouri­
Columbia. 

Topic: Medicaid, Access of care 
Exhibit #3 

Thomas Tape, M.D., Professor and Chief of UNMC General Internal Medicine. 
Dr. Tape received his SA from Dartmouth College in 1977 and an MD from 
Washington University in St. Louis in 1981 and did his residency and fellowship 
training in internal medicine at the University of Rochester (NY). Dr. Tape joined 
the UNMC internal medicine faculty in 1986. His work at UNMC has blended 
teaching, research, patient care and administration. His research has focused on 
better understanding how physicians make diagnostic and therapeutic medical 
decisions with the aim of improving the quality of those decisions. He has also 
devoted extensive time to helping design and irnplement electronic medical 
records systems that enhance physician productivity and improve patient care. 
He oversees the clinical, teaching, and research duties of approximately 40 
faculty members. Dr. Tape is currently serving a four-year term as governor of 
the Nebraska Chapter of the American College of Physicians (ACP). With 
approximately 129,000 members, ACP has a keen interest in health care reform 
at both the state and federal levels. 

Topics- Primary Care Workforce 
Exhibit #4 



Pamela D. Bataillon, MBA, MSN, RN, Associate Professor and Assistant Dean 
for Administration at the UNMC College of Nursing. She is responsible for the 
implementation of organizational business strategies. Immediately prior to joining 
UNMC, she served as legislative staff as a Robert Wood Johnson Foundation 
Health Policy Fellow for U.S. Senator Blanche L. Lincoln and as staff assistant to 
the Senate's Special Committee on Aging. Her Senate work included research, 
analysis and advising on a wide range of health issues, particularly those related 
to long term care and integration of health care in the community. She was Chief 
Operating Officer of Visiting Nurse Association (VNA) of the Midlands, CEO of 
the Visiting Nurse Association of Pottawatta.rrlie County and Health Department 
Director for Pottawattamie County, re-engineering the operational and finance 
functions to strengthen clinical care, financial management, and to prepare the 
organizations to survive and thrive under the incoming prospective payment for 
home health services. She led the two Iowa organizations to valued positions as 
the State's strategic planning partners in maternal-child health and community­
based care for the elderly and chronically ill. 

Topic: Health Care Workforce 
Exhibit #5 

Judy Baker, Regional Director of the U.S. Department of Health and Human 
Services, Region VII, Kansas City, has served in the health services arena for 30 
years in both the private and public sectors. Before being appointed by Secretary 
Kathleen Sebelius to the regional post, she completed two terms as State 
Representative for the state of Missouri. While in the legislature, she worked on 
several key health care-related initiatives and contributed to policymaking on the 
health care committees. These accomplishments helped earn her the recognition 
of "Emerging Health Care Leader" from the National Conference of State 
Legislatures. Ms. Baker's educational background includes a bachelor's degree 
in educational studies, a master's degree in divinity, and a master's in health care 
administration and informatics from the University of Missouri. 

Topics: Federal perspective of Health Care Reform, CMS 
Exhibit #6 

Jose Balardo, JD, MSW, MS, Acting Regional Health Administrator, Region VII, 
Kansas City, Captain (CAPT) Jose Balardo is a career officer of the United 
States Public Health Service (USPHS). His professional education is as follows: 
Bachelor's (1988) and Master's Degree in Social Work from Virginia 
Commonwealth University (1990); Master's of Science Degree in Administration 
(Specialization: Health Care Administration) from the University of Maryland 
(1999); and a Juris Doctorate, (Specialization: Health Care Law) from the 
University of Baltimore School of Law. As the Acting RHA, CAPT Balardo is the 
principal federal public health leader for Region VII. He has the overall 
responsibility for managing five programs: Office of Minority Hea.lth, Office on 
Women's Health, Office of Population Affairs, Regional Resource Network for 
HIV/AIDS Capacity Building, and the Medical Reserve Corps. Prior to serving in 



his current capacity, CAPT Balardo served as the Deputy RHA for nearly three 
years. Before joining OPHS, he was the Director of the Healthy Tomorrows 
Partnership for Children Program in the DHHS Health Resources and Services 
Administration's (HRSA). The Healthy Tomorrows Program purpose is to 
stimulate innovative community-based programs that employ prevention 
strategies to promote access to health care for mothers and children nationwide. 
Before joining Healthy Tomorrows, CAPT Ballard served as a Program Director 
in the Division of Perinatal Systems and Women's Health. He was the Program 
Director for 12 urban and rural Healthy Start (a national initiative created to 
reduce infant mortality rates in targeted areas) sites. Prior to joining the USPHS, 
he served as a Medical Service Corp Officer in the U.S. Army. While in the 
Army, CAPT Balardo served as the Administrator for several family-centered, 
community-based programs at different military installations within the United 
States. He also served as the Chief Mental Health Officer while deployed to 
Somalia, Africa during Operation Restore Hope. 

Topic: Public Health Services, Public Health 
Exhibit #7 

Vivianne Chaumont, Director of the Division of Medicaid and Long-Term Care in 
the Nebraska Department of Health and Human Services (DHHS) For almost 30 
years she has had a lead role in developing and implementing policy that impacts 
the daily lives of children, the elderly and others in need. Prior to coming to 
Nebraska she was the CEO of ValueOptions of AZ, Inc., a company with 
contracts to manage the care and delivery of services to Medicaid clients and 
individuals with mental illness in Arizona. Previous to that, from 1985 to 2005, 
she worked in Colorado, first as Assistant Attorney General in the Colorado 
Office of the Attorney General where she was chief counsel for the state's 
Medicaid program and the Children's Basic Health Plan, along with other public 
assistance and public health programs; then as the director of the Medical 
Assistance 9ffice within the Colorado Department of Health Care Policy and 
Financing, where she was responsible for establishing and managing policies of 
Colorado's Medicaid program. From 1980 to 1984 she was counsel for the 
California Department of Health Services, advising the department on programs 
relating to environmental health. Ms. Chaumont received her bachelor's degree 
in 1975 and law degree in 1978 from the University of California - Davis. 

Topics: Medicaid 
Exhibit # 8 

Testifier for Friday, September 17, 2010 was: 

Ann Frohman Director of the Nebraska Department of Insurance 
(NDO/). Ms Frohman was appointed by Governor Dave Heineman in November, 
2007. She has vast experience in insurance regulation. Starting her career as a 
clerk for the Nebraska Supreme Court, Ms. Frohman developed an early and 
lasting interest in corporate and regulatory law. She developed particular 



expertise on the impact of state and federal constitutional law on regulatory law. 
That interest in regulatory and corporate law developed during her time as a staff 
attorney for the NDOI from1990-1996. During her time as a staff attorney, Ms. 
Frohman coordinated the development of many of Nebraska's insurance laws. 
As Director, Ms. Frohman oversees one of the largest domestic insurance 
industries in the United States. 

Topics- Insurance, Exchanges 
Exhibit # 9 

Testifiers for :rhursday. October 7, 2010 included: 

JoAnn Lamphere, DrPH, Director, State Government Relations & Advocacy, 
Health & Long-term Care, AARP Dr. Lamphere leads a team of legislative 
experts and serves as a main strategy advisor to AARP's fifty-three state offices. 
Dr. Lamphere provides political and analytic guidance to support enactment of 
national and state legislative priorities in areas of health care reform; long-term 
services and supports; effective, quality health care; and prescription drug 
affordability. Since passage of national health care reform, her priority is to 
assure the successful implementation of the Affordable Care Act across the 
states. Dr. Lamphere rejoined AARP in 2006 after serving six years as a senior 
consultant with The Lewin Group, where her areas of expertise included public 
sector financing, state health reform, long-term care policy, and tax credits for 
health coverage. From 1997 to 2000, she was Senior Policy Advisor for AARP's 
Public Policy Institute. Her professional experience also includes Senior 
Associate, Alpha Center, Washington, DC; Research Associate and Lecturer, 
Department of Health Policy and Management, University of North Carolina at 
Chapel Hill; Administrative Manager, New England Medical Center, Boston; and 
Health Policy Analyst and Program Director, New York State Department of 
Health. She earned her doctorate in Health Policy and Management from 
Columbia University and is an Adjunct Associate Professor at the University of 
Maryland. In addition to being a noted author and frequent lecturer, she is a 
founding member of the Campaign for Effective Patient Care. 

Topics: Impact of PPACA on Medicare beneficiaries and changes that 
may affect state programs; Exchanges from elder consumer perspective; 
Integration of Medicaid and health insurance exchanges; PPACA and 
long-term care- Balancing Incentive Payment and Community First Choice 
Option 
Exhibit #1 

Mark Intermill, American Association of Retire Persons 

Bruce Rieker, Nebraska Hospital Association 
Topic: Health care access, quality, systems changes, financing 
Exhibit #2 
• NHA PowerPoint- LR 467 Interim Study Hearing 
• PPACA and HCEARA Summary of Provisions 



• State Policymakers Priorities for Succesful Implementation of Health 
Reform(National Academcy for State Healht Policy, May 2010) 

• State Structures for Implement Health Reform (National Academy for State 
Health Policy, October 13, 2010) 

• State Decision-Making Implementing National Health Reform (NGA Health 
Summit Discussion Draft) 

• Health Care Reform Where are we and What's Next (UNMC November 22, 
2010) 

• Letter Vivianne Chaumont, Milliman Report Update (November 17, 2010) 
• 2011 State Legislature Check List for Health Reform Implementation 

(NCSL, December 2010) 

Executive Session 
An executive session of the Select Committee was held on November 15, 2010. 
Present were Senators Gay, Campbell, Gloor, Hadley, Mello and Nordquist. 
Discussion regarding proposed next steps ensued. It was determined that the 
Select Committee would recommend a Legislative Resolution for continued 
discussion, review, implementation and oversight of the Patient Protection and 
Affordable Care Act. 

Legislative Recommendation: Legislative Resolution 
Subsequent to the executive session, discussion, and review of proposed 
resolutions by the Select Committee of the LR 467 Interim Study the draft 
recommendation for a Legislative Resolution for a Health Care Reform 
Implementation and Oversight Committee of the Legislature is as follows. 

ONE HUNDRED SECOND LEGISLATURE, FIRST SESSION 

LEGISLATIVE RESOLUTION 
Introduced by 

WHEREAS, the One Hundred First Legislature, Second Session, created a 
select committee pursuant to Legislative Resolution 467 to conduct research and 
provide recommendations for implementing the federal Patient Protection and 
Affordable Care Act; and 

WHEREAS, the interim study conducted pursuant to Legislative Resolution 467 
examined health care financing and delivery under the federal act to determine 
the impact on health care coverage for all Nebraskans; and 

WHEREAS, the select committee conducted several public hearings in Nebraska 
to facilitate wide collaboration, gather guida.nce and information from a variety of 
sources, and begin to develop recommendations to present to the Legislature 
regarding health care reform and the implementation of the federal act in 
Nebraska; and . 



WHEREAS, the select committee has determined that continued input is 
necessary to monitor the ongoing development of the implementation of the 
federal act. 

NOW, THEREFORE, BE IT RESOLVED BY THE MEMBERS OF THE ONE 
HUNDRED SECOND LEGISLATURE OF NEBRASKA, FIRST SESSION: 

1. That the Legislature hereby calls for the Executive Board of the Legislative 
Council to meet forthwith and reappoint the select committee of the Legislature to 
be known as the Health Care Reform Implementation and Oversight Committee 
of the Legislature. The committee shall consist of nine members of the 
Legislature appointed by the executive board. The executive board shall give first 
consideration t9 members of the select committee appointed pursuant to 
Legislative Resolution 467. The membership of the Health Care Reform 
Implementation and Oversight Committee of the Legislature shall consist of two 
members of the Appropriations Committee, two members of the Banking, 
Commerce and Insurance Committee, the chairperson and one other member of 
the Health and Human Services Committee, and three additional members of the 
Legislature. The chairperson of the Health and Human Services Committee shall 
serve as the chairperson of the Health Care Reform Implementation and 
Oversight Committee. 

2. That the Health Care Reform Implementation and Oversight Committee shall 
continue the work of the select committee appointed pursuant to Legislative 
Resolution 467. The committee shall consult and encourage collaboration, 
coordination, and system wide communication with a broad array of public and 
private entities involved in Nebraska health care issues, including employers, 
small businesses, consumers, insurers, health care providers, institutions of 
higher education, community health centers, national and regional policy 
research organizations, state agencies, federal agencies, and other interested 
parties. The committee shall assist with the communication and collaboration of 
health care reform implementation between standing committees of the 
Legislature as the committees develop health care reform policies and proposed 
legislation within their subject matter jurisdiction. 

3. That the Health Care Reform Implementation and Oversight Committee may 
consider issues, including, but not limited to: 

a. Nebraska's strategic implementation of the federal Patient Protection 
and Affordable Care Act with special attention to Medicaid expansion, eligibility 
determination and enrollment processes, benefit design, the insurance 
exchange, health insurance reform, and workforce development; 

b. Review of policy improvements and efficiencies to Nebraska health care 
delivery systems and payment reforms to ensure Nebraskans have quality and 
access, including capacity and affordability, through Nebraska's health care 
systems; 



• State Structures for Implement Health Reform (National Academy for State 
Health Policy, October 13, 2010) 

• State Decision-Making Implementing National Health Reform (NGA Health 
Summit Discussion Draft) 

• Health Care Reform Where are we and What's Next (UNMC November 22, 
2010) 

• Letter Vivianne Chaumont, Milliman Report Update (November 17, 2010) 
• 2011 State Legislature Check List for Health Reform Implementation 

(NCSL, December 2010) 

Executive Session 
An executive session of the Select Committee was held on November 15, 2010. 
Present were Senators Gay, Campbell, Gloor, Hadley, Mello and Nordquist. 
Discussion regarding proposed next steps ensued. It was determined that the 
Select Committee would recommend a Legislative Resolution for continued 
discussion, review, implementation and oversight of the Patient Protection and 
Affordable Care Act. 

Legislative Recommendation: Legislative Resolution 
Subsequent to the executive session, discussion, and review of proposed 
resolutions by the Select Committee of the LR 467 Interim Study the draft 
recommendation for a Legislative Resolution for a Health Care Reform 
Implementation and Oversight Committee of the Legislature is as follows. 

ONE HUNDRED SECOND LEGISLATURE 
FIRST SESSION 

LEGISLATIVE RESOLUTION 

Introduced by 

WHEREAS, the One Hundred First Legislature, Second Session, created a 
select committee pursuant to Legislative Resolution 467 to conduct research and 
provide recommendations for implementing the federal Patient Protection and 
Affordable Care Act; and 

WHEREAS, the interim study conducted pursuant to Legislative Resolution 467 
examined health care financing and delivery under the federal act to determine 
the impact on health care coverage for all Nebraskans; and 

WHEREAS, the select committee conducted several public hearings in Nebraska 
to facilitate wide collaboration, gather guidance and information from a variety of 
sources, and begin to develop recommendations to present to the Legislature 
regarding health care reform and the implementation of the federal act in 
Nebraska; and . 



WHEREAS, the select committee has determined that continued input is 
necessary to monitor the ongoing development of the implementation of the 
federal act. 

NOW, THEREFORE, BE IT RESOLVED BY THE MEMBERS OF THE ONE 
HUNDRED SECOND LEGISLATURE OF NEBRASKA, FIRST SESSION: 

1. That the Legislature hereby calls for the Executive Board of the Legislative 
Council to meet forthwith and reappoint the select committee of the Legislature to 
be known as the Health Care Reform Implementation and Oversight Committee 
of the Legislature. The committee shall consist of nine members of the 
Legislature appointed by the executive board. The executive board shall give first 
consideration to members of the select committee appointed pursuant to 
Legislative Resolution 467. The membership of the Health Care Reform 
Implementation and Oversight Committee of the Legislature shall consist of two 
members of the Appropriations Committee, two members of the Banking, 
Commerce and Insurance Committee, the chairperson and one other member of 
the Health and Human Services Committee, and three additional members of the 
Legislature. The chairperson of the Health and Human Services Committee shall 
serve as the chairperson of the Health Care Reform Implementation and 
Oversight Committee. 

2. That the Health Care Reform Implementation and Oversight Committee shall 
continue the work of the select committee appointed pursuant to Legislative 
Resolution 467. The committee shall consult and encourage collaboration, 
coordination, and system wide communication with a broad array of public and 
private entities involved in Nebraska health care issues, including employers, 
small businesses, consumers, insurers, health care providers, institutions of 

. higher education, community health centers, national and regional policy 
research organizations, state agencies, federal agencies, and other interested 
parties. The committee shall assist with the communication and collaboration of 
health care reform implementation between standing committees of the 
Legislature as the committees develop health care reform policies and proposed 
legislation within their subject matter jurisdiction. 

3. That the Health Care Reform Implementation and Oversight Committee may 
consider issues, including, but not limited to: 

a. Nebraska's strategic implementation of the federal Patient Protection 
and Affordable Care Act with special attention to Medica.id expansion, eligibility 
determination and enrollment processes, benefit design, the insurance 
exchange, health insurance reform, and workforce development; 

b. Review of policy improvements and efficiencies to Nebraska health care 
delivery systems and payment reforms to ensure Nebraskans have quality and 
access, including capacity and affordability, through Nebraska's health care 
systems; 



c. Utilization of technology for safe storage and transmission of health 
information, medical administration efficiencies, health care delivery, and 
aggregate data across systems to monitor population health, identify priorities for 
improvement, and track progress toward improvement goals; 

d. Leveraging federal grants, pilot programs, and other nonstate funding 
sources to assist with health care reform; and 

e. Aligning purchasing power of the state within Medicaid, the Children1s 
Health Insurance Program, public employees and retirees, and the insurance 
exchange to form public-private partnerships to coordinate and integrate efforts 
with providers, employer-sponsored insurance companies, and other 
stakeholders to provide health care redesign in Nebraska to improve efficiencies 
and delivery, ensure financial sustainability, and maximize public health and 
wellness. 

4. That the Health Care Reform Implementation and Oversight Committee is 
hereby authorized to continue its work until the beginning of the One Hundred 
Second Legislature, Second Session, and shall, upon the conclusion of its work, 
make a report of its findings, together with its recommendations, to the 
Legislature on or before December 31, 2011. 
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LR 467 Interim Study 
September 16th and 17th 2010 Hearing Presenters 

Thursday, September 16,2010 
9:00 am-Noon 

Joy Johnson Wilson is Federal Affairs Counsel and Health Policy 
Director at the National Conference of State Legislature (NCSL). NCSL 
represents the legislatures of the 50 states, its commonwealths, territories 
and the District of Columbia. As Federal Affairs Counsel, she assists with 
overall government relations, adn1inistrative and public affairs activities 
in the Washington Office. As Director of Health Policy, she designs 
and implements the lobbying strategy for the conference on health care 
issues. She recently served as a non-voting n1ember of the Medicaid 
COlnn1ission established by HHS Secretary Mike Leavitt. 

Mark Bowen is Director of Government Relations at UNMC. Mr. Bowen has 
served at UNMC since 2007. He has extensive knowledge of the Affordable Care Act 
and has been working to facilitate education regarding the provisions of the Act and the 
strategic implementation of the Act at lTNMC. Prior to corning to UNMC Mark was 
Chief of Staff for the City of Lincoln for seven years where he directed and advanced the 
state and federal legislative program for the City of Lincoln, including organizing and 
advocating legislative priorities and analyzing the effect of legislation on operations, 
policy and revenue. He obtained his journalism degree from the University of Nebraska­
Lincoln and began his career as communications specialist for the Lincoln Public 
Schools. In 1981, he moved to Washington, D.C., to serve as U.S. Senator Jim Exon's 
press secretary/communication director. In 1991, he became state director for the senator, 
a job in which he coordinated legislative strategy and supervised four district offices. 
Subsequently he served for four years as state director of the U.S. Department of 
Agriculture's Farm Service Agency. 

Thursday, September 16, 2010 
1:00 p.m. - 4:00 p.m. 

Judy Baker Regional Director of the U.S. Department of Health and 
Human Services (HHS), has served in the health services arena for 30 
years in both the private and public sectors. Before being appointed by 
Secretary Kathleen Sebelius to the regional post, she completed two 
tern1S as State Representative for the state of Missouri. While in the 
legislature, she worked on several key health care-related initiatives 
and contributed to poiicymaking on the heaith care committees. These 
accomplishments helped earn her the recognition of "Emerging Health 
Care Leader" fron1 the National Conference of State Legislatures. 



Ms. Baker's educational background includes a bachelor's degree 
in educational studies, a master's degree in divinity, and a master's 
in health care administration and informatics from the University of 
Missouri. 

Vivianne Chaumont is the Director of the Division of Medicaid and Long-1'erm 
Care in the Nebraska Department of Health and Human Services (DHHS) For 
almost 30 years she has had a lead role in developing and implementing policy that 
impacts the daily lives of children, the elderly and others in need. Prior to coming to 
Nebraska she was the CEO of ValueOptions of AZ, Inc., a company with contracts to 
manage the care and deli very of services to Medicaid clients and individuals with mental 
illness in Arizona. Previous to that, from 1985 to 2005, she worked in Colorado, first as 
Assistant Attorney General in the Colorado Office of the Attorney General where she 
was chief counsel for the state's Medicaid program and the Children's Basic Health Plan, 
along with other public assistance and public health progranls; then as the director of the 
Medical Assistance Office within the Colorado Department of Health Care Policy and 
Financing, where she was responsible for establishing and managing policies of 
Colorado's Medicaid program. From 1980 to 1984 she was counsel for the California 
Department of Health Services, advising the department on programs relating to 
environmental health. Ms Chaumont received her bachelor's degree in 1975 and law 
degree in 1978 fronl the University of California - Davis. 

Friday, Septenlber 17,2010 
9:00 a.m. 

Ann Frohman Director of the Nebraska Department of Insurance 
(NDOI). Ms Frohman was appointed by Governor Dave Heineman in 
November, 2007. She has vast experience in insurance regulation. Starting 
her career as a clerk for the Nebraska Supreme Court, Ms. Frohman 
developed an early and lasting interest in corporate and regulatory law. 
She developed particular expertise on the impact of state and federal 
constitutional law on regulatory law. That interest in regulatory and 
corporate law developed during her time as a staff attorney for the 
NDOI fromI990-1996. During her time as a staff attorney, Ms. Frohman 
coordinated the development of many of Nebraska's insurance laws. As 
Director, Ms. Frohman oversees one of the largest domestic insurance 
industries in the United States. 
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The Laws 
-------------------------------------------------------------------------------0----------------------------------------------- ---------------------------------

.~ : ThePatient i>rotection and Affordable Care Act (P~L. ' 
-, 111 ~148,~PAGA}vv~s signed into law on March 2;3, 

2010 . 
. • The Health Care and Education Reconciliation Act of 

2010 (P.L.111-152) was signed into law on March 31, ' 
, 2010 ari9 amended some of the provisions of P .L. 
111-148. 

" ~~ . ~ " . . . . . '. . . 

• ;: The·' p~~k~ge is now often referred to as ... "The 
,;' Aifordable'Care Act" " . 

------ -
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Health Reform Overview 
----------------------------------------------------------------------------0-------------------------------------------------------------------------------

e Maintains anemployer~based health care system 
o Imposes a penalty on employers that fail to provide coverage 

or who~e employees go to the health insurance exchange for 
coverage"and r~ceive federal subsidies 

• . Expands aIlg .. modifies th,eJv.ledicaidto become the foundation 
_ f,pfth,e re.fo~Ill~(lJiealfus~re.syst~Ill· 
QAlli~diVi<itials with incoIlle$atorbelow 133% of the federal 

povertY level (FPL) aree.ligible 
. • Requires individuals toobtatn qualified coverage 

o. rrnp()sesat~~· on iridiVicl~als\Vh~fail toc()mply 
',' .' ..". <." :~~ ,~:, .; "~". ,!~ ... ::.:. ~. : ".-. . . . .• ;" , 

•..... II?po~~s' rie\\Tr~fogIls9n lle~Jth~ insllrers. and makes major 
. ·r~visioIis in1:he way health insuranGe is regulated 

I-Iealtll Refor111 Over'vie\,v 
--------------------------------------------------------------------0------------------------------------------------------------------------------

@ Establishes health care exchanges to help individuals and small 
businessesCinitially) to purchase qualified coverage 
• Establishes subsidies for premiums and cost-sharing for 

individuals with incomes between 133% and 400% of the federal 
poverty level (FPL) . 
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Medicaid Expallsion 
------------ --------:--------------------------------------------------------0 . ---------------------~ - - - - -------------------- - - ----------------------- - -- -

e Establishes~nationa.l minhnufueligibilitylevel at 
133~off'PL C$14i.'.~OO) ... • .... ......•.... .....•.••.•. .•..••...•.•............. •...• 

• Eligibi!ity is lja~ed.()11 solelyol1jncqme. ~~ing 1Vlpdified 
Adjustecl:grpf)s _ Jpcome, (MAGI), ~s tllestaI1dard ." 
. o · .~liI!li~1~t~~sta.t~ . cl,~~Jieqinc8W~" ~is,r~g~rd~- apd~s~abli~hes a 
si~dard . in~9,i!te' ~~reg~l~~ ,9{5 ::P~rccrnt -':">i · .••• ·.·, 

o . :'(S~I/shiJg,}v.~lf~r~,.§S.RI" p\~,~i~~Jiy;~~~edy,: M~di~et~:,S~YiIigs .,',.;,.-

• A~a~g~~~~~J~i~t-¥~£i~r~Ne~'·'&f.M¢Qit~id- .••..•..... ..... 
:. el1g~p~es;,(1)~i~gle/,chiIdles~ adults~ who are 'rt?t 'qisa.bled; , 
: . (?) -:p.~r~p~~; -;(3JF~rnier Foster' Ca~~ Childreq, (a~~a-out 
, ,'qffQster:~c:ite}\lpJo age 26 " ',.. ' : ~~-;\ -:} ~, ' ' . 

Medicaid - Ellhanced FMAP 
--------- - --- ------ --- - -,------- - -----~ -------- ------------ ------------------0--------------------------------------------~------------- - ----- -- ---

• EnhancedFMAPforNewlyEligibles 2014 - 2020 

2014 

2015 

2016 

2017 

2018 

2019 

2020 and thereafter 

~oo%,'.' 

100% 

100% 

95% 

94% 

93% 

90% 
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Medicaid- Maintenallce of Effort 
-------------------------------------------------------------------0----------------------------------------------------------------------------

~TemporaryM.aintenanc~ of Effort . 
o Prohibits changes in eligibility sta~dard~, 

method(),()gi(!s and procedures that-are more 
restrictive than those in 'place on date of ena~tment 
CMarch23, ?OlO) 

()'¥xpir~sfor;ron~ IIi~~~a~Pryaq\llts.ilt~O+4. \\TheIl the 
li~(ll~lica,re~~changes bec()meeffettjv~,~n(lon" 

. • .•••.• '. SePtGIllber30,~()Wfpr .chiltirG~lmderage lQ;.!f 
·>~hi'<Wf!Il' ~ He~ltli}l1sur31l~;ffpgra~. (CIIIJ.n ....' 
fe~(;n.tio~.i~agrant,co~dition f()r:.cQptii;ued pcut~£:ipa~i8~ 
inthe¥edicaid program" , _.' , ' .<,' < " 

Ivledicaid IvIOE - Fillancial Hardship Exemptioll 
-----------,--------------,---------------------------------------------------,0------------------------------------------------------------------------

• State Financial Hardship Exemption 
o If the governor of a state certifies that the state has a 

budget deficit in the current year or will have a budget deficit 
in the succeeding year, the state will not have to maintain the 
eligibility standards from March 23, 2010 to non-mandatory 
adults with incomes above 133% of the federal poverty level 
(FPL). 

o This provision becomes effective December 31, 2010 
and sunsets on Decernber31, 2013. 
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N e\v Medicaid IVlandates 
~---------------------------------------------------- - -- ------------ --------- 0 --------------------------------------------------------------------------

• Phase-in Medicare rates for primary care providers (100% federal 
match forincrementabove current rate) for 20:13 and 2014 only 

• C()yer(lgeofpreventiveservlces, no cost-sha~ing, . '.' . '. '.' ... ' . 
• ' Re~mbUrsement of Medicaid serVices provided by school~based 
" health clihics ..",.. , ' " " 

• 91i~ljlY,Mea11.presforadult beneficiaries ... .•• ... .. .... . . .. . . 
. ' ~<?Q~fa~~ritf9r ~ertain,He~lth Care Acquir~4C~pcl~tions{llliirqrs 

;~ : M~4~~;(lr¢ prpvision) . " , , ' , "'" ' ", ,,"" 

. ,' ~t~te '.u~~ 9fNational Correct Coding Initiative (:NCCI) 7ip/1/2010 

.~ " , ~<?y.~Ea.g~: 9(qqlll:preh~nsive ,Jobacco' C~ssati()p S~'M.ce~ f()r: 
f.f:eg~cilit,W()m~n (lo/i/ 2010) . . .•. ,"" . ' .,< ' , ' 

, . :, J?a.CkgrClgild checks for direct patient accessemploye~s of long terrrt ,,: 
c~reJati1itle'saIjcl pr,oviders , ' "',-,' 

. . . ', " " ' 

Reduction in DSH Payments 
-----------------:----------------------- ------- - --------------------------O------ ~----------------------------------------------------- ----------------- . 

o Directs the HHS Secretary to reduceDSH payments to 
states by $14.1 billion between FY 2014~FY 2020 

, , ' 

• Requires the Secretary to carry out the re<:luctions using , 
the "DSJI Health Reform Methodology" that will impose : 
the largest reductions on states that: ' 
o Have the lo~est percentage of uninsured individuals (determined on 

the basis of: (1) data from the Bureau of the Census; (2) audIted 
hospital reports; and (3) other information likely to yield accurate , 
dataYduring the most recent year for which the d~ta ~s av~ilable; or 

o Do no target their DSH payments on: (a) hospitals with high ., 
, , volumes of Medicaid inpatients; and (b) hospitals that have high 

levels of uncompensated care (exc1uding.baddebt). 
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Demonstrations Projects 
------------------------------------------------------------------------ 0 ------------------------------------------------------------------------------

• Demo~strations 
o E~~lliateltitegratedCare(bundled payments) arounda . . 

J1o~pitalization; .· Medicaid Global ' Payments; Pediatric Accountable 
Care<Organizatiop (ACO); and Medicaid Emergency Psychiat~ic Care 

· -.': Pr¢veiltion (!nd,Wellness -
~Q. IIJee~tiyesfofq8v~~ag~ ofPrevent~veS¢rvic~s ,. , 
, ')(.t\d4\ per~~l1tage 'p()~t to r~gular FMAJ? - . . ,;' " 

· .•.••.• TI , ~f::~~~fWg~tl~i~~!~dJ~f)as~o Gessatl9!l$ervices ·f()r 

<.~o :'.Itice.ntlyk Gni~~~' fQ~- t.lle ·P~ev~ntion ofChrpnic piseases (1/1/20rt) . 
· ,,,,,-:;· .L.,, . . ""':" ;,,.,.> ..... , .• '..:.: .. :.: ... :,: .. ' " "":">:"" ,' .,: ," ,.:..... :. ' .... : " .. .- ..... " '. ''-. : ., .... . ' : '.: ....... .. :' 

. ,·'·' .• ·· ·.;-t'·)( .".Prg,ffiPB?g ·.h.e£llthy . lifestyl~~. 

2, .• Me;R,~;s,~1l~,~m~;:~:~~~~'~:' ~8E~io.n 
: .':, •• - • • •• > 

' . ~ .- .~'::::'.< ; 

Medicaid & Long-Term Care 
------------------------------------------------------------------ ----- ----0----------------------------------------------------------------,---------

• C~nunupityfirst :Option (10/1/2011) . 

• f!oine&Gommunity-BasedServices 
o Horii~& Cqmmunity-Based Incentives (2011) 

• lY.l()n~y¥ollowstheJ>~~son Rebalancing D~monstration 
· o · TreaJll1ellt of Spo~~al Impoverishment in Home & 

C0nihiunJty-B~sedPrbgrams (1/1/2014) 

• JfUIlding:'forAgi'ng and Disability Resource . Centers 
. ,:. . ... 

• Wa~",er~lltllOrityJorDuaI-Eligib Ie Demonstrations 
· .Establish~saFede~al Coordinated Health Care 
, . ()ffi~~withinC~S{for dual~~ligibles) -3/1/ 2'010 
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What HapI)ellS to CHIP? 
---------------------------------------------------------------------------0----------------------------------------------------------------------.,---------"1 

• Authorization 
o Extends the current Children's Health Insurance Program (CHIP) 

authorizatiqnperiod for tWo years~ through September 30, 2014 . 

• ft, Maintenance ofEffon ' 
Req~I;~~l)~lte~,Gpori,~plcttn~Ilt,toJna~tain cJlrreIlt ill<:Ojlle 
elipiBilio/Jeyel~'forCR~p.thr()l1gh,Sellt~1llber 30,'20i9;' ' 

9:PrP:llibits, stCites from ':nn plerrte~ting .iIl1llleIIl~nt' el~giJ:>iljty stalldarcJs, 
:,. m~t'ljo'4.ologles, Pfprqcedures, tha t\\Terelllore res~riytivelha~~J4()se ' 
';i·jrrJ)1~Sr:o~th,.~:cl;;tje()fenactm~nt(:M:lrch23,~9~P), withtije ".' " 
'.·->f!xcep~onof:w~ppg .Ii~tf:f()r,~nr~llPtg~ltil~~f\.jn ·Cff~P.-"" 

'·"").e.(;~l1~ti,on~fUtl#e;·,NIedicaid,,~~)?l1~J1ts ~n .. c?ll1pli~ce",with 
. .t1ie' C~I.p D1~i,llte~~ce-ofeffo~pro~si()ri~;·.· ".', "'. . '. '-': 

W11at I-Iappens to CHIP? 
----------------------------------------------------------------------------0--------------------------------------------------------------------------------1 

Eligibility for Tax Credjts in the Health 
Insuranc~ Exchange 
o Provides that CHIP-eligible children, who cannot enroll in 

CHIP due to federal allotment caps, will be deemed ineligible 
for CHIP and will then be eligible for tax credits in the 
excll(inge~ 

e Enhanced Fe Qeral Matching Payments 
o Provides that from FY 2016 to FY 2019, states will receive a 23 

perceIltageppintincrease intheCHIPmatch rate, subject to a 
cap Of1QO~percent.; . 
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CHIP & the Healtll IllS11rallce Exci1a11ge 
-------------------------------------------------------------------------0----------------------------------------------------------------

e CHIP and the Health Insurance Exchange 
o Provides that after FY2015 states may eJ!rolltargetedlow­

income children in qualified health plans that have been 
certified by the Secretary. ' , 

o Requires the Secretary to no later than Aprill, 2015 to review 
in each state the benefits offered for childre'nand the cost­
sh~ringimposedby qualified h~althpla~soffered through (1:' 

' ...... fI~a~tliIJ!s~r(lnceExchange. . . . ' ; .' ' .• ~ . '. '. ' 
o Requitestlle S~cretarytocertify.(certification ofcompara.bility 

of pedi~triesovenlgeJ plans that offer benefitsfqr: ~9ildren al1d 
illlP()se~'ost-sha~ingth.at the SecretarydeterIIlili~s are~t lea~t 

: ·SJ)Wparabl,~tQtl1e.be.l1efits anqspst~~hflri~gpr()t~stj911p\ -
-:prQyidedunaertl1~':sta.te§:ElIP;:'; ".'.' - . ' 

CHIP - State Employee's Childrell 
---------------------------------------------------------------------------0--------------------------------------------------.----------------------------

~ Exceytions to Exclusion of Children of State and 
Loca Government Employees 
o Maintenance of Effort with Respect to Per Person Agency 

Contribution for Family Coverage-Requires the'amount of 
annual agency expenditures ~ade on behalf of each,e~ployee'~ 
enrolled In health coverage paId for by the agency that Includes 
dependent coverage for ¢e most recent state fiscal yec,lris not less 
than the amount of such expenditures made by the agency for the 
1997 state fiscal year, increased by the percentage incre.ase in the 
medical care expenditure category oftlie Consumer Price ~ndex for 
All~Urban Consumers (all items: U.S. City Average) for two 
preceding fiscal years.· . 
)( Hardship~c~pti()n- A child qualifies ~or a har~hip: exemptionif 

the state determInes on a case-by-case basIs, that theannual, '. 
aggregate amount of premiums and cost-sharing imposed~or coverage 
of the family: of the cliild would exceed 5 percent of such family's 
income for the year involved. 
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Employer Respo11sibility 
................. ~-.. -.-. ~,~ ........... ~ ............ -....................... 0 ........................ --...... -.-........... -....................... . 
Penalpesf~~ Failuret" Provide Coverage 
a ' Requires ,~nemployer with lnore than 50 full-time eql!ivalent .eJTIpl()yees 

, that doesn()t 0ffercoveragealld has at least one full-tlme equIvalent , " . ' 
eriiployee ;re~eivin& the premium assistance tax credit to l1lak~ .a.paym~Iit of . ' 
$2ooqpeI:full~time equivalent employee. ' .. . ' 

' 0 . Excludes/disregards the first 30 full-time employees. 
p R.eq~ires· ahemployerwitl1more than 50fulf-t'ime equivalent employees '.", ' 

. th~tof(et$c<iveragea~<l has at least one full-time equivalent e.mploy~e ~ . . . , .•..... }· .;;~1f~J~;~:;;:r~1at;~:~~~t~a;e~:dit to m~ke a p~ymenf of$30
()() \ .. 

, · ··O '· EXcl#d~/d~regardstli~· first3o.fuJl-timeemploy~e~. , .. '< : · ' ,' : ,',' 

; . ·~;~~\WJ!Pf~~fo~~~~~M~~~r Qf.fpjHiml' empIoxee~ ~f;rapplyj~.tIje 
,; ~:', ~&eEmp.~:r~r~ ,~UlW-&tiIlgperiods '." .. .. ... . .',: " . - .• .. ..... ~ '. :;" . , 
·>. · ~·(:Arn.~~g~· ~h.e.:¢~Ploy~t. ~hafed 'r~sPQnsibility p()licy)nl~h. tl1~t ,a large .. e.rnployer . 

. '. · · ··'· r6~i!ir*~~~~lTI~~sP~Hfgate1°firi:~fe$IJci~~~gn~~~~4~iZ:r:~i:··· ···· 
' *7~;pl()t~~~ ·· :' " ',.... .. .... . '.' . . ,: ""',', 

Small Business Tax Credit 
......... -........ - ........ -- ........................ -····-·-··········-····· ··0···-·-······-····-···--····· ..... --.......... -.............. ........ -.. -....... . 

• Small employers (under so FrEs) are exempt from the employer · 
responsibility provisions and penalties. 

• SmalleIrlploye.rs with fewer than 2S full-time equivalept 
employees and average anl1ual wages of less than $S(),o()o that · 

. purchase.}:1ealthjnsurance for employees are eligible 'for the tax 
crediL' The. maximum credit will be available ,toe.mployers 'Yith 

, 10,01- fevy~rfull":tirileequivalent employees and average annu~l . 
wages of less than $2S,000. . 

• To b~ eligib.le for a tax credit, the employer must 'contribute at 
.. leastsopercentofthetotal premiumcost. 

• Busines~es th~t re~eive state health care tax credits may also 
qualiryforthefederal tax credit. ' , '" . 

' . .. : ", . ' . 

. • D~~~~l ~ndvi~ionc~f~/l~;ali~ for t4e, t~e.~.~~ :~~ :!y~~}; ;-;~,: .. ,; 
-._---
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Small Business Tax Credit cont. 
---------------------------------------------------------------------------0-----------------------------------------------------------------------

• 20~O - ;:!()13 
oForggi9!hrollg4: gp~3, ~ligib.l~ employers will receive a small . 
' l:>usil}~ss> C);e,qit for up to 35 percent of their contribution toward the 
" emplo~e~'~s. : ~ealth il}.s~rance premium. 

" oT€lX~e*~mpt~m;qUQysinesses meeting the above requirements are 
, , eligibJe'{or'tax 'credits :of up to, 25 percent of their contribution. . 

~()~4:~~d ~~r~~~f/;-. : ;:·' · . 
o ¥o~" ~qj4 ~I1d.' bey~nd; '~mall employers who purchase coverage 
. i:lirough ~he new Health Insurance Exchanges can receive a tax credit 

.·f?r,~q'~~.~r~ ,()r#p)~Q.50p,erceni 9(th~~reontribp~i()n. " . .. '.. ". '.,:"," '> 
8i, T~~ie4enipt:s¥aJ1~~$ii1ess.~s · .riIeetingt'he abover-equirem.ents .are ' , ,· 
. ' eligible for tax credits of up to 35 percent of their cbntripution. . , 

\. , ( • • .. - . .. . :~~~.: ' .: : ,"' . '.; ' ", ,: :". ". • :: : ... : . .:.":': 4: 

Individual Responsibility 
,-----------------------------------------------------------------------------0--------------------------------------------------------------------------

~ Requires individuals to maintain minimum essential coverage beginning in 
2014. 

ePen31ties for Failure to Maintain Coverage 
o Failure,tomaiqtain coyerage will result ina penalty that is the greater of 
. ab,'~tfee '*95ill~014;$325 ill 2015; and $695 in 2016 OR the following . 
. p~rcent()f~he :excess' ho~s~hold. income above the threshold amount 
requ~r~d t6' fi.le ,ataxre~urn----l%ofincomein 2014;.2% of income in 

.' ' 20i5;~:5%:O~income in -2016 and subsequent years. . . 
o FOfthoselinder theageof 18,the applicable penalty willbe one-half of 

theamount~~listed above. 
0 , Famiiie~~llpayh~fthea.mount for children up to a cap of $2,250 for . 

the e~~reJaIllil!,. , . '..... .' . . '. . ' 
, ~: Aiter~o:J.Q:clqllar amounts 'will increase by the annual cost of living 

. adjustrneitt.'" . ,. . 
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Individual Responsibility 
----------------------------------------------------------------------0--------------------------------------------------------------------------------

\II Excepti()DS to the .. indivic1 ualresponsibility requirelllent to maintain 
minJmum essential covera'ge are made for: . 

o'~eligious objectors; 
o indiViduals not lawfully present; and 
o incarcerated individuals. 

• Exempti9~sfrOJn tb~p~nalty willJ>eJna<l~f9~ th()se WJlO: 
o . can pot af=i()rd,coier~,~~:(~he~e the lowest cost ~r~qli QJU availctble 

e~ce.~q§ ? %, ~fiI)C9.~e),: tli~r~by ql!~JifyiV:~for>a"hardship waiver"; 

o t~ay .. ~rs ........ \\lithin.-e .... o.:i~ ..... ~ .. n .... nde. r. ,1.09 per¢~nt~fth~fe<leral·povertyJev~l; 
o trietDbersoflndi~ntdbes;and· c. .;>,. " 

o ·indi~du..als .• ~h~··~ere.ri9tJ!coVered·f6r~'peri~d6fless. than three 
. morithsduringthe:y~a,r.··.,', ','" " . 

Health Insurance Reforms - Now 
---------------------------------------------------------------------------- 0 -------------------------------------------------------------------
o Temporary high-risk pools 

Minimum:medicalloss ratios 
Prohibition on rescissions (exception for fraud) 

D Extension of dependent coveragefor young adults 
(expires at the 26th birthday for most) 

o Limits preexisting condition exclusions for children 
o Lin1.,itslifetillle and/or annuaJ caps 
o Rejnsurance for early retirees {applies to state and 

local government plans} .. . 
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Early Retiree Reinsllrance Prograln (ERRP) 
~-------------------------------------------------------------------------------0------------------------------------------------------------------------------; 

• Establishes a$5lJillion tempora.ry progr(imto reimburse 
employers (including state and local goyer]]P1.~nts)for the 
cost ()fproviding health care coveraget() early retirees (ages 
55-64)and their spouses, surviving spouses, and 
dependents . 

• , ,Effectiv~ for'pl~nyeClrs,pegi~niI1g()norafter Octoper.~, 
2011~.·"~f.oi,~~~ID.'~l1d~':J an,ll~ry,~, ~~q14>','.r9,re~~hb~n~fi~iary, 

" the eIr1p19y~r, pl~ll,WillJ~~~~ye:l~PJ()~Q:9Y.:orC()~ts,'niip~, 
repotiat~q:prlce·'c9n~eSSI()nsrl()r,h~Cllt!i:Ren~fi~,pet-W~~rl 
'$'15;O,QO and',,$90 ,QOQ. Thi$'rei.Ilsul"flIlCec()rri,doi'Willbe: 
fl.9jlJstrd iIi ~~bs~~uEiht fIsCal yearsJ)Y;th~m~Clj(!,al" . 
'cornJ?o~~r]J Rfth~sorisu.m~rprice',i~4~~.' ",,', . 

Early Retiree Reinsurallce Program (ERRP) 
------------------------------------------------------------------0--------------------------------------------------------------------_._--------; 

o Approved Entiti~s in Nebraska (as ofS~ptember10, 2010) 
o Ameritas Holding Company; City of Omaha; .Cl~r~Coul1ty 

FirefIghters Local 19()8 SecuritY Fund;'ConIlectivitySolutions 
Manufacturing, Inc. ; Connectivity Solution~Mariufacturing, 
Inc.; Douglas Courty, Nebraska; EdtlcatorsfIealth Alliance 
Inc.; Father Flanagan'§Boys'Ho~e;GreatPlaiIis 
Communications, Inc.; IBEW Local UnioriNo. • 22jNECA 
Health & Welfare Fllnd;MetropolitanUtilities Distri~t of 
Omaha; Mutual of Omaha Insurance Company; NEBCO, Inc~; 
Nebraska Public Power District; Omaha Construction-Industry 
Health arid Welfare Plan; OmallaPublic,'Power :QJstrict; Stat~ 
of N ehraska;and Steamfitters and~J>lumbers Local Union 
No. 464 ' , '- , ",; " . 
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Coverage for Adtllt Childre11 
-.. ----.. ------------------------------------------------------- 0 ----------------------------------.---.----.-------------------------------------j 

o Requires plaIl:s, f()r plan years beginning()n or 
after September 23,2()10 to extend coverage to 
adllltchildren, up to age 26, on their parent's '- . 
h~~tlJ.jI!su.~anceplan, if the parents.wantthem to 
doso~ , . 

. '. ~.$tllt~'iaws'th~tproyide additional prote~ti()n~l"e 
, : s'aved ~unless tl1ey'prevent the Cipplication 'oftlie 

new' federal law. . 

.iA.dditi9naJ~oy~l"a~eisayailablt;lfory(;nlll~ agylts.···· 
,whQbaye.p~r~ntsthathaveaccess to'cafeterj~" 
. pl,aI!~:lp-gffsetheaIth. costs with pretax dollars. 

Medical Loss Ratio 
~---.. -.. ------------.---.---.---------------------.-----------------------------0-----------------------------------------.. ---------------------.. --------------j 

o Large group plans that fail to have a medical loss 
ratio (MLR) ofBS percent and individualand small 
group plans thatfail to have aMLR orBo% by 
January 1, 2011, will be required to provide rebates 
td plgn participaJ1ts. 

D HBS is authorized to adjust these rates to avoid 
market destabiliz(ition. 

o HHS is working closely with the National 
Association of Insurance Commissioners (NAIC) and 
otherstak,eholders to develop a plan. 
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Treatment of Gralldfcltl1ered Plalls 
~----------.--- --------------------------------------------------------------- 0 ------------------------------------------------------------------------

• J>lansin effectpriortoena.ctment (March 23, 2010) that make no 
nlaJ()rchanges to the plan are given grandfathered status and some 
of the new reforms will not apply to them as long as they keep their 

. plan without major changes. 
• '.' The following provisions, effective for pla:n,years beginning on or 

after ~~pt~mber 23, 2010 apply to grandfathered plans~.;.-
q ProhibltsUfetim.e iillljts· '. . . . -

()'Prohibits r~s~issiolls ' •. 
pi:geqdi;e~cle~ehdeT1tcoverage up to age 26 

, '. .' . . 

.' "_q:I?rohibit~ p~e~xistjl1g conditioll exclusions for (iependents 
o .Allo~~.~e~tricte4 ~~tiu~l1imits (as qetermineclbythe HHS 

...... Secr~~ary); ". . " . 

Health Insurance Reforms - Later 
-----------------------------------------------------------------------------0-----------------------------------------------------------------------------

«; Prohibition on preexisting condition 
exclusions 

• Guaranteed issue/Guaranteed 
renewal 

< "." '/. : ..• 

• Pr~rn~ll1I1 rating rules 
.. Non.-discrimination in benefits 
e Mental health and substance abuse services parity 
.Prqhibits discrimination based on health status 
• Pr~4il>it~ annual and lifetime caps 
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American Health Benefit Exchanges 
- -- - ---- - - --------------- ~ ------------------------------------------------- -- 0 ----------.------------------------------------------------------- ~ ---

• S~ate Respon~fbjliti~~ · 
o Reqlliresstat~s,by2.q14~to e~~ablish an American Health 
, BenefitExc4angeth~tfacilitates the Pl!fchase of qualified 
h~aIt9pJC;lnsapdinkhi.qes~ut'E;x~llaJ:lg;e for sIIlaIl 

"': biisinesses ' ',', . '.' ", ' " , 

••••• S~~tesittu~idecl~r.e. :intei\tion.toa#i.nister llle 
."b;~~:~~~,or~t?;p;~~rft!Iefe<J~~~lf4ll7baCkbY#Wen~ 
,., .. ,.' ~.·:~:fJ.i~, fi.rstr9W1Q;:9fpl8,ll~i9g ·gr~!S~ll ·b~~o~~.,~vailable . 

·;·i~ •• ·••·· •• ~~~f;;~tWd Of.PI2~rig~~~tfte~~~ted ·e~IY~~t. 
~ .~:-.~ .. ,~:.\ Y. ~ .: . 

American Health Benefit Exc11anges 
~ ---------------------------------------- ---- ~-------.------------- --- - - -- - ----- 0 ----------------------------------------------------------------.----

ft HHS Secretary Responsibilities 
o Establish certification criteria forqualified health plans, requiring 

such plans to~eet m,ark~~~ng requireIjlent~,ensure a sufficient 
choice 'ofprbviders, inClude essential community providers in their 
networks,' beaccredited6n quality, iinpleln~nt a quality 
improvement striltegy; use a uniform enrollment form, 'present plan 
information in a ,~t(lndard format, and provide data on quality 
measures 

o Develop a rating system for qualified health plans, including 
information qnenrollee satisfaction, and a model template for an 
Exchange' s Inter:n~~, portal 

o Determineaninitia'Iand annual open enrollment period, as well as 
special enr~llm~rit:periods for c~rtain circumstances '. 
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Health Insurance Excllange 
------------------------------------------------------------------ 0 ---------------------_.--------------------------------------.--.. ------.. 

• Provides premium and cost-sharing assistance to individllals, 
who, obtain coverage. through the excl1ange, with incomes up 
to 400% of FPL .. 

• Establishes Multi-State Pla~s modeled after federal 
Employees Health Benefits, prograrri (fE.:.fI~P) alld 
admip.ist~r~d by the, federal. Office qfpersorinelManagement 
(OPM)~' . . '. 

o Thisw(i,s adopted in lieu of the~'Public Opt~on"~' 

• Cooperati'\Te$ '. '. . ' ....... <' . .:.>,>.:. 
o Non~profiten.tities, operatedpYa.b,oardofdirectors~ 

contra.cts establisheci bYJh~HliSSecr~tary.: 
. .:.' ,~. ." :'~':'," " : . ' , . '. . '. . .,.. ,:-. , . 

I-Iealt11 IIlsurance Exchanges - I(ey State ISSllCS 

------------------------------------------------------------------------- 0 ---------------------.---.-----------------------------------------------------1 

I> To Do or Not to Do 
o States must decide beforethe end of 2010 whetllerthey wallt to run the 

exchange or let HHS do it . 
Ii Do You Want to Have a Di(ferent Killd of Party? 

o Do you want to dance with a neighbor (state compact~)? 
o Basic HealthPlan (for people with illcome between 133-200% of FPL) 
o Waiver will be available in 2017 (Your own Mississippi Plan) 

$ What to Do " . 
o How many exchanges? 
o How win it/they be governed? 

G How Will You Do What You Want To Do ?(level of regulation) 
o One Stop. Shopping Orgaruzer' 
o Selective Organizer (minimum standards) . 
o Big Time Negotiator (minimum standards,plus) 
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Health InSllrarlce Excl1anges - I(ey State ISSlles 
r.······.···.·····.··-..... · ... ··-·· ... · ..... · .. ·· .... · .. · .. ·· .. ······· .. ···· .. 0 .. ······-··· .. -···-.. ·--------·-··--··· .. -.. ---.. ·· .. ··· .. __ ····· .. ········· .. 1 

• ijbwWil1 You Pay for It? 
o.Iheexcllangemust be self-sustaining after the first year 

.. How Will You Make It Work 
()i~~~roP~:llbility between Medicaid and the Exchange for 

.•. ,.~,·'·.,'.eligibiJitydetermin~tions . 
':''b "P~blic'Education 

",,:,' .,'"'.,c,.,;,, •• " ,: ',','''', , .,' ••.• ':'.,',.; '. C/, ,,'.',' ,:.",,' .' . ~ 

i oj;~~igi~g Staff 
";'Irtf~~structure and Workforce Concerns 

~: .~ ,,". ," .,'. ~ .',.;, ,",' , . . , '. . . ... :. .' . 

• ·~egipl)iI1gthe· Legi~lative Process 
NAlCModeLt\ct will debut soon 
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States & the Federal Government 

............................ -
o A renegotiation of roles between the states and 

the federal government regarding health care 

insurance regulation, financing and 

administration over the next 1 0 years. 

cAssessing competency 

[] Trust exercises 

cTrial and error 

cMaking adjustments as needed 



Keeping Love Alive 

o Couples counseling (states and the 

federal government) 

Clnsurance regulation 

CMedicaid (administration, financing, 

benefits, providers .... the future of .... ) 

[]He~lth insurance 'exchanges 

eStates as employers 

Keeping Love Alive .... Part II . --.......................... .-
o Couples counseling (state executive and 

legislative branches of government) 

cEstablishing and agreeing on priorities 

cDeveloping effective strategies to 

implement key reforms 

cldentifying and agreeing on financing 
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Elements of Success 

o Meeting Overall Goals 

[] Coverage 

[] Health Outcomes/Quality 

IJ Cost Effective and Efficient Care 

[J Workforce/Infrastructure 

o Meeting Program Goals 

C Health Insurance Exchange(s) 

r:J Medicaid Expansion 

IJ Insurance Regulation 

c State Innovation 

Health Insurance Exchanges ............................ .-
cEstablishing the health insurance 

exchanges 

.. Consumer friendly 

• Business friend Iy 

Blnteroperable with Medicaid 

aEffective and efficient operation in 

general 

aNew service delivery models 
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Mainstreaming Medicaid 
-. .......................... -

clmprove infrastructure (workforce 
and facilities) 

Illmprove quality of carel customer 
satisfaction 

CSuccessful marketing to non­
traditional eligibles 

cNew service delivery models 

REAL Insurance Reform/Regulation 
............................ -

cResponsive 

c Effective 

cAccountable 

cLocal 
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Keeping State Innovation Alive 

o Effectively use new tools (loans, grants, pilots 
and demonstration proiects) to further state 
and national goals 

o Effectively use the flexibility afforded to 
states 

o Use existing resources (private, academic, 
volunteer, non-profit ....... ) and keep ALL 
stakeholders fully engaged to develop and 
initiate programs that relate to your state. 

State Policymaker Memo Pad ............................ -
o BE INFORMED .... know the implementation 

timelines and key decisions that must be 
made 

o IDENTIFY RESOURCES to further state goals 
o DON'T LOSE YOUR STATE IDENTITY 
o PROVIDE FEEDBACK to the federal 

government 

o BE FLEXIBLE ... .lT·S GOING TO BE A BUMPY 
RIDE .•.••...•. 
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LR467 Select COnl111ittee 
Interinl Hearing- Patient Protection & Affordable Care Act 

Septenlber ] 6,20] 0 

COmnlents on Inlplementation TinleIine, Insurance Exchanges~ and Grant C)ppoliunities 
Mark BOvven, Director of Governlnent Relations, University of Nebraska IV1edical Center 

Thank you for the opportunity to C0111nlent. 

A group con1posed of representatives of the University ofNehraska Medical Center (UNMC), our 
hospital partner the Nebraska Medical CenteL the lJNMC Physicians Group, and area business officials 
began nleeting 17 Inonths ago to examine the health refornl legislation to assess how it nlay affect 
Nebraska. We have been viewed as a knovvledgeable and objective resource by the media, public and 
business for information about health reform. Since the bill's passage, we have continued to study the 
implications and identified opportunities the health care refornl law offers. 

• 
Today, we will address the three aspects of the law. First,l will speak to the tinleframe for 
jlnplenlentation, the opportunities for collaboration, the state insurance exchanges1 and grant 
opportunities; Second, ML Cory Shaw CEO of the UNMC Physicians Group will conlnlent on the 
potential changes and opportunities in the health care delivery system and Medicaid, and; Third, Dr .. 
TOln Tape~ Professor and Chief ofUNMC General Internal Medicine, and PaIn Bataillon, Assistant 
Dean of the UNMC College of Nursing wil1 speak to affecting the health workforce, how the 
training and education of the future health workforce may change. 

We recognize that the Patient Protection & Affordable Care Act is prinlarily an insurance refornl law 
that features many provisions to begin improving the delivery of healthcare and the overall health of 
citizens through use of 111 ore preventative, wellness and prinlary care services. 

A C01l1n10n then1e in the health reform bill is collaboration in \,vays that have not previously been 
available or encouraged. We will each touch on son1C of those opportunities. 

IMPLEMENTATION TIMELINE 

Inlplementation of the Health Care Ref o rIll la\v began earlier this year and continues thTough 2017. The 
Inajority of the law is implenlented in 20] 4. While this 111ay seen) like a lot of tinle, insurance 
cOlllpanies, health care providers, health delivery systenls and state governrnents tieed that time to 
prepare, l11ake decisions, and make changes in their systems, processes and policies to inlplement the 
la\\I. 

S0l11C changes are already underway. States have already declared whether they will operate their own 
tenlporury high risk insurance program or defer to the Federal governn1ent. Effective this year insurers 
arc prohibited frol11 denying coverage to children with pre-existing conditions. f)cpencients up to 26 
can relnain on their parents' insurance policy. Insurers can no longer set lifetilne coverage limits or 
rescind insurance froll1 citizens who become ill. The Medicare prescription "Doughnut Hole" starts 
closing v.;ith a $250 rebate available this year (about 48,000 Nebraskans Inay qualify). Tax credits are 



available for snlall husinesses to help theIn buy health insurance. ()n the revenue side the 1 (YYo tax on 
indoor tanning services started last July. 

Average Health lnsuriinct' Prf'miUOlS i1nd Worker Contributions for Family 
(overagE', 1999··2008 

SS,79i 

1999 

• EMPLOYER CONTRIEUflON 

119(" 
Inmd~e . 

/ 

117~f. 

Inuem 

511,680 

2008 

WORKER CONTRIBUTION 

No:~ Th" ~\'~nq~ wlJlke (OnnbutK!11 md ih~ ml.}J~ ~n'~.CoJ'i( C~JlrilrJtioo lj{r r;(01 ,)ojd ic.tn9 )\'Yra~ !otai rt~:niurrl 

d\Jo?lO !Qundo"'J 

A central goaJ of the heal th reforn1 lavv is to increase 
the nunlber of citizens who have health insurance and 
work toward providing insurance at affordable prices. 
Through the debate it was clear lhat one of the issues 
Congress would address was thelreality that health 
insurance costs were increasi ng faster than wages and 
there were too many uninsured citizens. 

The law sets up a timeline for states to establish 
clearinghouses called "Insurance Exchanges" to make 
health insurance information nlore accessible for 
citizens to compare policies and a mechanism to ensure 
that insurance rates are affordable . 

About one-half of the states have organized 
implementation task forces, commissions or 
committees as they consider their options. 

Tinleline and implementation considerations for states: 

Begin planning as soon as possible. Health reform continues to have many moving parts and there 
vvill likely be a need to recalibrate an implementation plan as federal regulatiOrns are issued. 
If an imp1enlentation group is assembled, make it inclusive of state officials; ipsurers, health care 
providers and a1 J relevant stakeholders. ! 

HEALTH INSURANCE EXCHANGES 

By 2014 each state is directed to set-up a private insurance based "Insurance Exchange~' for uninsured 
individuals and one for small businesses (those with 100 or fewer enlp10yees). States have the option to 
cOInbine theln into one Exchange. Federal grants are available to states to fund efforts to consider 
creating an Exchange. 

States have the flexibility to establish an Exchange that best serves its citizens and small businesses. 
There is no nlandated method. States could operate an Exchange through an existing state agency or 
delegate the authority to a nonprofit organization. States can operate their own Exchange or collaborate 
with other states to create a multi-state Insurance Exchange. 

From a health delivery perspective, Nebraska and the populations of our neighboring states have similar 
health characteristics. Si11ce we have similar characteristics, it may be beneficial for the state to examine 
the option of a nllIltistate state insurance exchange to see if it offers any financial benefits. If a state 

t 
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decides not to establish an Exchange. the Federal government has reserved the right to step in and 
operate one vvithin the state. 

The Exchange is intended to create access to Inforn1ation for uninsured citizens to C0I11pare health 
insurance policies. It also creates a larger pool of clients for private insurance companies to help 111akc 
the private insurance policies available at affordable rates. The Exchanges will likely be of interest to 
small buslnesses across Nebraska. Exchanges \vill offer four levels of insurance coverage, plus two 
nationwide n1ulti-state plans idenlified by the U.S. 
Office of Personnel Managelllent that oversees the 
federal enlployees' health benefit progranl will be 
added to increase the options. 

Insurance policy levels from the Exchanges 

The availability of federal funds to pay for 
considering whether to create an Insurance 
Exchange can be renewed annually through 
2014, assuming progress is being achieved. 
States deciding to establish an Insurance 
Exchange will have the option to adopt the 

The higher the ~cern of cover;lge the higher the premium 

• ,Sronze Policy - Covers 60°/.) of the plan's COSES. oLlt-of­
pocket limits of $5.950 for individuals. $11.9QO for 
families (equal to those of Health Savings Accounts) . 

• .silver Policv - Covers 70% of the planes costs. out-of­
pocket limits matching the HSA limits: 

• Gold Policy - Covers BOll/o of the plan's costs. with the 
HSA out~of-pocket limits; , . 

• E!?Jil}!!!JLE'QIi9> Covers 90();~ of the plan's costs. with the 
HSA out-of·pocket limits; . 

•. Vnq§'L~ . .QETIQt{- Option to buy' catastrophic coverage 
lA~th a high deductible and that includes prevention 
benefits and three primary care visits. 

federal standards or enact a state law or regulation that implements the operating standards. 
Insurers have existing infrastructure and expertise that could be an asset in deciding whether to 
create an Exchange. There may be value in collaborating with Insurers to hold down 
ilnplementation costs. 
The federal law defctTed to each state to decide the issue of whether insurance coverage offered 
through the Exchange would cover abortion. Federal law prohibits public subsidies from being 
used toward a pren1iun1 that covers abortion. State legislatures can prohibit abortion coverage 
[raIn being offered through an Insurance Exchange. 

GRANT OPJ>ORTlJNITIES & C()LLA.B()RAT1()N 

There are dozens of grant opportunities and additional opportunities to participate in pilot progranls and 
demonstration projects. UNMC has already responded to eight grant opportunitie;;. The grant 
opportunities span the topics froll1 vvorkplace wellness progranls, health honles for :l\1edicaid enrollees 
with chronic conditions, rural physician training grants, nurse n1anaged health clinics, incentives for 
conln1unity based services as long-tenn alternatives to nursing homes, workforce planning grants and 
there are many others. Not all entities are eligible for every opportunity, but n1any opportunities 
encourage collaboration. 

Collaboration is con1n10n anlong Nehraskans. Various organizations have expressed interest in 
collahorating with lJNMC on granl opportunities. Collahorations and working together will vievvcd 
as a positive by the federal agencies. 111 addition, there are indications that the Center for Ivledicare and 
Medicaid Services (eMS) \viII be open to considering requests for waivers from regulations if the 
applicants can denlonstrate i1 could result in a cost savings or efficiency in providing services. 
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The point is that there are a substantial nllll1ber of grant opportunities, some clinical in nature, some 
oriented toward health delivery and others involving training. Many opportunities are geared toward 
fostering collaborations to identify \vays to begin to bend the cost of services. 

Grant issues to be aware of include: 
1 

The Center for Medicare and Medicaid Services has indicated it is open to considering waivers 
to regulations as part of some grant applications. Would the State also be willing to consider 
granting wai vel's? 
Be open to collaborations. 'rhis is an opportunity to be innovative. An entity who is not the 
eligible applicant for a grant could partner \\lith an eligible applicant to benefit patients or create 
a cost savings. 

While the Health Reform law focuses on insurance refonn, it includes a healthy dose of provisions 
dealing with prevention, weIIness, health care delivery and workforce issues. For example, the bill 
starting in 2014 allows employers to offer employees discounts of up to 30% for participating in a 
wellness program. Wellness provisions have been shown to help hold down the cost of health care. 

Prevention and wellness programs have demonstrated that they can save real dollars for businesses. The 
Nebraska Medical Center estimates that its wellness program has held down its health care costs. In the 
last five years, since the implementation of the employee wellness program, its per-employee health 
costs has risen only 4.2% at a time when the national average increase is close to 270/0 per employee. In 
2014 there will be the opportunity to participate in a 10-state pilot program to apply similar rewards for 
participating in a wellness progranl in the individual insurance market. 

As states deal with the implementing this conlprehensive healthcare reform law, they have the flexibility 
to design it in a way to serve the unique needs of the citizens. Implementation efforts should be broad 
based and inclusive. lnlplementation plans should also be flexible because there are still many 
regulations that will be issued and the potential exists for additional legislative changes. 
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Medicaid: 

LR467 Select Committee 
Interim Hearing- Patient Protection & Affordable Care Act 

Septernber 16, 2010 

Comments on Medicaid and Accountable Care Organizations 

Cory D. Shaw, Chief Executive Officer 

University of Nebraska Medical Center Physicians 

PPACA expands Medicaid to individuals under age 65 with incomes up to 133% of the Federal 
t 

Poverty Level (FPL). A family of four earning less than $29,326 will be eligible for Nebraska 
1 

Medicaid. There are approximately 310,100 Nebraska residents with incomes up to 133% of 

the FPL. Of these individuals, approximately 90,000 individuals (29%) have private health 

insurance, 10B,OOO are covered by Medicaid, and 106,200 are uninsured. 

Health Insurance Coverage of the Nonelderly (0-64) with Incomes up to 133% Federal 
Poverty level (FPl) states (2007-8) U.S. (2008) 

NE# NE% NE% usn US% US% 

Employer 59,900 19.3% 0.6% 11,128,500 17.0% 100.0% 

Individual 30,100 9.7% 0.8% 3,650,300 5.6% 100.0% 

Medicaid 108,000 34.8% 0.4% 26,188,800 39.9% 100.0% 
Other Public NSD NSD NSD 2,500,300 3.8% 100.0% 
Uninsured 106,200 34.2% 0.5% 22,179,200 33.8% 100.0% 
Total 310,100 100.0% 0.5% 65,647,200 100.0% 100.0% 
Sources: Urban Institute and Kaiser Commission on Medicaid and the Uninsured estimates based on the Census Bureau's March 
2008 and 2009 Current Population Survey (CPS: Annual Social and Economic Supplements). 

States will enroll new eligible Medicaid beneficiaries by January 2014. States will continue 
1 

current Medicaid and CHIP eligibility for children until 2019 and for adults until the Insurance 

Exchange is operating in 2014. States are exempt from maintaining the requirements for non­

disabled adults with incomes exceeding 133% of the federal poverty rate from January 2011 

through December 31, 2013 if it certifies it has or will have a budget deficit in the next year. 

PPACA reduces aggregate Medicaid Disproportionate Share Hospital (DSH) allotments by $500 

million in 2014, $600 million in 2015, $600 million in 2016, $l.B billion in 2017, $5 billion in 

2018, $5.6 billion in 2019, and $4 billion in 2020. The HHS Secretary is required to develop a 

method to distribute the DSH reductions in a manner that imposes the largest reduction in DSH 

allotments for states with the lowest percentage of uninsured. Currently Nebraska hospitals 

receive $2B.5 million annually in federal DSH payments. 

1 
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Effective 2012 through 2016, the law creates new demonstration projects in Medicaid to pay 

bundled payments for episodes of care that include hospitalizations. Examplffs include changes 

to allow for global payments to safety net hospital systems for episodes of care and allowing , 
pediatric medical providers organized as accountable care organizations to share in cost-savings 

with Medicaid programs 

To f;nancethe coverage for the newly eligible Medicaid enrollees} states will receive 100% 

federal funding for 2014} 2015 and 2016; 95% federal financing in 2017, 94% federal financing 

in 2018, 93% federal financing in 2019, and 90% federal financing in 2020 and after. States will 

receive 100% federal financing to increase Medicaid payments for fee-for-service and managed 

care for primary care services provided by primary care doctors (family medicine} general 

internal medicine or pediatric medicine) so the payments will be equal to 100% of the Medicare 

payment rates for 2013 and 2014. 

Accountable Care Organizations: 

The health reform law created the Center for Medicare & Medicaid Innovation (CMI) to test 

new payment and delivery models to reduce program expenditures while preserving the quality 

of care. CMt is scheduled to begin in January 2011. Accountable Care Organizations (ACO) and , 
Health Innovation Zone (HIZ) are two examples of programs HHS can test as a way to improve 

1 
the quality of care of a specified population and reduce or eliminate potentially avoidable 

expenditures. 

ACOs can be created by physician group practices, networks of physicians, partnerships 

~etween hospitals and physicians} and health systems that employ physicians and other health 

professionals to care for a defined population of Medicare beneficiaries. ACOs would receive a 

share of per capita reductions in health expenditures for assigned Medicare beneficiaries 

against a specified benchmark. The benchmark for each ACO will be based on the most recent 

3-years of per-beneficiary expenditures for Parts A and B services for Medicare fee-for-service 

beneficiaries assigned to the ACO. The ACO will not be subject to payment penalties if savings 

are not achieved. 

Applicants for ACOs must meet the following criteria: 

• Maintain a legal structure to facilitate receipt and distribution of shared savings 
• Include adequate primary care professionals to provide services to at I,east 5,000 

beneficiaries 
• Participate in the program for at least 3-years 
• Have a management structure that includes clinical and administrative systems capable 

of supporting evidenced-based medicine, care coordination, quality reporting and 

; . 
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longitudinal evaluation of quality and cost measures including Physician Quality 
Reporting Initiative (PQRI) 

Health Innovation Zones: 

A HIZ is a geographic region containing an Academic Medical Center (AM C), teaching hospital 

and other clinical and non-clinical entities that provide the full spectrum of healthcare services 

to a defined population and incorporate new clinical training the next generation of health care 

providers. A HIZ is d~igned to coordinate care with a multiple payers and enable resources to 

be allocated to achieve the greatest value. 

For public and private insurers, the HIZ will provide care at an aggregate payment level less 

than the projected payment growth rates. With specific exemptions and waivers from certain 

laws, rules and regulations, savings will be achieved by creating more efficient methods of 

healthcare delivery and increasing provider collaboration. 

" 
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LR467 Select Committee 

Interim Hearing- Patient Protection & Affordable Care Act 

September 16, 2010 

Comments on Primary Care Workforce in Nebraska 

Thomas G !'ape, MD, FACP, Professor of Internal Medicine, General Medicine, 

University of Nebraska Medical Center " 

Overview 

Despite the demonstrated benefits of a strong primary care infrastructure, there is a growing 

shortage of primary care physicians as well as other providers of primary care services in 

Nebraska. Fewer students are choosing primary care careers and those in primary care practice 

are leaving the field at an increased rate compared to practitioners in other specialties. 

Recently enacted health care reform legislation will further stress the primary care system by 

adding newly insured patients without a concomitant increase in primary care providers. To 

address the primary care workforce shortage, consideration should be given both to incentives 

to pursue a primary care career as well as to new models of care that make the field more 

attractive to practitioners. 

Primary care defined 

Although the term "primary care" has been in use for nearly 50 years, its precise definition has 

been erusive. Defineti functionally, primary care is a usual source of care that provides first 

contact, comprehensive, long term, and coordinated care. Physicians, nurse .practitioners, and 

physician assistants who practice in the fields of family medicine, general peqiatrics .. and 

general internal medicine are usually considered to be primary care providers. While some 

obstetrician-gynecologists provide primary care services for women in their childbearing years, 

the recently passed national health care reform legislation does not classify ob/gyn physicians 

as primary care providers. 

Benefits of a strong primary care workforce 

Friedberg and colleagues recently reviewed the literature on primary care and reported better 

preventive care, better patient satisfaction, lower cost of care, lower emergency department 

visits and better quality measures on several chronic diseases. (Health Affairs 2010;29:766-772) 

Another key study examined the relationship between the proportion of primary care 

physicians and health care utilization across the United States. For an average American city 

the size of Omaha, each one percent increase in the proportion of primary care physicians was 

associated with decreased yearly utilization of 503 hospital admissions, 2968 emergency 

department visits; and 512 surgeries. (Am J Med. 2008;121:142-148) 

, . 
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Susan Dentzer, the editor of the journal Health Affairs, wrote the following in the introduction 

to the May 2010 issue: 

"The literature indicates that nations that have strong and efficient primary care 

systems have better health outcomes and lower costs, and those are two objectives that 

are very important to the United States. Our health outcomes are very mediocre 

compared to our status as an economic superpower. Costs are rising at a rate that is 

unsustainable. A quite probable ingredient in solving some of this is a stronger primary 

care system." 

The workforce shortage in primary care is reaching critical proportions 

The American Association of Medical Colleges (AAMC) recently reported that while 35% of 

physicians in the U.S. currently practice primary care, among recent residency graduates, only 

20% chose to practice primary care. AAMC predicts a national shortage of primary care 

physicians between 35,000 and 44,000 by the year 2025. 

(http://www.aamc.org/newsroom/reporter/marchlO/primarycare.htm. 

http://www.aamc.org/workforce/stateandspecialty/recentworkforcestudiesnov09.pdf) 

These national trends are also reflected in Nebraska. The rural nature of our state creates 

additional challenges: Although 42% of Nebraska's population is rurat only 28% of physicians 

practice ;n rural areas. Only three counties have a provider-to-population ratio better than the 

national average and 51 counties are designated Health Professional Shortage Areas for 

primary care. 

(http://www.unmc.edu/ruraf/documents/NebraskaWorkforceProjectFinaI0915D9.pdf) 

Although some identify nurse practitioners and physician assistants as potentially filling the 

void in the physician primary care workforce, these fields (discussed in accompanying 

testimony by Pam Bataillon) face similar and growing shortages. UNMC has responded by 

increasing enrollment across all its professional schools but it will be years before the newly 

enrolled students are fully trained and enter the primary care workforce. 

Causes of the growing primary care shortage 

Multiple factors drive the decision for a health care professional to select a primary care field. 
1 

In the case of physicians, the financial impact of choosing primary care is considerable. When 

added to the administrative hassles of primary care practice and the overwhelming demand for 

primary care services, many are choosing more predictable and more controllable types of 

practice. 

It is not unusual for medical students to graduate after eight years of combined college and 

medical school education with more than $200,000 in debt. However, their training is not 

finished and their debt will continue to increase during their three-to-nine year residency 
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trajning before they can begin making loan payments in practice. The long period of training 

also reduces the length of professional productivity before eventual retirement. As the income 

differential between primary care and other specialties continues to widen, students 

increasingly see a career in primary care to be a non-viable option. 

Much of primary care practice involves services provided outside of a face-tOr-face encounter. 

However, these services are not paid for under the current reimbursement system. The poor 

reimbursement for primary care creates a sub-optimal practice model in which primary care 

physicians increase their in-office patient volume to cover the rising overhead costs of medical 

practice. The shortage of primary care providers further increases demand on the remaining 

practitioners. The combination of rising demand and declining reimbursement creates an 

especially frustrating situation for the dedicated practitioner wishing to provide the full 

spectrum of care. The IS-minute office visit is simply inadequate to provide longitudinal, 

comprehensive care. Many are retiring early; others are re-training to practice in other fields. 

Increasing coverage provided by the Affordable Care Act (ACA) will further increase the 

demand for primary care services 

By 2014, upwards of 32 million Americans (including 200,000 Nebraskans) will have some sort 

of new health care coverage. These currently un-insured Americans mainly obtain care using a 

legal provision that requires emergency departments to evatuate and treat any patient, 

regardless of the abiUty to pay, to the point of medical stability. Thus, for many, the emergency 

department has become their de-facto primary care physician. In fact, Pitts and colleagues 
'I' 

reported this month that only 42% of annual visits for acute care treatment ~re made to 

patients' personal physicians - the emergency department accounts for the majority of the 

other 58%. (Health Affairs 2010;29:1620-29) 

When the coverage provisions of the ACA roll out in 2014, these patients will be financially able 

to receive care from any provider. The question is: "Who will take care of these newly insured 

patients?" Put another way, coverage does not ensure access to care. There simply are not 

enough primary care providers in the state of Nebraska to satisfy the demand for 

comprehensive patient care. 

While the ACA does provide for increased funding for primary care training and for incentives 

such as loan forgiveness for those willing to practice primary care, the long lead time for 

training means that the workforce shortage will get worse before it gets better. The 

Massachusetts experience with providing universal health care coverage should serve as a 

warning of what Nebraska can expect. The average wait to get an appointment as a new 

patient increased from 17 days in 2005 (before the 2006 mandatory insurance law in 

Massachusetts) to 44 days in 2009. Forty percent of family medicine physiciafls in 

Massachusetts are now closed to new patients and emergency rooms visits have increased by 
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10%. 

(http://www.nejmjobs.org/content/employers/MMS Physician Workforce Study 2009.pdf) 

We must work together now to prepare for what we will face in 2014 when health insurance 

becomes mandatory across the country. 

Potential solutions to the primary care workforce and access crisis 

The model of care and payment must fundamentally change if primary care is to remain viable 

in our state and in this country. The viability of primary care providers' practices is enhanced 

when their work is manageable, fun, and rewarding. Most are already working at beyond full 

capacity seeing more patients will only add to the frustration of both providers and patients. 

The state of Nebrask~ should look for ways to encourage and incentivize innovative models of 

care delivery that promote primary care services. The ground work for one such innovative 

model has already been laid by Senator Gloor who championed LB 396 which 'was signed into 

law in 2009. It provides for a patient-centered medicaJ home (PCMH) pilot in 1a medium sized 

city in Nebraska as well as creating a medical home advisory panel. 

The PCMH is a team-based practice that oversees and coordinates the care of a panel of 

patients. The model emphasizes patient-centered care, preventive care, chronic disease 

management, and better coordination with specialists. Physicians in such practices report 

seeing fewer patients per day but spending more time with each patient. The practice as a 

whole has greater capacity, however, because of a team-based approach. With a team to help 

with the routine care of the less complex patients, physicians can focus their skills where they 

are most needed. Providers in such models report increased satisfaction with their work. 

There is also growing evidence that the PCMH can reduce the overall cost of health care for the 

population of patients being managed. 

Another promising strategy involves new payment systems that reward comprehensive care of 

the patient as opposed to the current piecemeal fee-for-service approach. Accountable Care 

Organizations (ACOs) represent such a strategy_ In this model, a group of providers, often 
'I' 

partnering with a hospital, assumes financial responsibility for the overall care of a population 
1 

of patients. Payments are generally made in a bundled fashion to cover an Ilepisode" of care. 

To the extent that the ACO can improve quality and reduce costs, it can share in the savings. 

Note that ACOs and PCMHs are not mutually exclusive. In fact, the PCMH practice model would 

fit well into a multispecialty ACO. The former has more to do with the organization of the 

primary care delivery team and the latter has more to do with the larger set of multispecialty 

health care resources. Both the PCMH and ACOs are still very much in their infancy-it would 

be premature to abruptly change the current systems of care to these new models. The ACA 

includes funding for pilot programs to test both new models of care. 
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UNMC can playa role both in training new providers prepared to practice in such settings as 

well as in studying th.e costs and outcomes of care provided in such new care models. The 

UNMC Physicians Turner Park Internal Medicine Clinic is one such example. The clinic, which 

serves as the primary outpatient training site for internal medicine residents, is evolving from a 
) 

traditional resident clinic to a PCM H practice. The care team has been expanded to include a 

nurse coordinator/educator, a social worker, a pharmacist, and a mental health provider. 

Pharmacy residents and mental health interns have also been added as trainees to work side­

by-side with the internal medicine residents to foster the concept of team-based care. 

Other approaches to promoting primary care involve incentives for students to enter primary 

care training programs. UNMC has embraced both primary care and rural practice incentives 

and has developed several successful programs including the Rural Health Opportunities 

Program (RHOP), the Rural Health Education Network (RHEN), the primary care residency 

program and the accelerated family medicine residency program. 

Conclusion 

The primary care workforce shortage is severe and projected to become worse as more citizeFls 

obtain health care insurance coverage. Because the causes of the workforce shortage are 

multifactorial and complex, finding solutions will also be complex and challenging. Nebraska 

has a long history of innovative programs to incentivize training in primary care and rural health 

care. We should seek to continue and expand such programs by taking advaJiltage of 

opportunities provided by the ACA. We should also consider the opportunities provided by the 

ACA for pilot programs in new models of health care delivery_ 

Thank you for your interest and support. 
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Interinl Hearing- Patient Protection & l\fI()rdable Act 
September ] 6~ 2010 

Comments on Health Workforce 
Pam Bataillon, Assistant Dean, College of Nursing 

Universjty of Nebraska Medical Center 

Of the nlore than $4 trillion the world expends on healthcare each year, nearly 60% is spent on 
the clinical workforce-the physicians, nurses, pharmacists, and other health professionals who 
provide patient care. An1erica's 5 million health care professionals directly influence the cost 
and quality of healthcare through their diagnosing, prescriptions and treatn1ents. But there are 
too few health professionals and demand already outstrips supply. Few systems have the right 
number of the right clinicians in the right places----nor have they found their way to predicting 
their future workforce nee<is accurately and developing a strategy that keeps demand and supply 
near equilibrium (McKinsey Quarterly, December 2009). 

The resulting supply/demand imbalances impair patient care, demoralize clinicians, and make 
service delivery inefficient. While workforce shortages are a challenge for thf)entire health care 
system, they are most pronounced in rural and other underserved areas. 

The Nebraska Health Workforce 
Health workforce demand in Nebraska already outstrips supply: 

• 18 counties are without "a physician of any kind 
• one-half of our counties have a shol1age of primary care physicians 
• more than 33 counties have no nurse practitioners 
• 81 % of our counties have a shortage of non-physician primary care providers 
• 9 counties have no Registered Nurses and 23 counties have a shortage of RNs 

-A Critical Match: Nebraska's Health Workforce 
Planning Project, 2008 

If those statistics are not bleak enough, 55% of the state's nurses and one-third of the state"s 
physicians and dentists will retire over the next 1 0 to 15 years. 

UNMC and other educational programs recognized the need for an increased nunlber of 
healthcare professionals more than a decade ago, initiating new progran1s to boost enrollment, 
recruitment and subsequent retention in rural area---with speciaJ effol1s to expand the primary 
care workforce. But those efforts have not been enough, and will not be enough, especially with 
increased numbers of insured coming into the systen1 in the con1ing years. 

The Special Role of Primary Care 
Since its introduction in 1961, the term prinlary care has been defined in various ways, often 
using one or more of the following categories to describe what prilnary care is or who provides 
it. These categories include: 

• the care provided by certain clinicians. Sonle suggest listing medical specialties of 
prirnary care as family medicine, general internal medicine~ pediatrics, and 



obstetrics and gynecology. Sonle experts and groups have included nurse practitioners 
and physicians assistants. 

• a set of activities whose functions define the boundaries of primary care-such as curing 
or alleviating common illnesses and disabilities. 

• a level of care or setting-an entry point into the system that includes secondary care (by 
c0111munity hospitals) and tertiary care (by medical centers ad teaching hospitals) 

• a set of attributes, as in the 1978 definition of the Institute of Medicine--care that is 
accessible, co~'nprehensive, coordinated, continuous and accountable 

Education and Training of Health Professionals: Role in Expanding the Workforce 
Interprofessional education and practice may be the key to meeting future heaithcare workforce 
objectives. Curricula in schools of nursing, medicine and pharmacy have already begun evolving 
toward interprofessional education. The law supports further evolution through such mechanislTIs 
for the practice arena as bundled payments, medical homes, independence at hOlTIe 
demonstration projects~ and others. 

Interprofessional education is defined as students from two or more health professions being 
taught together, faculty from two or more professions teaching together, or both (Out of Order, 
Out of Tilne: The State of the Nation's Health Workforce, Association of Academic Health 
Centers, 2008). Historically, nurses have been educated with nurses, physicians with physicians 
and so on, so future health professionals may only have a vague sense of what the other members 
of the health team do and whom to contact for various expertise. By learning early in their 
professional education about other roles, a future health care professional can understand ways in 
which each can function individually and together as a team to enhance patient care. 

Studies of teanlS of care providers have demonstrated that use of these teams can lead to 
improvenlents in the quality of primary care. Patients with a medical home-that is, a primary 
source of care that ensures ease of access and communication, is efficiently cqordinated, and 
€ngages in continuous quality improvement-are more likely to receive higher quality care and 
experience fewer nledical errors---all at a lower cost (How Physician Practices Could Share 
Personnel and Resources to Support Medical Homes, Abranls et aI, Health Affairs, 2010) 

Evidence suggests that these teanlS may also expand the nation's capacity to provide primary 
care services. (In Focus: Using Phannacists, Social Workers, and Nurses to Improve the Reach 
ad Quality of Primary Care, in Quality Matters, Aug/Sept 2010) Many medical practices, health 
centers and other primary care settings are experimenting with innovative lTIodels of care that 
both extend the reach of the prinlary care physicians and the increase of ambulatory care 
serVIces. 

Interpersonal te31TIS in primary care settings' allow far more intensive intake and assessments 
than a physician alone could do,' said Robert J. Master, M.D., president and CEO of 
Commonweal th Care Alliance, a Boston based nonprofit health plan and deli very network that 
has introduced nurse practitioners to 25 community based medical practices in Massachusetts. 
COlnnlunity health workers, durable medical equipment coordinators, physical therapists and 
social workers are added in various combinations to meet the needs of patients with one or more 
physical disabilities, frail elderly patients who may be homebound, and Medicaid eligible 
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patients with chronic c0111plex illnesses and behavioral or substance abuse issues. The pilot has 
produced results such as reductions in hospitalizations for preventable conditions and delays in 
nursing honle placenlents. 

One health systenl in Minnesota has been piloting a teanl-based nlodel of care which includes 
health coaches~ nurses, pharnlacists and social 'vvorkers or psychologists who help ll1anage 
chronic conditions such as hypertension follo'vving protocols established by the physicians. 
Health coaches use nl0tivational techniques to find ways to encourage patients to pursue overdue 
nlalnmogranls or to quit snl0king. And instead of seeing a succession of patients in one-on-one 
visits, physicians have begun to proactively ll1anage a panel of patients, looking for high risk 
ones in need of care. ~'Irs expanding a clinician's ability to serve a population of patients," says 
the executive nledicaI director for the systeln. Because the pay of clinic staff is based on their 
perfonnance on Ineasures of cost quality and patient satisfaction, rather than productivity Inore 
care has migrated to the internet and telephone. And cost appears to be holding steady. 

Conclusions . 
While addressing health workforce supply requires a nlultifaceted approach involving many 
stakeholders. state governments are key players is nlany states. In recent years 'a number of states 
have recognized the enlergent need to ensure an adequate health workforce. Among the 
outcomes are these; 

• centralized health workforce effort at the state level 
• resources for distance education programs, telecomnlunications and capital infrastructure 
• statewide recruitment and retention efforts with incentives to encourage health 

professionals to locate in underserved areas 
• loan repayment and scholarships, providing students and medical residents financial 

support in return for an agreenlent to provide services for a specified period in an 
underserved area. 

• additional resources to education institutions to increase faculty of health professions 
students. 

• resources to support team-based nl0dels of care in the Medicaid populations, and support 
for greater mainstreaming of these pilot efforts 

• differential Medicaid reimbursement for providers in certain areas 
• low or no cost capital financing for nevv practices 
• improved collaboration among state agencies that eInploy health care professionals and 

engage in wotkforce planning to avoid duplication, elinlinate unnecessary competition 
and respond 1110re effectively and quickly to emerging needs 

• encouraging cooperation anl0ng legislature, licensing and regulatory bhards to structure 
and coordinate efforts to study state licensing processes and make recommendations that 
would simplify and consolidate processes 

• pilot programs to denlonstrate the efficacy of expanding scope of progranls in narrOVl 
ways. 

Thank you for providing this oppOliunity. We will be happy to answer any questions. 



Testimony and Briefing to the 
Interim Committee to Study the Affordable Care Act on the Impact on Nebraska 

September 16, 2010 
Senator Gay, Chair 

Good Afternoon 

I am Judy Baker, Regional Director of the Department of Health and Human Services Region 7. I am 
here today with CAPT Jose Belardo, Acting Regional Health Administrator for Region 7. We are 
honored to be here today and thank Senator Gay for the invitation. 

Today, I would like to present to you an overview of the Affordable Healthcare Act with two goals in 
mind. One is to address what is to be accomplished by 2014 and two, the bridge programs that are key 
steps toward 2014. Following that, I will outline the implications to state governments leaving time for 
questions and answers. 

On March 23rd the Patient Protection and Affordable Care Act was signed into law. The unsustainable 
status quo was the primary reason for the need to pass the law. 

Statement of the Problem 
Health care costs in this country have been increasing much faster than inflation in the past decade, 
making it difficult for individuals and families to afford health insurance. Since 1999, family premiums for 
employer-sponsored insurance have increased at over four times the rate of inflation, squeezing the 
middle class and working families. In 2007, 45 million non-elderly adults went without health insurance, 
and 8 in 10 of those adults were in households with at least one worker. The percentage of large firms 
providing workers with retiree coverage dropped from 66 percent in 1988 to 31 percent in 2008. Nine 
percent of Missouri's children were uninsured in 2008. The insurance coverage gap has been widening 
for quite some time, whether it be because of pre-existing conditions, employers who no longer provide. 
insurance, or patients' inability to find affordable options on the open market. 

AU of us can understand that health insurance status greatly impacts the wellbeing of an individual. You 
know that people without comprehensive health insurance rarely have access to the health care they 
need, and that treatable conditions can escalate into life-threatening disease as a result of lack of 
access to care and severely increase costs in the long run. This dangerous escalation has been 
illustrated to me all toO starkly in my visits to Area Agencies on Aging in the past few months. I've heard 
from multiple caseworkers that when seniors have reached the so-called 'donut hole' in Medicare 
coverage, some will try to stretch their medications by cutting pills in half or not taking them at all_ The 
caseworkers told me that those seniors often end up in the emergency room with life-threatening and 
costly conditions as a result of not taking their medication as prescribed by their doctor. This 
underinsurance in Medicare poses a grave threat to the health of our seniors and exponentially 
increases our nation's health care costs. The Affordable Care Act was designed to address the problem 
of uninsurance and underinsurance in America and thereby stem the rising costs of health care. 

To understand the current system and where the ACA points us toward can be illustrated visually. 

On the lower level we have the working poor, disabled, elderly on Medicaid, and families below the 
133% of the poverty level that had access to healthcare through safety net clinics, hospitals, and other 
institutions. 

Mid to upper income citizens largely had insurance from their employers or Medicare. 

The middle area as that time was relatively small and insurance could be purchased or with a job the 
time without coverage would be short. 

This middle section, instead of remaining small started to widen. The cost to cover the uninsured 
started to increase the cost for the upper level and insurance companies needed to increase their rates 
and with increasing costs many employers started to drop employer-based insurance or charged the 
em pfoyees higher contributions. Access to the lower level was not an option. 

The ACA as written is largely market-based, state run, and consumer centric. 

• ACA preserves the uniquely American system of private and public insurance. 
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• The ACA provides for state controlled Health Insurance Exchanges. that regulate health 
insurance rates, and states and organizations receive grant opportunities for innovative care 
expansion and improvement. 

• The ACA also protects consumers from insurance rate hikes and pre-existing condition 
exclusions, increases access to affordable health care, and improves health care quality. 

By 2014 three major horizons are established: Health Insurance Exchanges, the expansion of Medicaid, 
and Guarantee Issue of insurance with new consumer protection. 

The Affordable Care Act helps create a new com petitive private health insurance market - through 
state-run health insurance Exchanges -- that will give millions of Americans and small businesses 
access to affordable coverage, and the same choices of insurance that members of Congress will have. 
Today, many individuals and small businesses are on their own when trying to find affordable health 
insurance. Because they lack purchasing power and the ability to pool risk, individuals and small 
businesses too often pay higher rates when it comes to insurance. The Affordable Care Act changes 
that by putting greater control and greater choice in the hands of individuals and small businesses 
through Exchanges. 

Starting in 2014, improved choices will be offered through Health Insurance Exchanges - new, 
competitive, state-run and consumer-centered health insurance marketplaces. The Exchanges will 
make purchasing health insurance easier by providing eligible consumers and businesses with "one­
stop-shopping" where they can compare and purchase health insurance coverage. In the Exchanges, 
Americans who choose to use them will also have access to a wide range of customer assistance tools 
- including information about prices, quality, and physician and hospital networks - to help them make 
the best choice for themselves, their families, or their employees. HHS has announced the availability of 
the first round of funding - up to $1 million for each State and the District of Columbia. 

Although state Exchanges are not required to be up and running until 2014, work is already underway to 
conduct the necessary market research and planning. These grants will give states the resources to 
conduct the research and planning needed to build a better health insurance marketplace and 
determine how their Exchanges will be operated and governed. 

Until ACA, Medicaid beneficiaries generally have needed both to have a low income and to be in certain 
specific categories, such as being pregnant or having a disability. But in 2014, ACA will provide 
coverage of all individuals under age 65 (children, parents, and childless adults) with incomes at or 
below 133% of the federal poverty level regardless of disability or other category. 

Starting September 23rd
, full elimination of discrimination due to pre-existing or gender is accomplished 

and annul limits on coverage will also be eliminated. 

Other consumer protections include new regulations that give consumers in new health plans in every 
State the right to appeal decisions, including claims denials and rescissions, made by their health 
plans. 

The rules issued by the Departments of Health and Human Services, Labor, and the Treasury give 
consumers the right to appeal decisions made by their health plan through the plan's internal process. 

For the first time, the right to appeal decisions made by their health plan to an outside, independent 
decision-maker, no matter what State they live in or what type of health coverage they have. States 
will work to establish or update their external appeals process to meet new standards, and 
consumers who are not protected by a State law will have access to a Federal external review 
program. 

Medicare will be stronger and offer new benefits. The Act preserves the guaranteed benefits under 
Medicare, makes recommended preventive services available with no cost-sharing, and provides an 
annual wellness visit. It closes the Medicare Part D prescription drug program "donut hole" over time, 
beginning with a $250 rebate to seniors who reach that limit in 2010. By lowering cost-sharing, the Act 
empowers providers, who will have to worry less about patients being unable to afford needed 
treatments. 
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.... 
ACA is also designed to reduce paperwork and increase administrative simplification that will bring 
down the cost of care. 

With the horizon set at 2014 the ACA addresses the uninsured with a series of bridge programs. 
These programs addressed the needs of small business, individuals with pre-existing conditions, early 
retirees, and young adults, and children. 

Small Business 

• Up to 4 million small businesses are eligible for tax credits to help them provide insurance 
benefits to their workers. The first phase of this provision provides a credit worth up to 35% of 
the employer's contribution to the employees' health insurance. Small non-profit organizations 
may receive up to a 25% credit. 38,300 small businesses in Nebraska could be helped by a 
new small business tax credit that makes it easier for businesses to provide coverage to their 
workers and makes premiums more affordable. 

The Pre-Existing Condition Insurance Plan (PCIP): 

• The PCIP is administered by either your state or the U.S. Department of Health and 
Human Services. Nebraska elected to have HHS run the program. 

• It will provide a new health coverage option for citizens if they have been uninsured for 
at least six months, have a pre-existing condition, or have been denied health coverage 
because of a health condition, and are a U.S. citizen or are residing here legally. 

• The plans are active from 2010-2014. 

• The plans will cover primary and specialty care, hospital stays, and prescription drugs. 

Early Retirees 

• The percentage of large firms providing workers with retiree coverage has dropped from 
66 percent in 1988 to 31 percent in 2008. 

• The Affordable Care Act will provide $5 billion in financial assistance to employers to 
help them maintain coverage for early retirees age 55 and older who are not yet eligible 
for Medicare. 

• Employers can use the savings to either reduce their own health care costs, provide 
premium relief to their workers and families or a combination of both. 

• This temporary program will make it easier for employers to provide coverage to early 
retirees. 

• Employers who are accepted into the program will receive reinsurance reimbursement 
for medical claims for retirees age 55 and older who are not eligible for Medicare, and 
their spouses, surviving spouses, and dependents. 

Young adults and children 

• Under the new law, young adults will be allowed to stay on their parent's plan until they turn 26 
years old. (In the case of existing group health plans, this right does not apply if the young adult 
is offered insurance at work.) Some insurers began implementing this practice early. 

• The new law includes new rules to prevent insurance companies from denying coverage to 
children under the age of 19 due to a pre-existing condition. 

• The Children's Health Insurance Program has been extended through September 30,2015 and 
provides states with additional funding to ensure children have access to this proven successful 
program. The funding increases outreach and enrollment grants to help reach more eligible 
children. 
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As I have mentioned throughout my briefing, the states are definitely involved in the implementation of 
ACA. I have highlighted some of the provisions of ACA that are already in effect and I started my 
testimony with the end horizon that is expected by 2014. Currently state legislatures are beginning to 
consider what initial steps should be taken to implement some of the measures needed. 

ACA does provide the state opportunity to address: 

• Future health care costs, such as maximizing receipt of federal funds, and reducing the cost of 
care for high-cost individuals. 

• New strategies could bolster health care quality and outcomes. Keep in mind that ACA does 
not make changes to the health care delivery system but it does make available grants and 
demonstration project opportunities to assist states in addressing certain problems in a gradual 
manner. Just like the implementation of ACA. 

• The legislature may need to consider the state's response to workforce and infrastructure 
capacity and ACA provides for grants for state level workforce planning. 

• State may need to consider enhancements to insurance oversight and regulation at the state 
level. A $30 million grant program to establish and strengthen consumer assistance offices in 
States and Territories. The new Consumer Assistance Grants Program will help States 
establish consumer assistance offices or strengthen existing ones. The new funds will be used 
to provide consumers with the information they need to pick from a range of coverage options 
that best meets their needs. 

• States can now apply for the first round of funding - up to $1 million for each State and the 
District of Columbia. These grants will give states the resources to conduct the research and 
planning needed to build a beUer health insurance marketplace and determine how their 
Exchanges will be operated and governed. Future funding will support development and 
implementation activities that States will undertake through 2014. 

• New programs could generate additional federal health care funds. There are costs in the 
state's implementation of ACA, however, ACA also establishes a number of new federal grant 
programs-some monies distributed by formula, others awarded through a grant application 
process. It will be important for the state to ensure that state agencies maximize their 
opportunity to obtain additional federal funds, particularly in cases where doing so could offset 
state costs. 

• States will also have a role in policy-making around the enrollment and eligibility provisions of 
ACA. States must consider coordination of enrollment, data sharing, the role of state agencies, 
HIT standards, income methodology requirements, and integration of current programs and 
proposed exchanges. ACA provides for administrative simplification around these issues. 

These topics may be touched on by other presenters for consideration to this committee. Again, these 
short term implications may vary from state to state but are items that the State of Nebraska may need 
to consider. 

As part of this testimony, I will include the long term implications for State health programs. 

Mentioned earlier, the Medicaid 1115 waivers allow flexibility and provide federal funding. 

New federal funding opportunities to offset enrollment of person currently eligible but not enrolled OR 
the success of the state health insurance exchanges include: 

Medical homes are for persons with significant health needs. Medical homes are proposed as a model 
of care where a person's care is coordinated through a central hub rather than a person being directed 
to seek care from a jumbled network of providers. Support is available at a 90% federal and 100/0 state 
funding rate beginning in 2011. 

Optional Attendant Services Benefit can be included. 

Bundled payments are an alternative to fee-for-service payments, in which each physician receives 
reimbursement for the individual services provided. 
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The intent of an ACO is to reduce costs by delivering coordinated care. 

The new federal funds could help relieve fiscal pressure on the state to maintain funding for 
uncompensated care historically provided by these clinics. 

Prevention and Public Health Funds are to be used to promote community-based preventive health 
activities as well as other activities permitted under the prev~ously enacted Public Health Services Act 
(such as immunizations, public health preparedness, and cancer detection programs.) 

Maternal, Infant, and Early Childhood Home Visiting Programs authorizes grants for home visitation 
programs following models that have been proven to improve health outcomes for mothers and babies. 
Home visitation programs provide low-income pregnant and parenting families such services as 
smoking cessation programs, advice on nutrition and exercise, basic information on newborn care and 
child development and family planning. 

• There could be a redirection of Disproportionate Share Hospital Fund payments to those 
hospitals that serve a larger percentage of Medicaid beneficiaries and uninsured. States will 
need to consider the impact of this. 

• The Legislature does have policy options on the design and role of the Exchange. The state will 
need to answer these questions ... Should the State establish an exchange? How would an 
exchange be governed? And what role should the exchange play in the health insurance 
market? 

As a committee you have much to consider and I applaud the time you have set aside to study this most 
important piece of legislation. You do have the opportunity now to impact the lives of Nebraskans for 
years to come. 

Explanation of Portal 

One of the more innovative and useful outcomes of the ACA is the Healthcare.gov portal. 

In closing, I thank you again for this opportunity to come before you. We do have time to for some 
questions and I will respond to the best of my ability. 
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New Pre-Existing Condition 
Insurance Plan 

Under the new law, people who have been denied coverage due to a 

pre-existing condition and who have been uninsured for at least six 

months may qualify to buy insurance. Learn more about the plan. 

5 Things to Know 

1. HEALTH INSURANCE EXCHANGES; What 
are health insurance Exchanges. and when do 
they launch? 

2. PATIENT BILL OF RIGHTS: What is the 
Patient Bill of Rights and how does it affect me? 
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strengthen Medicare? 
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Find Insurance Options 
See which public, private and community programs meet your needs 

Let's get started. 
(Just two quick steps) 
This tool will help you find the health insurance best suited to your needs, whether it's 
private insurance for individuals, families, and small businesses, or public programs that 
may work for you. It was created to help consumers under the health insurance refonn 
law, the Affordable Care Act. 

STEP 1 of 2 - Please Answer All Questions 
Which state do you live in? 
I Georgia 

Which best describes you? 
(Select one.) 
Please select which best describes you? 
r 

Family I Children 
r 

Healthy Individual 
c.= 

Individual with Medical Condition 
r 

Pregnant Woman 

r h Person wit Disability 

r Senior 
C' 

Young Adult (under 26) 
(-. 

Small Employer I Self-Employed 
Your privacy is protected. Read our privacy policv. 

Just a few more questions ... 
I live in GA 
'I am a Individual with Medical Condition 

STEP 2 of 2 - Please Answer All Questions 
Which best fits your situation? 
Select option that best fits your situation? 

I'm losing the health insurance I had through work. 



I've tried to get hea1th insurance, but I was rejected for coverage because of my disability. 

I need health insurance. 

How old are you? 
Select age group: 
( ... 

18 or under 

19-25 
r" 

26-64 
c· 

65 or older 

Do any of the following apply? 
(Check all that apply.) 
Select all conditions that apply: 
r 
Disability 
~ 

Breast or cervical cancer 
r 
Dependent under 21 

r 
Nursing home or long term care 
r 
Special healthcare need 
r 
Pregnancy 
r 
Veteran status 
r 
American Indian or Alaskan Native 

Do you find it difficult to afford insurance? 
Is it difficult to afford insurance? 

Yes 
r 
No 



OK. Based on your choices, 
there are 9 options you should look into: 

Explore these options: 

1 Coverage for Young 
. Adults Under Age 26 

Special Enro IIment in 
2. Spouse's Job-based Health 

Plan 

3. COBRA Coverage 

4 Health Insurance Plans for 
. Individuals & Families 

Special Options for 
5. Individual Health 

Insurance 

Pre-Existing Condition 
6. Insurance Plan 

(PCIP)/High Risk Pool 

7. Medicaid 

Breast and Cervical 
Cancer Prevention and 

8. Treatment Programs 
(BCCPT) through 
Medicaid 

9 Finding Care You Can 
. Afford 

Learn More ·'· 

Learn More -

If your parent's insurance offers 
dependent coverage, you may be 
eligible to be covered on their policy 
until age 26. 

If you involuntarily lose coverage, you 
may be eligible for a special 
opportunity to sign up for a job-based 
health plan. 

You may be able to keep the coverage 
you had at work for a limited time 
through a program called COBRA. 

If you do not have job-based or other 
coverage, you may want to buy a policy 
from a private insurer. 

If you're losing job-based coverage and 
meet other qualifications, you may be 
eligible for a HIP AA policy or a 
conversion policy. You may have other 
options. 

You may qualify for a pre-existing 
condition insurance plan or a high risk 
pool, which helps people who have a 
hard time getting insurance fmd 
coverage. 

Medicaid provides coverage for low 
income children, families, the elderly, 
and people with disabilities. Pregnant 
women may qualify with higher 
mcomes. 

These programs are available to eligible 
women diagnosed with breast and/or 
cervical cancer. Higher incomes may 
qualify. 

There may be local facilities that 
provide free or reduced-cost care, 
whether you're insured or not. What 
you pay depends on your income. 
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The Affordable Care Act: Immediate Benefits for Nebraska 
• Small business tax credits. 38,300 small businesses in Nebraska could be helped by a new small business tax credit that makes it 

easier for businesses to provide coverage to their workers and makes premiums more affordable.! Small businesses pay, on average, 
18 percent more than large businesses for the same coverage, and health insurance premiums have gone up three times faster than 
wages in the past 10 years. This tax credit is just the first step towards bringing those costs down and making coverage affordable 
for small businesses. 

• Closing the Medicare Part D donut hole. Last year, roughly 23,100 Medicare beneficiaries in Nebraska hit the donut hole, or gap in 
Medicare Part D drug coverage, and received no extra help to defray the cost of their prescription drugs. 2 Medicare beneficiaries in 
Nebraska who hit the gap this year will automatically be mailed a one-time $250 rebate check. These checks will begin to be mailed to 
beneficiaries in mid-June and will be mailed monthly throughout the year as new beneficiaries hit the donut hole. The new law 
continues to provide additional discounts for seniors on Medicare in the years ahead and completely closes the donut hole by 2020. 

• Support for health coverage for early retirees. An estimated 9,820 people from Nebraska retired before they were eligible for 
Medicare and have health coverage through their former employers. Unfortunately, the number of firms that provide health coverage 

to their retirees has decreased over time. 3 Beginning June 1, 2010, a $5 billion temporary early retiree reinsurance program will help 
stabilize early retiree coverage and help ensure that firms continue to provide health coverage to their early retirees. Companies, 
unions, and state and local governments are eligible for these benefits. 

• New consumer protections in the insurance market beginning on or after September 23, 2010. 

o Insurance companies will no longer be able to place lifetime limits on the coverage they provide. ensuring that the 1.1 million 
Nebraska residents with private insurance coverage never have to worry about their coverage running out and facing catastrophic 
out-of-pocket costs. 

o Insurance companies will be banned from dropping people from coverage when they get sick, protecting the 127,000 individuals 
who purchase insurance in the individual market from dishonest insurance practices. 

o Insurance companies will not be able to exclude children from coverage because of a pre-existing condition, giving parents 
across Nebraska peace of mind. 

o Insurance plans' use of annual limits will be tightly regulated to ensure access to needed care. This will protect the 1 million 
residents of Nebraska with health insurance from their employer, along with anyone who signs up with a new insurance plan in 
Nebraska. 

o Health insurers offering new plans will have to develop an appeals process to make it easy for enrollees to dispute the denial of a 
medical claim. 

o Patients' choice of doctors will be protected by allowing plan members in new plans to pick any participating primary care 
provider, prohibiting insurers from requiring prior authorization before a woman sees an ob·gyn, and ensuring access to 
emergency care. 

• Extending coverage to young adults. Beginning on or after September 23, 2010, plans and issuers that offer coverage to children on 
their parents' policy must allow children to remain on their parents' policy until they turn 26, unless the adult child has another offer 
of job-based coverage in some cases. This provision will bring relief to roughly 5,830 individuals in Nebraska who could now have 

quality affordable coverage through their parents. 4 Some employers and the vast majority of insurers have agreed to cover adult 
children immediately_ 

• Affordable insurance for uninsured with pre'existing conditions. $22 .6 million federal dollars are available to Nebraska starting 
July 1 to provide coverage for uninsured residents with pre·existing medical conditions through a new transitional high-risk pool 
program, funded entirely by the Federal government. The program is a bridge to 2014 when Americans will have access to affordable 
coverage options in the new health insurance exchanges and insurance companies will be prohibited from denying coverage to 
Americans with pre·existing conditions. If states choose not to run the program, the Federal government will administer the program 
for those residents . 

• Strengthening community health centers. Beginning October I, 2010, increased funding for Community Health Centers will help 
nearly double the number of patients seen by the centers over the next five years. The funding could not only help the 26 Community 
Health Centers in Nebraska but also support the construction of new centers. 

• More doctors where people need them. Beginning October 1. 2010. the Act will provide funding for the National Health Service 
Corps ($1.5 billion over five years) for scholarships and loan repayments for doctors, nurses and other health care providers who work 
in areas with a shortage of health professionals . This will help the 5% of Nebraska's population who live in an underserved area. 

• New Medicaid options for states. For the first time, Nebraska has the option of Federal Medicaid funding for coverage for all low­
income populations, irrespective of age, disability, or family status. 

1 hluLLLww.J..."LiJl.9Q.YlQul>l news rQg..r.l11~ou rrLQ.~t.a..Le..JQLillt;{@.LQQ.~_~HL.1!Ql~~Q.Qf 

2 Office of the Actuary. Centers for Medicare and Medicaid Services. Number represents only non-LIS seniors. 

3 Kaiser Family Foundation. 2009 Employer Health Benefits Survey. 

4 U.S. Census Bureau, Current Population Survey. Annual Social and Economic Supplements, March 2009; and 45 CFR Parts 144. 146, and 
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Community Prevention 

• National Prevention, Health Promotion· 
and Public Health Council 

~ Advisory Group on Prevention, 
Health Promotion, and Integrative 
and Public Health 

• Community Preventive Services Task 
Force 



ClinicaJPrevention 

• Maternal and Chi ld Health Services 
• Grants to eligible entitr~sforearfy 

chUdhood home visitation programs 
• Grants to eligJble entities to carry out 

personal responsibility education 
programs to educate adolescents on: 

both abstinence and contraception for the 
prevention of pregnancy and sexually 
transmitted infections 
certain adulthood preparation subjects 

Clinical Prevention - Medicare 

• Annual Wellness Visit 
• Eliminates cost-sharing on 

preventive services 
• Expands alternative primary care 

workforce eligible for Medicare 
reimbursement 

• Enhances workforce in geriatrics 



Clfni.cal Prevention - Private Plans 

• Expands prevention services 
• Requires health plans to provide coverage for, 

and to not impose any cost sharing 
requirements for: 

(1) specified preventive items or services 
(2) recommended immunizations; and 

(3) ~\~O~~l~I~~~~~~iFc{ree~~ntive care and screenings for 

• Expands coverage 
• Requires a health plan that provides 

dependent coverage of children to make SLJch 
coverage available for an LJnmarried~ adult 
child until the child turns 26 years or age. 

Strategy and Planning 

Natlona.l. Prevention,· Health promotion and PubHc 
Health CQuncil . ' 
• Advisory Group On Prevention, Health 
Promotton,and .Inte~JrativeandPubliC Heal,th 

• ·.··.N.i:}tionalStrategy ·to. Improve· Health .Care . Qua,lffy . 
. ~ "'Jnteragen.cyvyorki"~ . Gro~ponHealth Ca,re·QualitY, 

• Center· for Medicare and Medicaid Inrlovation 
• National Health tar;e Workforce Commission 
• Patient-Centered Outcomes·Res.earch Institute 
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Vivianne M. Chaumont, Director 
Division of Medicaid & Long-Term Care 

Department of Health and Human Services 

LR 467 Testimony 
Health and Human Services Committee 

September 16, 2010 

Good afternoon Senator Gay and members of the LR 467 Select Committee. My name is 
Vivianne Chaumont (V-I-V-I-A..,N-N-E C-H-A-U-M-O-N-T), I am the Director of the 
Division of Medicaid and Long-Term Care for the Department of Health and Human 
Services. I am here to provide you a high level overview of the Affordable Care Act 
(ACA), which includes the Patient Protection and Affordable Care Act and the 
corresponding Reconciliation Act, and its impact on the Division of Medicaid & Long­
Term Care. 

As I am sure you are aware, the Department of Health and Human Services, in order to 
get a better idea of the fiscal impact of the changes required under the Affordable Care 
Act (ACA), contracted with Milliman, Inc., an actuarial firm, to provide a fiscal impact 
estimate of the costs of preparing for and implementing the ACA. The Milliman Report ' 
only examined the -fiscal impact of the ACA on the Medicaid program. A copy of the 
Milliman Report is included in your handouts. The changes required to Medicaid as a 
result of the ACA are numerous. I am going to address some of the larger changes with 
you in some level of specificity. Each of these changes involves some level of resource 
dedication from the Division of Medicaid & Long-Term Care to assess the change, 
develop a plan, and implement the required change. Most, if not all, of the changes also 
require some level of IT resource dedication for associated system changes. 

Likely, the most significant change to Medicaid is the addition of a new category of 
Medicaid eligible individuals. Under the ACA, on January 1, 2014, Medicaid eligibility 
is extended to childless adults. This group will be eligible for Medicaid up to 133% of 
the Federal Poverty Level (FPL) with a 5% income disregard. Therefore, eligibility will 
actually be at 138% of the FPL. Under the ACA, the federal government will fully fund 
the cost of services for individuals who are newly eligible for Medicaid through 201.6, at 
which time the percentage of Federal Financial Participation (FFP) decreases to 95% in 
2017, 94% in 2018, 93% in 2019, and 90% from 2020 onward. Beginning in 2016, 
States will have to pay the increased match necessary to cover this population under 
Medicaid. 

Due to the increased FFP for the new eligibility group, the Division will need to make 
system changes to identify those newly eligible clients in order to determine which 
clients are eligible for the higher FFP. The higher FFP amounts are only available for 
clients who are eligible as a result of the ACA expansions. The standard FFP will still 
apply for those individuals who would have been eligible for Medicaid under the 
standards in place prior to the ACA. Currently, that match is approximately 60% federal 
and 40% General Fund. This means that when making eligibility determinations, there 



will have to be two processes in place. One process that applies to the new eligibility 
category and one process that applies to the current categories of eligibility under the 
current guidelines. 

States are to provide coverage for this expansion group under a benchmark or benchmark 
equivalent plan. Nebraska Medicaid does not currently have a benchmark plan. A 
benchmark plan, as currently defined by federal requirements, is a benefit package that is 
based on (1) the standard Blue Cross Blue Shield preferred provider option under the 
Federal Employee Health Benefit Plan, (2) the HMO plan with the largest commercial, 
non-Medicaid enrollment in the State, (3) any generally available State employee plan, or 
(4) any plan that the Secretary of the federal Department of Health and Human Services 
determines is appropriate. The Division of Medicaid & Long-Term Care (MLTC) will 
have to undertake an assessment to determine what type of benchmark plan should be 
developed for this population. Development and implementation of a benchmark plan 
will result in significant costs to the Medicaid program. These costs include analysis of 
the options and potential popUlation as well as system and program costs. For example, 
the claims system will need to deal with two benefit packages rather than one. This will 
result in significant costs to the eligibility system and to Nebraska's already cumbersome 
MMIS system, the system that pays Medicaid claims. 

In addition to the costs of covering the services for this new expanded population, it is 
anticipated that there will be costs of covering the services of additional populations who 
become Medicaid eligible as a result of other changes in the ACA. You will hear this 
population commonly referred to as the woodwork population. This includes persons 
who are currently insured through the private market or who are uninsured but seek 
insurance coverage as a result of the mandates of the ACA. There is no enhanced federal 
funding for this population since they could otherwise have been eligible for Medicaid 
prior to the ACA but chose not to apply for the program 

In addition to mandating coverage of childless adults effective January 1, 2014, the ACA 
mandates Nebraska to add another new population effective January 1, 2014. States will 
be required to provide Medicaid eligibility to children who are in foster care on their 18th 

birthday until their 26th birthday. Clients who qualify for Medicaid through this 
eligibility group will receive all benefits under Medicaid, including benefits under 
EPSDT, the Early and Periodic Screening, Diagnosis and Treatment benefit. Currently, 
Nebraska provides this coverage for former foster care children to age 19. This new 
federal mandate results in an expansion of eligibles and has a fiscal and system impact. 
State Plan and regulatory changes will also be necessary. 

Under the ACA, in order to be eligible for the higher match for the childless adult 
popUlation, States are prohibited from changing the eligibility standards, methodologies, 
and procedures they had in place on the date of ACA enactment, March 23, 2010. .This 
requirement applies to adult populations until December 31, 2013 and to children in 
Medicaid and CHIP effective until September 30, 2019. This results in the inability of 
the State to implement changes to Medicaid coverage which would make eligibility 
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determinations more restrictive or eliminate certain groups from coverage, thereby 
limiting flexibility for budget purposes. 

Along with the necessary programmatic and system changes, there will also be increased 
administrative costs to the Department related to the new category of Medicaid eligibles 
and the anticipated increase in the Medicaid population resulting from the A CA and the 
effects of the ACA. More eligibles result in the need for more staff to process more 
claims, work with providers, and ensure compliance with different program requirements. 
Statutory changes will be necessary during the 2012 Legislative Session. Significant 
State Plan and regulatory changes will need to be made. All 0 f these changes will need to 
be in place by January 1, 2014. 

Another requirement of the ACA relates to the interplay between the Medicaid program 
and the insurance exchange that each state will be required to have in place. Because 
Medicaid will be one option of insurance available to persons, the exchange will need to 
be able to make Medicaid eligibility determinations and there will need to be an 
interchange of information between the Medicaid program and the insurance exchange in 
order to provide seamless enrollment for all programs. This issue represents major fiscal 
and systems impact for the Department, as the Department's eligibility and MMIS 
systems will need to be changed in order to interface with the Exchange. I am just 
beginning conversations and planning with Ann Frohman and her Department on the 
exchange issue. Many of these details would be examined under the auspices of the 
federal exchange planning grant that Nebraska is seeking. 

The increase in eligibles is probably the largest but certainly not the only significant 
change required by the ACA. Effective January 1, 2010, the rebate percentages for 
covered outpatient drugs provided to Medicaid clients increased. The minimum rebate 
percentage increased from 15.1 % to 23.1 % for brand name drugs and from 11 % to 13% 
for generic drugs. The impact of the increased rebate accrues 100% to the Federal 
government. It is anticipated that this increase in the rebate will result in a significant 
reduction in Nebraska's supplemental rebates, or a loss of roughly $74 million from 2011 
to 2020. 

The ACA requires Medicaid programs to pay physicians for certain primary care services 
at 100% of the Medicare fee schedule for services provided between January 1, 2013 and 
January 1, 2015. During that time period, the increased costs of that federally required 
rate increase will be paid with 100% federal funds. These changes will result in increased 
workload and system impacts to Medicaid and IT staff. The ACA provides that States 
will have the option of reducing payment for these codes on January 1, 2015. 

Nebraska Medicaid currently participates in making payments to hospitals under the 
Disproportionate Share Hospital (DSH) program. Under DSH, if hospitals exceed the 
statewide average threshold for uncompensated care, they are eligible to receive a DSH 
payment, which helps offset the cost of a portion of the uncompensated care provided. 
The ACA reduces DSH allotments to states as their uninsured rates decline. This 
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reduction begins in 2013. This will have a fiscal impact and will result in State Plan and 
regulatory changes. 

As you know, Nebraska operates a Medicaid expansion CHIP program. Under the ACA, 
States are required to maintain income eligibility levels for CHIP through September 30, 
2019. Nebraska's current income eligibility level for CHIP is 200% FPL. Beginning on 
October 1, 2015 and ending September 30, 2019, states will receive a 23 percentage point 
increase in the CHIP match rate, subject to a cap of 100 percent. Based on Nebraska's 
current federal match for CHIP, this would bring the Federal Financial Participation 
(FFP) to roughly 93% for that period of time. This will result in a savings. 

There are a number of other issues of particular significance that I would like to point out 
at this time. Many include requirements that impact the current, already taxed, MMIS 
system. 

The ACA requires States to implement the National Correct Coding Initiative (NCCI) for 
use in processing Medicaid claims by October 1, 2010. NCCI is a group of edits used in 
the claims processing system to detect fraud. These edits are currently used by Medicare 
in processing claims. This change has a major impact on our claims processing system. 
Guidance related to the NCCI requirements was provided by CMS on September 1, 2010, 
which gives States little time to implement the changes. 

States must provide coverage for freestanding birth center services. These providers are 
not currently enrolled in Medicaid and therefore, this will result in an expansion. This 
requires program and system changes. 

Medicaid must provide concurrent care for children who are eligible to receive hospice 
services. This allows children who are enrolled in either Medicaid or CHIP to receive 
hospice services without foregoing curative treatment related to a terminal illness. 

The Secretary will be creating regulations to ensure that States develop service systems 
designed to eliminate barriers to providing home and community-based services. This 
includes allocation of resources to maximize beneficiary independence, including the use 
of client-employed providers, supporting the beneficiary in designing an individualized, 
self-directed, community-supported life, and improving coordination among providers. 
The regulations issued by the Secretary will be reviewed for a determination 0 f impact at 
that time. Many questions that state Medicaid programs have remain unanswered 
because details must be promulgated as federal regulations by CMS. 

Beginning on January 1, 2012, States are responsible for the collection of adult health 
quality measures, similar to the CHIP pediatric quality measures. Effective September 
30, 2014, States will have to provide annual reporting to the Secretary of HHS related to 
adult health quality measures. Collection of the required quality health infonnation is 
limited by our current MMIS. This will result in policy changes and have a system 
impact. 
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The Secretary of HHS will be providing the States regulations that prohibit Medicaid 
payment for services related to health care-acquired conditions. The Secretary will 
develop a list of health care-acquired conditions for Medicaid. When this direction is 
made available to States, this change will have a program and system impact. 

Provider screening and other enrollment requirements under Medicaid, CHIP, and 
Medicare are being reviewed by the Secretary of HHS and the Office of the Inspector 
General to determine screening procedures for enrolling providers and suppliers in 
Medicaid, CHIP, and Medicare. The level 0 f screening will be determined according to 
the risk of fraud, waste and abuse for a category of providers or suppliers. Screening 
procedures must include a licensure check, and may include, at the Secretary's discretion, 
a criminal background check, fingerprinting, unscheduled and unannounced site visits, 
database checks, and other screening as deemed appropriate. To pay for the new 
screening measures, the Secretary is required to impose a fee of $500 for institutional 
providers. The new screening procedures will apply to those providers and suppliers 
revalidating their enrollment beginning September 19, 2010. It will apply to new 
providers and suppliers beginning March 23, 2011 and to current providers and suppliers 
March 23, 2012. Additional information is necessary prior to the implementation of this 
Section. 

Recovery Audit Contractor (RAC) program audits are being expanded to Medicaid 
effective Decelnber 31, 2010. States must contract with a RAC to identify and recoup 
underpayments and overpayments in Medicaid and Waiver programs. RACs are paid on 
a contingency basis. Additional information is required from CMS before Nebraska 
Medicaid can move forward in implementing this program. 

Providers who are terminated from participation under Medicare or another State plan 
must be terminated from participation under Medicaid. States must terminate individuals 
or entities from Medicaid participations if individuals or entities are terminated from 
Medicare or another State's Medicaid program. This is effective January 1, 2011. 

Medicaid must exclude individuals or entities from participation in Medicaid for a 
specified period of time if the entity or individual owns, controls, or manages, and entity 
that has failed to repay overpayments during the period as determined by the Secretary, is 
suspended, excluded or terminated from participation in any Medicaid program, or is 
affiliated with an individual or entity that has been suspended, excluded, or terminated 
from Medicaid participation. 

It is clear that Health . Reform results in sweeping changes to the Medicaid program in 
Nebraska and that it will take significant effort to assess, develop, and implement these 
changes. Thank you for the opportunity to provide you with this infom1ation. 
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Milliman 

August 16, 2010 

Ms. Vivianne Chaumont, Director 
Division of Medicaid & Long-Term Care 
Department of Health and Human Services 
State of Nebraska 
P.O. Box 95026 
Lincoln, NE 68509-5026 

Chase CenteriCircle 
111 Monument Circle 
Suite 601 
Indianapolis, IN 46204-5128 
USA 

Tel +1 317 639 1000 
Fax +1317 6391001 

milliman.com 

RE: PATIENT PROTECTION AND AFFORDABLE CARE ACT WITH HOUSE 
RECONCILIATION - FINANCIAL ANALYSIS 

Dear Vivianne: 

Milliman, Inc. (Milliman) has been retained by the Nebraska Department of Health and Human Services, 
Division of Medicaid and Long-Term Care (DHHS) to provide consulting services related to the fmancial 
review of the Patient Protection and Affordable Care Act as amended by the Health Care and Education 
Reconciliation Act (Affordable Care Act) as they relate to the provisions impacting the State's Medicaid 
program and budget. This correspondence documents the results of our analysis. 

SUMMARY OF RESULTS 

Milliman has developed two estimates of the enrollment and fiscal impact associated with the Medicaid 
expansion and other related provisions of the Patient Protection and Affordable Care Act as amended by 
the Health Care and Education Reconciliation Act. We have developed (1) a mid-range participation 
scenario adnd (2) a full participation scenario. We have prepared our fiscal analysis to reflect the state 
impact for state fiscal years 2011 through 2020. We have adjusted all data to reflect the three month 
offset between the federal fiscal year and the state fiscal year as appropriate. 

Enclosures 1 and 2 provide the fiscal impact -results of the Affordable Care Act under a mid-range 
participation scenario (Enclosure 1) and a full participation scenario (Enclosure 2). The total fiscal impact 
to the Nebraska Medicaid budget during the next 10 years would be estimated to be in the range of 
approximately $526.3 million to $765.9 million based upon the assumptions outlined in this document. 
Table 1 illustrates the anticipated expenditure impacts to the Nebraska Medicaid budget for the period of 
SFY 2011 through SFY 2020 under each scenario. 

T:\2010\NMDINMD02\Nebraska Medicaid PPACA Fiscal Irnpactdoc 
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Table 1 

Nebraska Department of Health and Human Services 
Division of Medicaid and Long-Term Care 

Patient Protection and Affordable Care Act 

Ms. Vivianne Chaumont 
August 16, 2010 

Page 2 

as Amended by the Health Care and Education Reconciliation Act 

State Budget Fiscal Impact - SFY 2011 through SFY 2020 
(Values Dlustrated in Millions) 

:. :: 

-.,. ~ 

Component -·,. : "', ' ~~ . :> ·;.i ' ;~ · :<~::'\ · ;' " 

AdultslParentslChildren Expansion to 138% FPL $465.1 $617.3 
Administration 82.4 106.8 
Pharmacy Rebate Loss for Nebraska 68.1 74.4 
Physician Fee Schedule Increase to Medicare Rates 0.0 56.8 
F oster Children Coverage to Age 26 15.1 15.1 
Medically Needy Expansion to 138% FPL 5.6 5.6 
DSH Reduction (18.8) (18.81 
CHIP Enrollment Shift and FMAP Increase (30.9) (30.9) 
State Disability Shift to Medicaid and Expansion to 138% FPL (60.5) (60.5) 
Total $526.3 $765.9 

. Note: Values have rounded 

Estimated Medicaid Enrollment Impact 

Table 2 illustrates the projected increase in Medicaid enrollment reflecting a 138% Federal PovertY Level 
(FPL) limit. The 138% FPL limit reflects the 133% FPL indicated in the Affordable Care Act with the 
5% income disregard allowance. The values in Table 2 were derived from the 2009 Current Population 
Survey (2009 CPS) data from the U.S. Census Bureau collected in 2009 (representing 2008 insurance and 
income data) as well as Medicaid enrollment data provided by DHHS. Children were defined as ages 0 
through 19. The Adult and Parent populations were defmed as ages 20 through 64. 

T:\2010\NMD\NMD02\Nebraska Medicaid PPACA Fiscal Impactdoc 
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Table 2 

Nebraska Department of Health and Human Services 
Division of Medicaid and Long-Term Care 

Patient Protection and Affordable Care Act 
as Amended by the Health Care and Education Reconciliation Act 

State Budget Enrollment Impact - 2009 CPS Census Data 

Uninsured Adults 0% -138% 36,779 
Newl Eli ·ble Parents 50% -138% 20,510 85% 
Woodwork Parents <50% 4,623 70% 
Woodwork Children <138% 23,119 80% 
Insured Switchers - Adults 0% -138% 23,916 50% 
Insured Switchers - Parents 0% -138% 21,429 75% 
Insured Switchers - Children 0% -138% 14,538 75% 

DIlliS 133% FPL 
State Disabili (I) 0% - 138% 154 Assum tion+ 5% 

DIlliS 133% FPL 
Medicall 43% -138% 229 Assum tion +5% 
Sub-total 145,297 

29,423 
17,433 
3,236 

18,496 
11,958 
16,071 
10,903 

154 

229 
107,903 

Notes: (1) State Disability currently covered with state funds to 100% FPL. Enrollment reflects shift to Medicaid and 
FPL expansion estimated as of 20 14. 

(2) Enrollment reflects FPL expansion estimated as of2014. 

The mid-range participation rates in Table 2 were reviewed for consistency with participation in the 
Medicare program which exceeds 95% and the Medicaid/CHIP programs for children which exceeds 
85%. Actual participation in the Medicaid program after the expansion may exceed the participation rates 
noted in these other programs, since there will be an individual mandate for health insurance coverage 
under federal health care refonn legislation. 

Percentage increase in Medicaid in relation to the total number of Nebraskans 

• Calendar Year 2008 Nebraska Census Estimate 1,783,000 
• Increase would be approximately 6.1 % to 8.2% more Nebraska residents on Medicaid 
• Increase from 11.6% to range of 17.7% -·19.8% - or nearly 1 in 5 Nebraskans 

The remainder of this letter discusses each of the Medicaid components of health care refonn as listed in 
Table 1. 

T:\2010\NMO\NMD02\Nebraska Medicaid PPACA Fiscal Impactdoc 
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a. AdultslParentslChildren Expansion to 138%) FPL 

Ms. Vivianne Chaumont 
August 16,2010 

Page 4 

The fiscal impact associated with the Adults, Parents, and Children expansion to 138% FPL includes both 
currently insured and uninsured individuals below the 138% FPL amount and children not currently 
covered under Medicaid, who are also below the 138% FPL limit. The 138% FPL limit reflects the 133% 
FPL indicated in the Affordable Care Act with the 5% income disregard allowance. The analysis 
presented in this report reflects full participation (full participation scenario) as well as an alternate 
participation assumption (mid-range participation scenario). The participation assumptions by population 
are presented in Table 2. The assumed average annual cost per enrollee by population as of State fiscal 
year 2009 is provided in Table 3. 

Table 3 

Nebraska Department of Health and Human Services 
Division of Medicaid and Long-Term Care 

Patient Protection and Affordable Care Act 
as Amended by the Health Care and Education Reconciliation Act 

Average Cost per Enrollee as of SFY 2009 

.. "" .~~:,. ." . :" . _~. '. 'PopUlatlQif\ : . ~:~.~ :':'::' .. >: ::Average 'ADllual:Co·s! ·' 
Uninsured Adults $5,467 
Newly Eligible Parents $4,881 
Woodwork Parents $4,881 
Woodwork Children $2,654 
Insured Switchers - Adults $5,900 
Insured Switchers - Parents $5,268 
Insured Switchers - Children $2,950 
State Disability (1) $78,107 
Medically Needy - Disabled (1) $85,390 
Medically Needy - Long-Term (1) $109,932 

Notes: (1) State Disability and Medically Needy costs provided by DHHS for FFY 2014. 

The cost estimates for the State Disability and Medically Needy populations were obtained from the 
health care refonn projection provided by DHHS. All other annual cost estimates were developed from 
SFY 2009 enrollment and expenditures provided in the Nebraska Medicaid Reform Annual Report dated 
December I, 2009 with appropriate adjustments. The values in Table 3 reflect the age/gender mix of each 
population based upon the 2009 CPS census data. For example, the insured switcher adult population 
does not have the same age distribution as the uninsured adult population which impacts expected average 
cost. Milliman additionally used internally available data from other Medicaid expansion analyses to 
develop the cost relationship between adults and parents. Milliman assumed a composite annual trend of 
3.0% to project the claim cost for the expansion population into future years. The 3.0% trend reflects the 
impact of enrollment growth as well as proj ected trend for utilization and intensity of services. 

T:\201O\NMO\NMD02\Nebraska Medicaid PPACA Fiscal Impactdoc 



Milliman Ms. Vivianne Chaumont 
'August 16,2010 

Page 5 

The Affordable Care Act reflects the following Federal Medical Assistance Percentages (FMAP) for the 
expansion populations. 

• 100% FMAP in CY 2014, 2015, and 2016 
• 95% FMAP in CY 2017 
• 94% FMAP in CY 2018 
• 93% FMAP in CY 2019 
• 90% FMAP in CY 2020+ 

Milliman assumed that the projected FFY 2012 FMAP rate of 57.64% for Medicaid and 70.35% for CHIP 
would continue through 2020 for non-expansion populations. 

b. Administration 

In addition to the expenditures associated with providing medical services, Nebraska will incur additional ' 
administrative expenditures. The expenditures for the initial modifications to the current administrative 
systems, as well as establishment of an Exchange, are estimated to be $25 million (State and Federal) or 
$12.5 million (State only). On-going costs for the coverage of the additional 108,000 to 145,000 Medicaid 
enrollees are estimated to be $21.5 to $29.0 million per year (State and Federal) or $10.8 to $14.5 million 
per year (State only). The on-going costs were developed assuming approximately $200 per recipient per 
year or approximately 3.75% of total expected medical expenditures. Based on my experience with 
Medicaid programs, the state Medicaid administrative costs range from 3.5% to 6.0% of the total medical 
costs. The administrative expenses would be anticipated to be incurred in calendar years 2012 and 2013 
for the initial administrative expenditures and in calendar year 2014 forward for the on-going 
expenditures. 

c. Pharmacy Rebate Loss for Nebraska 

The Affordable Care Act includes increased rebate percentages for covered outpatient drugs provided to 
Medicaid patients. The minimum rebate percentage is increased from 15.1 % to 23.1 % for most brand 
name drugs and from 11% to 13% for generic drugs effective January 1, 2010. However, the Affordable 
Care Act indicates that the impact will be accrued 100% to the Federal government. Milliman has 
modeled that this could reduce Nebraska's rebates by 20.7% to 22.6% or more beginning on 
January 1, 2010. The 20.7% assumption used for the mid-range participation scenario corresponds to a 
75%/25% distribution of brand-name/generic pharmacy expenditures. An 8% reduction for brand-name 
drugs and a 2% reduction for generic drugs equates to an average 6.5% reduction under the 75%/25% 
assumption. The 6.5% reduction is approximately 20.7% of the current 31.5% assumed rebate level. The 
22.6% assumption used for the full participation scenario corresponds to an 85%/15% distribution of 
brand-name/generic pharmacy expenditures. 

d. Physician Fee Schedule Increase to Medicare Rates 

According to an April 2009 report by the Urban Institute's Health Policy Center, the current Nebraska 
Medicaid fee schedule reimburses at approximat~ly 82% of the Medicare fee schedule for primary care 
services. The Affordable Care Act requires an increase in the Medicaid physician fee schedule for a 
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limited set of primary and preventive care services to 100% of the Medicare physician fee schedule. 
100% Federal funding is available for calendar years 2013 and 2014. No additional funding is available 
for other physician services. 

Full Participation Scenario -

The full participation scenario assumes that DHHS will increase the fee schedule for the required 
services for both primary care and specialty care providers and will continue the increased fee 
schedule after calendar year 2014 to assure continued access to physician care. In addition to 
increasing the expected cost of corresponding existing expenditures by approximately 22%, the 
analysis reflects an additional $120 per year for the dual eligible population since Medicare only 
pays 80% of the fee schedule for Part B services. 

Under the full participation scenario, the increased cost would be an estimated $27 million (State 
and Federal) per year for the current Medicaid program and expansion populations. During 
calendar years 2013 and 2014, the state would have to pay the standard state portion of the 
increase for specialty providers for the existing Medicaid population. Therefore, the state share in 
these two calendar years would be approximately $2.8 million (State only) per year. In 201S, the 
State only cost for the fee schedule expansion would grow to an estimated $9 million (State only). 

Mid-Range Participation Scenario -

The mid-range participation scenario assumes that DHHS will only increase the fee schedule for 
primary care providers, not specialty care providers. The mid -range participation scenario further 
assumes that the fee schedule increase will only continue through calendar year 2014 and will 
terminate when the Federal funding level decreases. The annual cost would be approximately 
$18 million and reflects 100% Federal funding for the calendar year 2013 and 2014 period. 

e. Foster Children Coverage to Age 26 

It is Milliman's understanding that Nebraska currently provides Medicaid eligibility coverage to Foster 
Children to age 19. The Mfordable Care Act includes mandatory coverage for Foster Children to age 26 
beginning on January 1,2014. Milliman has estimated the annual cost at $S.S million per year (State and 
Federal) or approximately $2.3 million per year (State only). 

f. Medically Needy Expansion to 1380/0 FPL 

The Medically Needy population is currently covered to 43% FPL. The population is limited to non-Dual 
eligibles under age 65. Effective January 1, 2014, the population will be covered to 138% FPL including 
the 5% income disregard allowance. Milliman has utilized the DHHS expenditure estimate for the 
Medically Needy population for fiscal year 2014 assuming expansion to 133% FPL under the Medicaid 
enhanced FMAP rate. Our projection adjusts the DHHS estimate by a factor of 1.0S to reflect expansion 
to the 138% FPL level. We have additionally adjusted the estimate provided by DHHS from a Federal 
fiscal year basis to a State fiscal year basis. Although these individuals would theoretically be included in 
the 2009 CPS data, the cost intensity needs to be additionally reflected. 
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Based upon the aggregate Disproportionate Share Hospital (DSH) payment reductions indicated in the 
Affordable Care Act, Milliman developed average Federal fiscal year DSH reduction percentages. 
Milliman adjusted the Federal fiscal year percentages to a State fiscal year basis. The baseline DSH 
expenditures of $44.0 million provided by DHHS were ultimately reduced to two-thirds of the National 
reduction percentage. The reduction was reduced to two-thirds of the National percentage to reflect that 
Nebraska is a low DSH state. 

Note: Nebraska percentage reduction was estimated at 2/3 of National percentage reduction since Nebraska is a low 
DSH state. 

h. CHIP Enrollment Shift and FMAP Increase 

Under the Affordable Care Act, the CHIP program is required to continue to 2019. However, the 
legislation provides an additional Federal matching rate of 23% beginning on October 1, 2015 and ending 
September 30, 2019. The additional 23% FMAP will increase the total FMAP for the CHIP program to 
approximately 93.35%. The enhanced FMAP will decrease expenditures for Nebraska and increase 
expenditures for the Federal share. 

The projection additionally reflects that approximately 30% of current CHIP program enrollees will shift 
to Medicaid eligibility effective January 1,2014. The 30% reflects CHIP enrollees <138% FPL. 

i. State Disability Shift to Medicaid and Expansion to 138% FPL 

Nebraska currently covers the State Disability population to 100% FPL with 100% state funds. 
Milliman has utilized the DHHS expenditure estimate for the State Disability population for Federal fiscal 
year 2014 assuming expansion to 133% FPL under the Medicaid enhanced FMAP rate. Our projection 
adjusts the DHHS estimate by a factor of 1.05 to reflect expansion to the 138% FPL level.. We have 
additionally adjusted the estimate provided by DHHS from a Federal fiscal year basis to a State fiscal . 
year basis. Although these individuals would theoretically be included in the 2009 CPS data, the cost 
intensity needs to be additionally reflected. 
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Milliman anticipates potential savings from the following populations even if the programs are not 
discontinued. However, savings estimates have not been included in the total impact projection for either 
the full participation scenario or mid-range participation scenario. 

Pregnant Women above 138% FPL 

The State of Nebraska currently provides eligibility for pregnant women up to 185% FPL. It would be 
anticipated that the majority of pregnant women between 138% FPL and 185% FPL will receive care 
through the insurance exchange. We have estimated that approximately 10% of the current expenditures 
for the pregnant women population will no longer be incurred by the Nebraska Medicaid program. We 
have estimated the annual savings to be approximately $3.4 million (State and Federal) per year or $1.4 
million (State only) per year beginning on January 1,2014. 

Breast and Cervical Cancer Program 

The State of Nebraska currently provides eligibility under the Breast and Cervical Cancer program. The 
total annual expenditures under the program are approximately $5.0 million (State and Federal) or 
$1.5 million (State only). It is not anticipated that this program will be required to be continued with the 
expansion requirements below 138% FPL and insurance reforms for individuals above 138% FPL. 
Therefore, we have estimated that this program could be tenninated beginning on January 1, 2014; 
although, some of these individuals will become eligible under the new Medicaid eligibility requirements. 

LIMITATIONS 

The infonnation contained in this correspondence, including any enclosures, has been prepared for the 
Nebraska Department of Health and Human Services, Division of Medicaid and Long-Tenn Care and 
their advisors. These results may not be distributed to any other party without the prior consent of 
Milliman. To the extent that the infonnation contained in this correspondence is provided to any 
approved third parties, the correspondence should be distributed in its entirety. Any user of the data must 
possess a certain level of expertise in actuarial science and health care modeling that will allow 
appropriate use of the data presented. 

Milliman makes no representations or warranties regarding the contents of this correspondence to third 
parties. Likewise, third parties are instructed that they are to place no reliance upon this correspondence 
prepared for DImS by Milliman that would result in the creation of any duty or liability under any theory 
of law by Milliman or its employees to third parties. 
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Milliman has relied upon certain data and information provided by DHHS as well as enrollment and 
expenditure data obtained from the Medicaid Statistical Information System (MSIS) State Summary 
Datamart and the Nebraska Medicaid Reform Annual Report dated December 1, 2009 as retrieved from 
the DHHS website. The values presented in this correspondence are dependent upon this reliance. To the 
extent that the data was not complete or was inaccurate, the values presented will need to be reviewed for 
consistency and revised to meet any revised data. The data and information included in the report has 
been developed to assist in the analysis of the fmancial impact of Nebraska Medicaid Assistance 
expenditures. The data and information presented may not be appropriate for any other purpose. It 
should be emphasized that the results presented in this correspondence are a projection of future costs 
based on a set of assumptions. Results will differ if actual experience is different from the assumptions 
contained in this letter. 

-----9 •••• t----

If you have any questions or comments regarding the enclosed information, please do not hesitate to 
contact me at (317) 524-3512. 

Sincerely, 

/)/ ~. '·9.·ifl· .. ~. · " ~r· / 10 {Jrisl;~~~ lJh/ 
Robert M. Damler, FSA, MAAA 
Principal and Consulting Actuary 

RMDllrb 
Enclosures 
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NEBRASKA DEPARTMENf OF HEALTIIAND HUMAN SERVICES 811612010 
Division of Medicaid and Long-Term Care 4:54PM 

Health Care Reform ProJection - Mid-Range Participation Scenario 
(Values in Millions) 

SFY 2011. 
EXPENDITURES ~ ~ ~ ~ ~ ~ ~ ml!U! ~ ~ SFY2020 

Current Programs 

Medicaid 
Total (State and Federal) $1,745.1 $1,792.5 SI,841.2 SI,891.3 SI,942.7 SI,995.5 S2,049.7 S2,105.4 S2,162.6 S2,221.4 SI9,747.6 
Federal Funds SI,029.1 SI,036.8 SI,061.3 SI,090.1 $1,119.8 SI,150.2 SI,181.5 SI,213.6 SI,246.5 SI,2S0.4 Sl1,409.3 
State Funds $716.0 S755.7 $780.0 S801.2 S822.9 $845.3 $868.3 SS91.9 $916.1 S941.0 SS,33S.3 

CHIP 
Total (State and Federal) S63.2 S65.1 S67.0 S69.0 S71.1 S73.3 S75.4 S77.7 SSO.O SS2.4 S724.4 
Federal Funds S45.0 $45.9 $47.2 $48.6 $50.0 SSI.5 $53.1 $54.7 $56.3 $58.0 S510.3 
State Funds SIS.1 S19.2 $19.9 $20.5 S21.1 $21.7 $22.4 S23.0 S23.7 S24.4 S214.1 

State Disability 
Total (State and Federal) SS.1 S8.4 $8.6 S8.9 S9.2 $9.4 S9.7 S10.0 S10.3 S10.6 $93.3 
Federal Funds SO.O SO.O $0.0 SO.O $0.0 $0.0 SO.O SO.O SO.O SO.O SO.O 
State Funds $8.1 S8.4 S8.6 $S.9 S9.2 S9.4 S9.7 S10.0 S10.3 S10.6 S93.3 

All Programs 
Total (State and Federal) $1,816.4 SI,S66.0 SI,916.9 $1,969.2 $2,023.0 S2,07S.2 S2,134.9 S2,193.2 $2,253.0 S2,314.4 S20,565.3 
Federal Funds SI,074.1 SI,OS2.7 SI,108.5 SI,13S.7 $1,169.S $1,201.7 SI,234.6 $1,26S.2 $1,302.9 SI,338.4 $11,919.6 
State Funds $742.3 S783.3 $808.5 S830.5 S853.2 $S76.5 $900.4 $924.9 S950.1 S976.0 SS,645.7 
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NEBRASKA DEPARTMENT OFHEALTII AND HUMAN SERVICES 811612010 
Division of Medicaid and Long-Term Care 4:54PM 

Health Car!, Reform Projection - Mid-Range Participation Scenario 
(Values in Millions) 

SFY 2011 

EXPENDITURES m1!ill ~ ~ ~ ~ ~ ~ ~ m.lli2 SFY 2020 SFY 2020 

Health Care Reform 

AdultslParents/Children - Expansion to 1380/0 FPL 
Total (State and Federal) - Newly Eligible 5142.6 5293.7 $302.5 $311.6 $320.9 $330.5 $340.5 52,042.2 
Total (State and Federal) - Woodwork $37.6 577.5 579.8 582.2 584.7 587.2 589.8 5538.7 
Total (State and Federal) Insured Switchers 5108.6 5223.8 5230.5 5237.4 5244.5 5251.8 5259.4 51,556.0 

Federal Funds 5265.0 5545.8 5562.2 5566.4 5567.6 5579.3 5585.6 $3,671.8 
State Funds 523.8 549.1 550.6 564.8 582.4 590.3 5104.1 5465.1 

Administrative Expenses 
Total (State and Federal) 56.3 512.5 517.0 521.5 521.5 521.5 521.5 521.5 521.5 5164.8 
Federal Funds 53.1 56.3 58.5 510.8 510.8 510.8 510.8 510.8 510.8 582.4 
State Funds $3.1 56.3 58.5 510.8 510.8 510.8 510.8 510.8 510.8 582.4 

Pharmacy Rebate Loss for Nebraska 
Total (State and Federal) 50.0 50.0 50.0 50.0 50.0 $0.0 50.0 50.0 50.0 50.0 50.0 
Federal Funds (SS.O) (SS.5) (SS.8) ($6.2) ($6.5) (56.9) (57.4) ($7.8) ($8.3) ($8.8) (568.1) 
State Funds 55.0 55.5 55.8 56.2 56.5 56.9 57.4 57.8 58.3 $8.8 568.1 

Physician Fee Schedule Increase to Medicare Rates 
Total (State and Federal) 57.2 518.3 59.4 50.0 50.0 50.0 50.0 50.0 $34.9 
Federal Funds 57.2 518.3 59.4 $0.0 50.0 50.0 50.0 50.0 $34.9 
State Funds 50.0 50.0 50.0 50.0 50.0 50.0 50.0 50.0 50.0 

Foster Children Coverage to Age 26 
Total (State and Federal) 52.8 55.5 55.5 55.5 55.5 55.5 55.5 $35.8 
Federal Funds 51.6 $3.2 $3.2 $3.2 $3.2 $3.2 $3.2 520.6 
State Funds 51.2 52.3 52.3 52.3 52.3 $2.3 52.3 515.1 

Medically Needy Expansion to 138% FPL 
Total (State and Federal) 510.6 521.8 522.5 523.2 523.9 524.6 525.3 5151.9 
Federal Funds 510.6 521.8 522.5 522.6 522.6 523.0 523.2 5146.2 
state Funds 50.0 50.0 50.0 50.6 51.3 51.6 52.2 55.6 

DSH Reduction 
Total (State and Federal) (51.0) (51.5) (51.6) ($3.9) (510.9) (514.1) (511.4) (544.3) 
Federal Funds ($0.6) (S0.9) (50.9) (52.2) (56.3) ($8.1) (56.6) (525.5) 
State Funds ($0.4) (50.6) ($0.7) (51.7) (54.6) (56.0) (54.8) (518.8) 
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NEBRASKA DEPARTMENT OF HEALTII AND HUMAN SERVICES 8/16/2010 
Division of Medicaid and Long-Term Care 4:54PM 

, Health Care Reform Projection - Mid-Range Participation Scenario 
(Values in Millions) 

SFY 2011-
EXPENDITURES ~ ~ ~ ~ ~ mJ.Q!§. ~ ml!!.!! ml2!2 ~ SFY2020 

CHIP Enrollment Shift and FMAP Increase 
Total (State and Federal) SO.O SO.O SO.O SO. 0 SO.O SO. 0 SO.O SO.O 
Federal Funds ($1.3) ($2.7) S6.1 S9.3 S9.5 S9.8 SO.2 $30.9 
State Funds SI.3 S2.7 (S6.1) (S9.3) (S9.5) (S9.8) ($0.2) ($30.9) 

State Disability Shift to Medicaid and Expansion to 138% FPL 
Total (State and Federal) SI.6 $3.4 $3.5 S3.6 $3.7 $3.8 $3.9 $23.6 
Federal Funds S6.1 S12.6 S12.9 $13.0 S13.0 S13.2 $13.3 $84.0 
State Funds ($4.4) ($9.2) (S9.4) ($9.4) ($9.3) ($9.4) (S9.4) (S60.5) 

All Programs - After Expansion 
Total (State and Federal) $1,816.4 SI,872.2 SI,936.6 $2,307.3 $2,678.0 S2,742.4 $2,815.9 $2,886.9 $2,963.9 $3,049.0 S25,068.7 
Federal Funds SI,069.1 SI,080.3 51,116.1 SI,440.7 SI,763.2 SI,811.5 SI,850.1 $1,880.8 SI,925.7 $1,959.2 SI5,896.7 
State Funds 5747.3 S791.9 S820.5 S866.6 S914.8 5930.9 S965.8 SI,006.1 SI,038.2 $1,089.8 $9,172.0 

All Programs - Fiscal Impact 
Total (State and Federal) $0.0 $6.3 $19.7 $338.1 $655.0 S664.2 $681.0 $693.8 $710.9 $734.5 $4,503.4 
Federal Funds ($5.0) ($2.3) S7.6 $302.0 S593.4 S609.8 $615.5 $612.6 $622.8 $620.8 $3,977.1 
State Funds $5.0 S8.6 $12.1 S36.1 $61.6 $54.4 565.5 $81.2 S88.0 $113.7 $526.3 

Optional Changes to Current Programs 

Pregnant Women (133% ~ 185%) 
Total (State and Federal) ($1.6) ($3.3) ($3.4) (S3.5) ($3.6) ($3.7) ($3.8) (S22.8) 

Federal Funds ($0.9) ($1.9) ($2.0) ($2.0) ($2.1) ($2.1) ($2.2) (SI3.2) 

State Funds ($0.7) ($1.4) ($1.4) ($1.5) ($1.5) ($1.6) ($1.6) ($9.7) 

Breast & Cervical Cancer 
Total (State and Federal) ($2.4) ($5.0) (S5.2) ($5.3) ($5.5) ($5.6) ($5.8) ($34.8) 

Federal Funds ($1.7) ($3.5) ($3.6) ($3.7) ($3.8) ($3.9) ($4.0) ($24.4) 

State Funds ($0.7) ($1.5) (SI.5) (51.6) (SI.6) (SI.7) ($1.7) ($10.3) 
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NEBRASKA DEPARTMENT OF HEALTII AND HUMAN SERVICES 811612010 
Division of Medicaid and Long~ Term Care 4:55PM 

Health Care Reform Projection - Full Participation Scenario 
(Values in Millions) 

SFY 2011 ~ 
EXPENDITURES ~ ~ SFY 2013 SFY 2014 ~ m:1!ll§. ~ ~ ml!ll2 m.lli!! SFY 2020 

Current Programs 

Medicaid 
Total (State and Federal) $1,745.1 $1,792.5 $1,841.2 $1,891.3 $1,942.7 $1,995.5 $2,049.7 $2,105.4 $2,162.6 $2,221.4 $19,747.6 
Federal Funds $1,029.1 $1,036.8 $1,061.3 $1,090.1 $1,119.8 $1,150.2 $1,181.5 $1,213.6 Sl,246.5 $1,280.4 $11,409.3 
State Funds $716.0 S755.7 S780.0 $801.2 S822.9 $845.3 $868.3 $891.9 $916.1 $941.0 $8,338.3 

CHIP 
Total (State and Federal) $63.2 $65.1 $67.0 $69.0 $71.1 $73.3 $75.4 $77.7 $80.0 $82.4 $724.4 
Federal Funds $45.0 $45.9 $47.2 S48.6 S50.0 $51.5 $53.1 $54.7 $56.3 $58.0 $510.3 
State Funds $18.1 $19.2 $19.9 $20.5 $21.1 $21.7 S22.4 $23.0 S23.7 $24.4 S214.1 

State Disability 
Total (State and Federal) $8.1 $8.4 $8.6 $8.9 $9.2 $9.4 $9.7 $10.0 $10.3 $10.6 S93.3 
Federal Funds SO.O $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 . SO.O $0.0 SO.O 
State Funds $8.1 $8.4 $8.6 $8.9 $9.2 $9.4 $9.7 $10.0 $10.3 S10.6 $93.3 

All Programs 
Total (State and Federal) $1,816.4 $1,866.0 $1,916.9 $1,969.2 $2,023.0 $2,078.2 $2,134.9 $2,193.2 $2,253.0 $2,314.4 $20,565.3 
Federal Funds $1,074.1 $1,082.7 $1,108.5 $1,138.7 $1,169.8 $1,201.7 51,234.6 $1,268.2 $1,302.9 $1,338.4 $11,919.6 
State Funds $742.3 $783.3 $808.5 $830.5 $853.2 $876.5 $900.4 $924.9 S950.1 $976.0 $8,645.7 
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NEBRASKA DEPARTMENf OF HEALTH AND HUMAN SERVICES 811612010 
Division ofMedleald and Long-Term care 4:55PM 

Health ,Care Reform Projection - Full Participation Scenario 
(Values in Millions) 

SFY 2011-

EXPENDITURES ~ §EY.l!ll ~ SFY 2014 ~ ~ ml!ll1 ~ ~ ~ ~ 
Health Care Refonn 

AdultslParents/Children - Expansion to 1380/0 FPL 
Total (State and Federal) - Newly Eligible $174.6 $359.6 $370.4 $381.5 $393.0 S404.8 S416.9 S2,500.8 
Total (State and Federal) - Woodwork $48.6 $100.2 $103.2 S106.3 $109.5 $112.8 S116.2 S696.8 
Total (State and Federal) w Insured Smtchers SI72.1 $354.5 $365.1 $376.1 $387.4 S399.0 $411.0 S2,465.2 

Federal Funds $364.2 S750.2 $772.7 S778.3 $779.9 $795.9 $804.4 $5,045.5 
State Funds $31.1 S64.1 S66.1 S85.6 $109.9 $120.7 S139.7 $617.3 

Administrative Expenses 
Total (State and Federal) $6.3 $12.5 $20.8 $29.0 S29.0 S29.0 S29.0 $29.0 $29.0 S213.5 
Federal Funds $3.1 S6.3 S10.4 S14.5 S14.5 S14.5 $14.5 S14.5 S14.5 S106.8 
State Funds $3.1 S6.3 S10.4 $14.5 $14.5 $14.5 $14.5 $14.5 $14.5 $106.8 

Pharmacy Rebate Loss for Nebraska 
Total (State and Federal) SO.O $0.0 $0.0 SO.O $0.0 $0.0 SO.O $0.0 $0.0 SO.O SO.O 
Federal Funds ($5.5) ($6.0) ($6.4) ($6.7) ($7.1) ($7.6) ($8.0) ($8.5) ($9.0) (S9.6) (S74.4) 
State Funds S5.5 $6.0 S6.4 S6.7 $7.1 $7.6 $8.0 $8.5 S9.0 S9.6 S74.4 

Physician Fee Schedule Increase to Medicare Rates 
Total (State and Federal) $10.1 S27.3 S28.1 $28.9 $29.7 $30.5 $31.3 $32.2 S218.0 
Federal Funds $8.9 $24.5 $22.7 $20.3 $20.6 $20.9 $21.4 S21.8 $161.3 
State Funds SI.2 $2.8 SS.4 S8.6 $9.0 S9.5 S9.9 $10.4 $56.8 

Foster Children Coverage to Age 26 
Total (State and Federal) S2.8 SS.5 $5.5 $5.5 $5.5 $5.5 S5.5 $35.8 
Federal Funds $1.6 $3.2 $3.2 $3.2 $3.2 $3.2 $3.2 $20.6 
State Funds $1.2 $2.3 $2.3 S2.3 $2.3 S2.3 $2.3 S15.1 

Medically Needy Expansion to 138% FPL 
Total (State' and Federal) S10.6 $21.8 $22.5 S23.2 $23.9 S24.6 S25:3 $151.9 
Federal Funds S10.6 S21.8 S22.5 $22.6 $22.6 $23.0 S23.2 $146.2 
State Funds $0.0 $0.0 SO.O $0.6 S1.3 SI.6 $2.2 S5.6 

DSH Reduction 
Total (State and Federal) ($1.0) ($1.5) ($1.6) ($3.9) ($10.9) ($14.1) ($11.4) ($44.3) 
Federal Funds ($0.6) ($0.9) ($0.9) (S2.2) (S6.3) (S8.1) (S6.6) (S25.5) 
State Funds ($0.4) (SO.6) ($0.7) ($1.7) (S4.6) (S6.0) (S4.8) (SI8.8) 

Milliman. Inc. Page 2 



NEBRASKA DEPARTMENT OF HEALTH AND HUMAN SERVICES 8116/2010 
Division of Medicaid and Long-Term Care 4:55PM 

Health Care Reform Projection - Full Participation Scenario 
(Values in Millions) 

SFY 2011-
EXPENDITURES ~ ~ ~ SFY 2014 SFY 2015 ~ ~ ~ .m:lill ~ ~ 

CHIP Enrollment Shift and FMAP Increase 
Total (State and Federal) 50.0 50.0 $0.0 $0.0 $0.0 $0.0 50.0 $0.0 
Federal Funds ($1.3) ($2.7) $6.1 $9.3 $9.5 $9.8 $0.2 $30.9 
State Funds 51.3 $2.7 (56.1) (59.3) (59.5) (59.8) (50.2) ($30.9) 

State Disability Shift to Medicaid and Expansion to 1380/0 FPL 
Total (State and Federal) 51.6 $3.4 53.5 53.6 $3.7 53.8 $3.9 $23.6 
Federal Funds $6.1 512.6 $12.9 513.0 513.0 513.2 513.3 584.0 
State Funds ($4.4) ($9.2) ($9.4) ($9.4) ($9.3) ($9.4) ($9.4) ($60.5) 

All Programs - After Expansion 
Total (State and Federal) $1,816.4 51,872.2 $1,939.5 $2,426.7 52,923.6 $3,004.8 $3,085.9 $3,164.7 53,249.7 $3,343.0 526,826.5 
Federal Funds 51,068.6 51,079.8 51,117.2 $1,547.4 $1,984.1 $2,045.4 $2,085.7 $2,117.1 $2,166.7 $2,202.8 517.414.9 
State Funds 5747.8 5792.4 5822.3 $879.2 5939.6 $959.3 51,000.1 51,047.6 51,083.0 51,140.3 $9,411.6 

All Programs - Fiscal Impact 
Total (State and Federal) 50.0 $6.3 522.6 5457.4 $900.7 $926.6 5951.0 5971.5 5996.7 51,028.6 $6,261.2 
Federal Funds ($5.5) ($2.8) 58.8 5408.7 5814.3 5843.7 5851.2 5848.8 5863.8 $864.4 $5,495.3 
State Funds $5.5 $9.1 $13.8 548.7 $86.4 582.9 $99.8 5122.7 5132.8 5164.2 5765.9 

Optional Changes to Current Programs 

Pregnant Women (133% - 1850/0) 
Total (State and Federal) ($1.6) ($3.3) (53.4) ($3.5) ($3.6) ($3.7) ($3.8) ($22.8) 
Federal Funds ($0.9) ($1.9) ($2.0) ($2.0) ($2.1) ($2.1) ($2.2) ($13.2) 
State Funds ($0.7) ($1.4) (51.4) ($1.5) ($1.5) ($1.6) ($1.6) ($9.7) 

Breast & Cervical Cancer 
Total (State and Federal) ($2.4) ($5.0) (55.2) (55.3) ($5.5) ($5.6) (55.8) ($34.8) 
Federal Funds (51.7) ($3.5) ($3.6) ($3.7) ($3.8) ($3.9) (54.0) (524.4) 
State Funds ($0.7) ($1.5) ($1.5) (51.6) (51.6) ($1.7) (51.7) ($10.3) 
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Department of Insurance Testimony 

Good morning. My name is Ann Frohman, spelled A-N-N F-R-O-H-M-A-N. I am the director 
of insurance, here today to discuss some of the issues we see regarding the implementation of the 
federal affordable care act, which we refer to as "PPACA". First, I'd like to thank you for 
introducing the interim study resolution so we can have a chance to discuss this outside of the 
context of specific legislation. Hopefully this will allow us to better get a handle on all of the 
challenges posed by this federal legislation. 

PP ACA has already and will in the future create substantial workload for the Department 
of Insurance. At more than 2000 pages of statutory language, plus the hundreds of pages of 
regulations interpreting PP ACA, simply getting a handle on all of the provisions is a challenge. 
Fortunately, Department staff has been able to rearrange their workloads to meet these newly 
enacted federal demands. My staff and I meet on a regular basis to implement the Federal law 
and to work on issues as they develop. 

At an extremely high level, as it relates to health insurance, PPACA restructures the way 
health care is financed in this country by requiring all persons to buy insurance. This mandate 
takes effect in 2014. After that date insurers will no longer be able to decide who they will and 
will not provide coverage to, they will not be able to base rates on the basis of health status, or 
limit the amount of coverage they will provide. The law goes on to prescribe the details, 
exceptions, additions, and interim provisions, some of which must be implemented after 
September 23,2010. 

One of our current challenges is that the federal government has significant rulemaking to 
do to implement PP ACA. Several issues posed by PP ACA will not be able to be resolved until 
those federal rules are adopted. For example, federal rulemaking has not even started in the area 
of what an "essential health benefit" is that all plans must eventually have within them. 
Additionally, the Federal Government will examine the NAIC's proposal on the Medical Loss 
Ratio (MLR). This is a key component of the Federal Law that nlandates that a company spend 
a certain percentage of premium collected on the medical costs. This sounds easy enough but it 
is a complicated formula that has taken the NAIC some time to develop. This poses an obvious 
challenge both to the Department as it seeks to implement federal requirements and to insurers as 
they seek to do business in this new environment. 

In this same environment, the federal government has been issuing a number of grant 
opportunities. These grant applications have had very short turnaround time. Generally federal 
HHS issues a press release announcing the grant to the public and simultaneously to the entities 
that are expected to apply for the grant and we have a little more than a month to develop a 
description of an entirely new program or system. Under these conditions, we have requested 
funding for two grants. We will review further grant funding opportunities as they arise, 
avoiding those that require ongoing state funding when the grant expires. 

The first $1 million federal grant was awarded in August. It allows us to improve our 
current health insurance rate review and approval processes. Because the grants will expire after 
two years, our grant request was designed to allow us to improve existing processes with 
actuarial recommendation on how to improve rate reviews, as well as improve training and 
computer software that we will benefit from on an ongoing basis. The second grant, applied for 
the first of this month, is a "plan to plan grant" that Nebraska can use to determine whether or 
not it should create a health insurance exchange, an issue I'll return to later. 



Moving from process related matters to specific issues; I'd like to discuss an early 
decision point, the decision of whether or not to operate a state High Risk Pool or leave it to the 
federal government. As an interim first step, the federal government allocated $5 billion 
nationally, in total, to fund a High Risk Pool for people who had not had coverage in the 
previous six months of eligibility. If you had coverage in the prior six months you were 
ineligible. On conference calls, the federal government would not commit to further funding, 
asserting instead in the face of their own actuarial concerns, that the funding was adequate and, if 
it was not, steps such as placing enrollment caps or other measures would need to be 
implemented by the Secretary of Health and Human Services. Nebraska was given the choice to 
run this new pool as a state entity or allow the federal government to do so. As this committee is 
aware, Nebraska currently operates the CHIP pool in response to another federal mandate. It is 
worth noting that under federal law our current CHIP policyholders are ineligible for coverage 
under this new heavily subsidized federal pool because they had taken upon themselves the 
responsibility for obtaining coverage, no matter how expensive. With that in mind, and 
questionable funding adequacy, Nebraska opted to vest the requirement to create the new pool to 
the federal government. 

The Department understands that the federal government has created the alternative pool, 
using the federal employee health plan as a platform. While there have been the foreseeable 
problems in getting this new enterprise up and running, it is up and running. 

An early mandate in PP ACA to the federal Health and Human Services Secretary was to 
create a web portal allowing Nebraskans to compare pricing information from all admitted health 
insurers. The Nebraska Department submitted a considerable amount of information to the 
federal website, but we were not asked to verify information that federal HHS had received from 
other parties. Rather, the Federal Government accepted not our submission but the submission 
of all comers into the web portal. It has come to our attention that information in other states has 
reflected information on health finance entities that are less than legitimate. In other words, in 
some states the web portal provides information on entities that are likely fraudulent. 

Over the course of the summer, the Department has given a great deal of time and 
attention to the issue of the medical loss ratio that insurers must maintain on their health 

. insurance plans or pay a penalty. Under PPACA, 85% of premium of large groups must be spent 
on claims and expenses allowed by federal HHS ru]emaking. PP ACA gave the NAIC the 
opportunity make the initial recommendation to the Secretary of HHS, and so this issue has 
generated a great deal of inquiry at the Department. 

For plans taking effect September 23rd 2010, six months after passage of PPACA, a series 
of new federal requirements come into effect for so called non-grandfathered plans, which is 
most of the insurance market. A so called ""grandfathered" plan is simply one that has not made 
enough changes to its provisions that would PP ACA application to it. It is expected that very 
few plans, less than five to ten percent will be eligible to grandfather under PP ACA. The nun1ber 
of these grandfathered plans will sharply decline over time. As regards these September 23rd 

changes, of particular note to insurance consumers, are limits on rescissions, requirements for 
external review, prohibition on cost-sharing for preventive services, no lifetime limits, 
restrictions on annual limits, no pre-existing conditions exclusions for minors, requiring 
dependent coverage for persons under 26. These new conditions are to be reflected in policy 
contract language, so we will be able to enforce them as a market compliance matter. 

Perhaps the biggest challenge Nebraska faces is the question of Exchanges. Effective in 
2014, PPACA creates these Exchanges as a place for buyers and sellers of health insurance 

c 



products to come together a "Travelocity" sort of \veb based tool for buying and selling coverage 
for individuals and small groups. States may opt to operate the Exchange themselves, enter 
arrangements with nonprofit third party entities, create regional Exchanges, or leave the entire 
project to the federal government. These Exchanges are required to be self supporting, after a 
start up period in which they will be funded with federal grants. Once operational, people 
interested in purchasing individual or small group health insurance plans will be able to access 
the Exchange online and select from a number of products offered that meet federal standards 
and complete the purchase at that point. The Exchanges will also be the place for persons to 
obtain Medicaid coverage and determine if new subsidies are available. Think of it as a web 
based system that uses income verification to trigger where you are sent for health benefits. 

While a fairly straightforward thing to explain, creation of these Exchanges will involve a 
lot of research. To that end, the State has applied for a grant that will allow the State to 
determine whether to create an Exchange, and if so on what basis. Should Nebraska receive the 
grant, NDOI will be working with Nebraska government's Chief Information Officer and the 
Nebraska Department of Health and Human Services to convene stakeholders, as required under 
the grant, to formulate a recommendation or recommendations for Governor Heineman on a 
proposed course of action and, if appropriate, beginning the business operational planning for 
such an entity. Several other issues regarding governance of the Exchange, the status of policies, 
if any, outside of the Exchange and the costs of the technology involved in creating the 
Exchange will also be examined under the grant if Nebraska receives it. 

PP ACA gives rise to many, many issues. I have focused today on the issues that we have 
been working on this summer, and the issues that will be confronting the State in the short term. 
Other issues, such as required changes to the Medicare supplement policies take place further in 
time and will be great sources for new briefings in the future. But rather than take you further 
into details, I will wrap up for now and answer any questions that you might have. 
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Dr. Filipi also serves on the Douglas County Board of Health and consults with physician 
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L~ading the Way 
in the Midwest 

> Tradition of civic commitment to social well-being 

'> Long-standing state health policy engagement and 
experimentation, with resulting collective expertise 

> Stable, thoughtful, and respected public health and private 
sector leadership, with stakeholder involvement 

> Nebraska ahead of the curve on many key health indicators 

> A state grounded in Midwestern values and sensibilities 

AARP 13 

Nebraska Facts 

> FMAP in Nebraska is 68.76% (2010) 

> L TSS Medicaid Spending - 18% for older people and adults 
with physical disabilities on HeSS vs. 82% for institutional 

> 12.6% uninsured (2008) 

> Medicaid spending growth 2004-2007: 1.7% 

> Medicaid as Percent of State Budget: 18.7% 

> Medicaid provider payments as percentage of Medicare: 1.01 

AARP 14 
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An Evolving Lan 
Favorable Policy Eleme 

~~.'1~ 
T~x; cr~qitsJor ·$m~}lbp~'iJ.~$se$ ' 
Make it harder for insurers to drop coverage 
when individual has major health problems 

. ~~~~~W~~C:\;f;erpr~\!enliQ<)9are~jth 
Rebate forsenio(sin the Medicare'doughr:ll~t 
hole 

, 'qh!!Br~6~:~n: 'p~F~ht~~" pi~d u~tilj~9' 
No coverage denials forchirdren 

_.terrtpg£~~~~i~l{fl~~RqqN .. , ';. ~ .~'.:: 
Banonlifelimespending limits 

. ~:~~~;:~i&f~~~t~~g1r~'?· 
SOURCE: Kaiser Family Foundation, 4/9-14/10 
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Medicaid Expansions 
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> Kaiser/Urban Institute Study - 110,820 Nebraskans will 
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> Majority of cost will be picked up by feds ($2.7 Billion); state 
will have to make much smaller contribution ($155 Million) 

> Nebraska's actions to implement the law will affect the ultin1ate 
reach of the program. 
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Driving Efficienci 
and Value Thro,ugh . 
Medicaid 
Improvements 

> Medicaid expansions for adults by 2014 will reduce uninsured 

> Barriers to receiving prompt necessary medical care will be reduced 

> State administrative systems will be challenged 
> Simplify eligibility rules & processes to conform to federal law 

> Simplify enrollment to achieve efficiencies 

> Design effective outreach 

> Harmonize Medicaid, CHIP, HIP -- "no wrong door" 

> Assess IT infrastructure within state policy guidelines and Exchange 
requirements 

> Investments can foster delivery system improvements and individual 
behavior change 

AARP 17 

Medicaid Link to a Pro­
Consumer Exchange 

> Consider Medicaid policy development within context of larger health 
policy objectives for Exchange: benefit design. negotiated prices. 
consumer service, quality. etc. 

> Must assure seamless transition between Medicaid and Exchange 
• Assess eligibility processes, technical capabilities, IT infrastructure 

• Streamline and harmonize approaches 

• Make specific plans for addressing service risks of outdated 
systems 

> Overarching leadership across divisions can maximize effective 
program design and minimize risk and costs 

AARP 18 
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Usefulness 

Integration Connection across Medicaid, plans, and Provides consistency & stability in coverage 
subsidies is cumbersome/confusing as individuals' circumstances change 
IT system and business processes Links seamlessly to Medicaid and subsidies 
antiquated IT platform enables communication 
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Too small to drive significant value Large enough to enable quality 
improvements in market onichieve .cost improvements & ellt costs 
savings Large enough to assure risk pool stability & 

economies of scale 

Note: Chart builds on Delivering the Promise, by CALPIRG Education Fund. June 2010 

Using Medicaid to 
Transform Health Care 
Delivery 

> Health Homes - States taking up option get 90% FMAP for two years 
(1/1/2011 ) 

> Incentives for Healthy Lifestyles 
> Bundled Payments - demonstration to reward quality care 
> Health Care Workforce - training, residencies, 

physician payment 

Considerations: 
> Keep eyes open for funding opportunities 
> Use leadership positions to foster delivery 

system improvements 

AARP 110 
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HCBS Provisions under 
ACA 

> The Affordable Care Act offers two Medicaid initiatives that 
offer financial incentives to states to improve access to HCBS. 

> Balancing Incentives Payment Program 

> . Community First Choice 

AARP I 12 
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State Balancin 
Incentives Payment 
Program (BIPP) 

5 percentage point 
increase in the 
federal medical ./ 

assistance // 
percentage (FMAP) // 

---------------------------~/ 

2 percentage point 
FMAP increase 

NE current Medicaid LTC $$s to HCBS is 18% VS. 82% for institutional (2007) 
Enhanced FMAP avaHable for non-institutional Long-term Services and Supports 
Expenditures between 10/1/2011 and 9/30/2015 

AARP 113 

BIPP 
Recommendations 

> Work to lay groundwork for BI PP 

> Structural changes including conflict free case 
management and statewide SPE 

> SPE: Nebraska established ADRC in September 2009 -
not statewide 

AARP 1 14 
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Medicaid Communi'ty 
Choice Option (CFC) 

> New state plan option to provide HeBS attendant services & 
supports 

> May require institutional level of care (unclear) 

> May provide coverage for certain transition costs 
> Must offer statewide; no limits on ## of participants; assistance with 

ADLs, IADLs, health-related tasks, etc. 

> Financial eligibility requirements for participation 

> Incentive: 6% enhanced FMAP (no end date) 

> Begins effective Oct. 1, 2011 

AARP 1 15 

Medicaid Community Fi 
Choice Option (CFC) 

> States must: 

> Make services available regardless of age, disability, form 
of services/supports required 

> Provide services in "most integrated setting ... " 

> Maintenance of effort (only 1 year) 

> Establish a Development and Implementation Council 

> Assist federal govt. in evaluating program by collecting and 
reporting data 

> Must have quality assurance and appeals system 

AARP 116 

8 



Emerging Policy 
Challenges to State 
Implementation 

> The economy as it affects federal and state policymaking and 
priorities 

> Public anxiety about level of mandatory and discretionary 
federal spending 

> State budget shortfalls and program sustainability 

> Health and insurance expertise leaving state service 

> Aging IT infrastructure 

> Caution about the impact of lawsuits and nullification 

> Uncertain leadership and wi" 

AARP 117 

Qs & As 
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The New Health Care Law: 
Key Improvements to Health Insurance" Practices 

The health care law passed by Congress includes stronger consumer protections against a number of 

discriminatory insurance practices. No longer can your insurance company drop your health 

coverage when you become sick. Nor can it place lifetime dollar limits on coverage you may need. 

Many of these protections will take effect this year. Others will be phased in over the next several 

years. 

The new law: 

• Stops insurance companies from dropping coverage: Prohibits health insurance companies 

from dropping your health coverage if you become sick. (Effective September 2010.) 

• Bans lifetime limits on coverage: Prohibits health plans from placing lin1its on how much they 

will pay for medical benefits over your lifetime. (Effective September 2010.) 

• Bans annual limits on coverage: Prohibits health plans from placing arbitrary limits on how 

much they will pay for your medical benefits during each calendar year. (Effective 2014.) 

• Adds free preventive care under new private health insurance plans: Requires new private 

health insurance plans to cover more preventive services free of charge. (Effective September 

2010.) 

• Extends coverage for young adults: Allows parents to keep their young adult children 
covered under their health insurance until they reach age 26. (Effective September 2010.) 

• Ends denial of coverage based on pre-existing conditions: Stops health plans from denying 
coverage to children with pre-existing conditions. (Effective September 2010.) In 2014, this 

protection will be extended to everyone. 

Check www.aarp.org/getthefacts frequently for the latest information. 
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The New Health Care Law Timeline: 
When Changes Come About 
Congress enacted a new health care law which brings a number of benefits for all 
Americans, including people over 50. Some of these changes you will see this year. Other~ 
phase in over the next several years. 

2010 
• Those who reach the Medicare Part D coverage gap or "doughnut hole" receive a $250 

rebate to help pay for prescription drugs. 

• Employers providing retiree health insurance get funding to encourage continued 

coverage to early retirees. 

• Temporary insurance, also known as "high risk pools," begins covering people who have 

a pre-existing condition and have been without insurance for the last 6 months. 

• Young adults up to age 26 can remain on their family's health insurance plan. 

• Individuals with new employer-based or individual insurance plans do not have to pay a 

deductible and other out of pocket costs for certain preventive care services. 

• Insurance companies can't drop your coverage if you become sick. 

• Insurance companies can't place lifetime limits on health coverage. They are also 

restricted from using arbitrary annual limits on your health coverage. 



2011 

• Those who reach the Medicare doughnut hole receive a 50 percent discount on brand­
name prescription drugs. 

• Medicare benefits expand to include free coverage for wellness and preventive care. 

• It becomes easier to file complaints about the quality of care in a nursing home. Better 
access to information on nursing home quality and resident rights is available. 

• Workers start participating in a voluntary national insurance program to help pay for 
future long-term care services and supports. 

2014 

• Exchanges begin offering health insurance coverage with comprehensive benefits. 

• Premium subsidies are available for those with limited incomes who purchase health 
insurance through an exchange. 

• Children, parents, and childless adults who do not have Medicare and who have a 
limited income are able to apply for Medicaid. 

• Insurance companies are banned from putting annual limits on health coverage. 

• Insurance companies can't deny anyone health coverage because of a pre-existing 
condition. 

• Spouses of people on Medicaid who receive care services at home get the same 
protections for income and other resources as spouses of those on Medicaid who live in 

nursing homes. 

2020 

• Medicare Part D coverage gap or "doughnut hole" is completely closed. 

Check www.aarp.org/getthefacts frequently for the latest information. 
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The New Health Care Law: 

Insurance Coverage for Young Adults 
The new health care law allows you to keep your 
young adult children on your health insurance 
policy until they are age 26. In the past, young 
adults frequently were forced off their parents' 
policies once they reached 18 or 21, or graduated 
from college. Now they can stay on your policy or 
be added to your family policy even if they have 

left home or are no longer a student. 

• If you currently include your children on your 

health insurance, you can keep them on your 

family policy until they reach age 26. This 

means you can make sure they have health 

insurance even if they no longer live with you, 

are married, or are no longer in school. You 

do not have to claim them as a dependent on 

your tax return. You will not be able to 

include their spouse or their children on your 

policy. 

• Although this new provision does not become 

a requirement until September, more than 65 

insurance companies have agreed voluntarily 

to continue to insure new college graduates 

and other young adults who would otherwise 

lose their coverage this year. 

• If you do not now include your adult 

children on your health insurance and you 

want to, you will be able to add them'to your 

policy by September 23, 2010 if your insurer 

provides dependent coverage. Your 

insurance company will be sending you a 

written notice about this special enrollment 

opportunity. You will have 30 days to add 

any adult children younger than age 26. 

Your insurance company will not be able to 

charge you more to insure your young adult 

than they charge for younger children nor 

will they be able to provide them fewer 

benefits. 

• Insurance companies and employer-based 

plans are not required to offer dependent 

coverage. If you are in a group plan that does 

not provide family coverage, you will not be 

able to include your young adult children. 

Also if they have access to employer-based 

coverage on their own, you will not be able 

to add them to your plan. 

Check www.aarp.org/getthefacts frequently for the 

latest information. 
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The New Health Care Law: 
What it Means for People Ages 50-64 

If you are 50-64, the new health care law may 
benefit you in several ways. It makes it easier to 
get coverage, helps make coverage more 

affordable and helps you pay for long term-care. 
The law also aids small business owners and 
supports early retirees. By knowing what's in the 
law you can take advantage of these changes. Some 

of these changes start this year. Others will phase 
in over the next several years. 

Makes it easier to obtain health insurance: 

• The new law creates health insurance exchanges 
for those who can't get coverage through their 
job. Exchanges will be set up in every state to 
provide "one stop shopping" so it will be easier 
to compare plans and prices. If you are eligible 
for insurance through an exchange and do not 
purchase it, you will be subject to a penalty. 
Exchanges start offering insurance in 2014. 

• All health plans in the exchanges must cover a 

range of benefits. These include medical, mental 

health, prescription drugs, and rehabilitative 

services. You will be able to pick among four 

levels of coverage to fit your needs. 

• If you have been uninsured for six months and 

have a pre-existing condition, you may be able 

to get coverage. This coverage - also kn"own as 

"high risk pools" - should be available in your 

state in the next few months. It will continue 

until the exchanges start in 2014. 

Helps make coverage more affordable: 

• Starting in 2010 for new plans, you will not 

have to pay some of the costs for preventive 

care. This includes services such as 

mammograms, immunizations, and screenings 

for cancer and diabetes. 

• The Medicaid program will cover more people. 

In 2014 Medicaid will expand to children, 

parents, and childless adults who do not have 

Medicare and who have a limited income. (The 

income limit as of 2010 is about $14,400 for a 

single person and $20,000 for a couple.). 

• Starting 2014, you may be able to get tax 

credits to help pay your premiums for insurance 

purchased through an exchange. You will 

qualify if you earn less than $58,280 for a 

couple or $43,320 for an individual. 



• Starting in 2010, some small businesses can get 

tax credits to help buy health insurance. This 

applies to businesses with fewer than 25 

employees whose average wage is below 
$50,000. 

Expands insurance coverage for children and 
young adults: 

• Beginning this year, your adult son or daughter 

may be able to be included on your insurance 

policy until he or she turns 26. 

• By July 2010, insurers must cover children under 

age 19 who have pre-existing conditions. 

Helps protect health benefits for early retirees: 

• If you are between 55 and 64 and have retiree 

health coverage through your work, you have 

added protection. Starting in 2010, new federal 

funds will encourage your employer to continue 

offering health benefits until you become eligible 

for Medicare. 

Makes key improvements in insurance practices: 

• As of 20 10, insurance companies can't drop your 

health coverage if you becon1e sick. Your health 

insurance is guaranteed, as long as you pay your 

premIums. 

• Insurance companies can no longer place lifetime 

or restrictive annual limits on your health 

coverage. This change will ensure that your 

benefits won't run out when you need them the 

most. The ban on lifetime limits begins in 2010, 

while the ban on annual limits begins in 2014. 

• Starting in 2014, you cannot be denied health 

insurance because of a pre-existing condition. 

Helps pay for long-tern1 care: 

• A new voluntary long-term care insurance 

program will be available to you if you are 

working. This program will help you pay for 

some of your future long-term care services. It 
will give you a cash benefit if you have a 

qualifying disability and have paid into the 

program for at least five years. If your 

en1ployer participates in the program, you will 

automatically be enrolled unless you choose to 

opt out. You will also be able to buy this 

insurance if your employer doesn't participate or 

if you are self-employed. This program could 

start as early as 2011. 

Check www.aarp.org/getthefacts frequently 

for the latest inforn1ation. 
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The New Health re 
What it Means for 

If you are age 65 or over, or under 65 but on 
Medicare, the new health care law may benefit you 
in several ways. The new law lowers prescription 
drug costs, strengthens Medicare, and improves 
long-term care services. By knowing what's in the 
law you can take advantage of these changes. Some 
of these benefits start this year. Others will phase 
in over the next several years. 

Lowers out-of-pocket prescription drug costs: 

• If you have Medicare Part D prescription drug 

coverage and reach the coverage gap ("doughnut 

hole") this year, you will automatically receive a 

$250 rebate to help pay drug costs. You will not 

need to request or apply for the payment. 

• N ext year, if you reach the doughnut hole, you 

will receive discounts on your prescription drugs. 

You'll get a 500/0 discount on brand name drugs 

and a 70/0 discount on generics while you are in 

the coverage gap. 

• The Part D coverage gap will gradually narrow 

until it disappears in 2020. 

a II 
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Strengthens Medicare: 

• The law expands coverage for preventive care. 

• 

If you have Medicare, you will qualify for a 

new annual wellness visit, mammograms, and 

other screenings for cancer and diabetes-at no 

charge. These new benefi ts start in 20 II. 

Medicare Advantage plans that give better 

quality care will receive additional bonus 

payments. Plans are required to use some of this 

bonus money to offer you added health benefits. 

• New rules will stop Medicare Advantage plans 

from charging people more than Original 

Medicare for certain services. These services 

include chemotherapy administration, renal 

dialysis, and skilled nursing care. These 

changes start in 2011. 

• Beginning in 2014, Medicare Advantage plans 

must limit how much they spend each year on 

administrative costs. This means plans will 

have to spend more money on benefits and 

services that improve the quality of care. 



Reduces waste, fraud and abuse: 

• The law cracks down on waste, fraud and abuse in 

Medicare and the health care system as a whole. It 

cuts inefficient care and reduces overpayments to 
. . 
Insurance companIes. 

• To guard against fraud, the law also protects the 

privacy of your personal information. 

Improves long-term care services and information: 

• Starting in 2011, Consumers will have more 

information about nursing home inspections, 

complaints against facilities, and consumer 

rights. This information will help you make 

decisions when selecting a nursing home. 

• Your state may receive more funds to expand 

home and community-based services. For 

example, under the Community First Choice 

Option, participating states would get more 

federal dollars to provide certain home and 

community-based services to certain people with 

disabilities who live at home but need an 

institutional level of care. These changes begin in 

2011. 

• A new voluntary long-term care insurance 

program - called CLASS - will be available to 

you if you are working. This program will help 

you pay for some of your future long-term care 

services. It will give you a cash benefit if you 

have a qualifying disability and have paid into 

the program for at least five years. If your 

employer participates in the program, you will 

automatically be enrolled unless you choose to 

opt out. You will also be able to buy this 

insurance if your employer doesn't participate or 

if you are self-employed. This program is 

scheduled to start as early as 2011. 

• Starting in 2014, the law extends financial 

protections to more spouses of people on 

Medicaid. If you're married to son1eone on 

Medicaid who gets long-term care services at 

home, you will have the same protections for 

your income and other resources as you would if 

your spouse lived in a nursing home. 

Check www.aarp.org/getthefacts frequently for the 
latest infonnation. 

019315 (0511 0) 



The New Health Care Law: 
What it Means for People with Moderate or 
Low Incomes 
The new health care law helps people with 
moderate or low incomes by making many more 
people eligible for Medicaid and by making 
private insurance more available and affordable. 

Expands Medicaid 

Medicaid is the joint state and federal government 

program that pays the health care costs for people 

with very limited incomes. Before the new health 

care law, only certain very specific groups of 

people who had low incomes and very few 

resources were eligible for Medicaid. Childless 

adults in most states, including millions of 

uninsured 50-64 year old Americans, were not 

eligible no matter how low their incomes. 

• By 2014 many more people will be eligible 

for Medicaid. If you are under the age of 65, 

not eligible for Medicare and earn less than 

about $15,000, you may be eligible to have 

Medicaid pay most of your heal th care costs. 

Couples earning less than about $20,000 

will also be eligible. This new group 

includes children, pregnant women, parents, 

and adults without dependent children. 

States can start offering Medicaid coverage 

to this group beginning this year, but most 

states are likely to take until 2014 to fully 

implement this change. 

• You will need to show how much income 

you receive, but you will not have to prove 

how much you have in resources. States 

will also have to make it easier for you to 

apply for Medicaid and cut back on how 

much paper work you will need to prove 

that you are eligible. 

Helps People with Moderate Incomes 

The new health care law also provides help for 

people with moderate incomes. Starting in 2014, 

purchasing pools - or exchanges - will be set up 

in states to offer insurance coverage for those with 

moderate incomes who are self employed, work 

for businesses that don't offer health insurance to 

their employees, and others who have not been 

able to buy insurance. 

Exchanges create one-stop-shopping so it will be 

easier for you to compare private plans and prices 

for health insurance. Also buying your insurance 

through an exchange instead of on your own will 

give you the advantage of group rates, which tend 

to be much lower. 



• Once an exchange 'is set up in your state, all 

health insurance plans in the exchanges must 

offer a set of basic comprehensive benefits. 

Those benefits include medical, mental 

health, prescription drugs, and rehabilitation 

services. Standardizing benefit levels will 

make it easier for you to compare benefits 

and costs. Plans cannot refuse to sell you a 

policy because of your health status and 

must comply with many new consumer 

protections. 

• People eligible to shop in the exchanges will 
be able to pick among several levels of 

coverage. This will allow you to find a plan 

that fits your needs. 

• Depending on your income you may receive 

subsidies or tax credits to reduce the cost of 

huying insurance through an exchange. This 

help will be based on a sliding scale, if your 

income is below a certain income level. For 

example, individuals with incon1es between 

about $14,400 and $43,300 and families of 

four with incomes between about $29,300 

and $88,200 would be eligible. The exact 

income ranges and amount of the help will 

be announced as the exchange details are 

worked out. 

• What policies will cost is not yet known, but 

there will be annual limits on how much you 

have to spend on deductibles and co­

payments for insurance purchased through 

an exchange. For example, a family of four 

now earning $60,000 could spend no more 

than $11,900 out-of-pocket (excluding 

premiums) for health care in a year. 

Help for This Year 

People who have been uninsured for the past six 

months and have a pre-existing condition will be 

able to get temporary insurance starting in mid­

summer through high risk pools. These high-risk 

pools will be set up either by your state or by the 

federal government. This coverage will be 

available until the exchanges start in 2014. Then, 

all insurance plans will be required to cover pre­

existing conditions. 

• Watch for announcements from your state 

government about how to apply for this 

Insurance coverage. 

Check www.aarp.org/getthefacts 
frequently for the latest information. 
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The New Health Care Law: Temporary Coverage 
for Uninsured People with Pre-existing Conditions 

An important provision in the new health 
care law provides five billion dollars in 
funding to offer temporary health 
insurance to many who cannot get health 
insurance through other means. 

This federal high-risk pool, officially known 
as the Pre-existing Condition Insurance Plan 
(PCIP), is a first step to help people with pre­
existing health conditions get the insurance 
coverage they need. This temporary program 
will operate until January 1, 2014, when 
individuals will be able to buy health 
insurance through state-based exchanges. 

States can operate their own high-risk pool or 
have the federal government carry out the 
program. Twenty-one states have asked the 
federal government to run their high-risk 
pools. The remaining states have chosen to 
operate their own plans. 

Who is eligible? 

To be eligible for the federal Pre-existing 
Condition Insurance Plan or the high-risk 
pool in your state, you must have been 
uninsured for six months, have a pre-existing 
condition, and be a United States citizen or 
national, or be lawfully present in the United 
States. Individuals will be accepted on a 
first-come, first-served basis. 

What benefits are covered? 

The federal Pre-existing Condition Insurance 
Plan and state high-risk pools cover a range 
of benefits, including primary and specialty 
care, hospital care and prescription drugs. 
All of these health plans are required to 
cover pre-existing medical conditions. 



What is the cost? 

Premiums are determined by a number of 
factors, such as your age and the state where 
you live. Yearly out-of-pocket costs will be 
limited to $5,950 for individuals, not 
including the premiums you have to pay. 

When can you apply for this type of health 
insurance? 

The federal Pre-existing Condition Insurance 
Plan began accepting applications on July 1, 
2010. States operating their own high-risk 
pools also aim to begin coverage soon, but 
some may start later. The high-risk pool 
coverage will stop on January 1, 2014 when 
individuals will be able to buy insurance 
through state-based exchanges. 

You can find more information on the federal 
Pre-existing Condition Insurance Plan or the 
high-risk pool in your state, and get an 
application for this temporary insurance 
coverage at www .healthcare.gov. 

Check www.aarp.org/getthefacts frequently 
for the latest information. 
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The New Health Care Law: Improvements 
to Preventive and Wellness Benefits 

The new health care law includes new 

prevention and wellness provisions that 

could help keep you healthy, catch health 
problems early, and save individuals and 
families hundreds of dollars a year. Under 

the new law insurers must offer proven 

preventive services - like immunizations, 
cancer screenings and checkups - to you at 

no additional out-of-pocket charge. 

For People with Insurance: 

The health care law requires all new health 

plans to cover important preventive and 

wellness benefits with no deductibles and co­

payments. Examples include services such as 

immunizations and screenings for cancer or 

diabetes. This requirement applies to new 

individual and group insurance plans and is 

eflective this year. 

For People with Medicare: 

Starting in 2011, Medicare will pay for an 

annual wellness visit and a personalized 

prevention plan. 

The personalized prevention plan may 

include the following: 

• An assessment of your health risks 

• Your updated medical history 

• A list of your current health care 

providers 

• A list of your current prescription 

medications 

• Your height, weight, and blood 

pressure measurements 

• A screening schedule for appropriate 

preventive services for you to follow 

over the next five to ten years 

• A list of your health risk factors along 

with treatment options 



Medicare will also continue to cover a Welcome 

to Medicare physical exam for people who are 

new to the Medicare program. The Welcome to 

Medicare exam is free, with no deductibles and 

co-payments. Those who are new to Medicare 

cannot get both the Welcome to Medicare exanl 

and the annual wellness visit during their first 12 

months of emollnlent. The Welcome to Medicare 

exam is available during the first 12 months of 

enrollment into the Medicare program. The 

annual wellness visit takes place each year after 

that. 

For those with a Medicare Advantage plan, nlost 

of these plans offer Medicare-covered preventive 

services with no deductibles and co-payments. 

The new health care law does not require 

Medicare Advantage plans to offer preventive 

servicecs free of charge. If you have a Medicare 

Advantage plan you should check with your plan 

to confirm what the deductibles and co-payments 

are for preventi ve services, if any. 

Check www .aarp.org/getthefacts 
frequently for the latest information. 
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The New Health Care Law: 

What It Means for Employees of Small Businesses 

If you work for a small business that does 
not offer employee health insurance, the 
new health care law could help you get the 
coverage you need for yourself and your 
family. 

Greater access to insurance 

Starting in 2014, individuals will be able to 

buy health ~surance though state-based 
purchasing pools, c~lled exchanges. These 
exchanges will make it easier to compare 
plans and prices to find the health care 

coverage that fits your needs. 

• All health insurance plans in the 
exchanges must offer a standard set of 
benefits. These include medical, mental 
health, prescription drug, and 
rehabilitation services. You will be able 
to choose from several levels of 
coverage. 

• Health insurance plans cannot refuse to 
sell you a policy because of your 
current health condition and must 

comply with many new consumer 
protections. 

• You may be able to get help paying 
for the insurance you get through an 
exchange. This help will be given to 
people on a sliding scale, if your 
income is below a certain level. 
Currently, for example, that would 
include those individuals with 
incomes of about $14,400 to $43,300, 
or $29,300 to $88,200 for a family of 
four. The exact income ranges and 
amount of the help will be announced 
as the exchange details become 
available in each state. 

If you are eligible for insurance through an 

exchange and do not buy it, you will be 
subject to a penalty. For an individual the 

penalty starts at $95, or up to 1 % of your 
income, whichever is greater. It increases to 
$695 or 2.5% of income by 2016. The 

n1aximum penalty for a family that chooses 



., 
to not have health insurance is $2,085. Some 
people will be exempt from the insurance 
requirement - and will not have to pay a 
penalty - because of financial hardship or 
other reasons. The penalties start in 2014 and 
will be enforced when you file your annual 
inconle tax return. 

New employee benefit option 

Starting in 2011, small businesses with up to 
100 employees can offer "simple cafeteria" 
plans. These plans will allow you to save part 
of your salary in an account that you can use 
later to pay for medical expenses. This will 
save you money because you will not have to 
pay taxes on the money you contribute to this 
account. Check with your employer to see if 
this benefit will be available to you. 

Check www.aarp.org/getthefacts frequently 
for the latest information. 
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T·he New Health Care Law: 

What It Means for Small Business Owners 

If you're a small business owner and do not 
offer health insurance to your employees, 
you will have more choices under the new 
health care law. Some small businesses may 
also qualify for tax credits to offset part of 
the cost of insurance. 

More insurance options for small 
businesses 

Starting in 2014, businesses with up to 100 
workers may be able to buy health insurance 
for their employees through state-based 
purchasing pools, called exchanges. 

• The exchanges will offer a range of 
health plans. Plans available through 
the exchanges must include standard 
benefits including medical, mental 
health, prescription drug, and 
rehabilitation services. 

• Some states will offer insurance plans 
tailored to meet the needs of small 
businesses. These exchange plans will 

be called the Small Business Health 
Options Program (SHOP). 

If you have a business with fewer than 50 
employees, you will not face any penalties if 
you do not offer health insurance. Starting in 
2014, businesses with more than 50 
employees n1ay have to pay an annual 
penalty if they do not offer health insurance. 

Small business tax credits to help pay for 
health insurance 

If you operate a small business, you may be 
able to get tax credits to offset part of the 
cost of offering health insurance to your 
employees. An estimated 2.8 to 4 million 
small businesses will be eligible for the 
credits. 

To be eligible for the tax credit, your 
business must have 25 or fewer employees 
with average annual wages under $50,000. 
Your business must also pay for at least 50% , 



of the cost of health care coverage for your 
employees. 

The tax credits are retroactive to January 1, 
2010. The amount of the tax credit depends on 
how many employees you have and their 
average wage. 

• The full credit is available to businesses 
with 10 or fewer employees and 
average annual wages up to $25,000. 
The full credit will help pay for 35% of 
your premium expenses. In 2014, the 
value of the credit will increase to 50% 
of premiums. 

• Tax credits are also available to firms 
with 10-25 employees and average 
annual wages between $25,000 and 

~ $50,000. The amount of the credit will 
be based on the number of employees 
and their wages. 

• Small nonprofit organizations are also 
eligible for the tax credit, but the 
amount of the credit is limited to 25% 
of health insurance premiums. The 
credit will increase to 35% of premiums 
in 2014. 

To learn more about guidelines for the small 
business tax credit, visit www.irs.gov . You 
can find a Healthcare Tax Credit Calculator at 
www .SmallBusinessMaj ority .org. 

Other benefits for small business 

Starting in 2011, small businesses with up to 
100 enlployees can offer "simple cafeteria" 

plans. These plans will allow employees to 
save part of their paycheck in an account that 
they can use to pay for medical expenses. 
This will save your employees money 
because they do not have to pay taxes on the 
money they contribute to this account. 

The new health care law also creates grants 
to help small businesses provide workplace 
wellness programs. Starting in 2011, a total 
of $200 million in grants will be available 
over a five-year period. 

To apply for a grant, a business must have 
fewer than 100 employees. Only new 
wellness programs-those started after 
March 23, 2010, the date the health care law 
was enacted-are eligible. 

The grants will be administered by the u.S. 
Department of Health and Human Services 
(HHS) and must meet HHS criteria. Under 
the grant guidelines, a wellness program 
should offer a range of activities to help 
employees stay healthy, such as preventive 
screenings, promotion of healthy lifestyles, 
and help in changing unhealthy behaviors. 

Check www.aarp.org/getthefacts frequently 
for the latest information. 
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The New Health Care Law: 
What it Means for Family Caregivers 

If you are a family caregiver, the new health 
care law nlay benefit you and the person you 
care for in several ways. The law nlakes it 
easier to get health coverage, helps make it 
more affordable, improves insurance 
practices, and expands access to long-term 
care services and information. 

Some of these changes start this year. Others will 
phase in over the next several years. By knowing 
what's in the law n1any of these changes can help 
you with your own care and as a family caregiver 
for your relative or friend. 

Makes it easier to get health insurance 

• If you or the person you care for have been 
uninsured for six months and have a pre­
existing condition, you may be able to get 
temporary health insurance coverage. This 
coverage - called the Pre-existing Condition 
Insurance Plan (PCIP) - is a first step to help 
people with pre-existing health conditions get 
the coverage they need. Applications for this 
temporary insurance progranl started on July 
1,2010 and will continue until January 1, 
2014. Beginning in 2014, health insurance 
will then be available through a new health 
insurance exchange in your state. You '11 find 
nlore information about how to apply for 
PCIP at www.healthcare.gov. 

• The new law creates health insurance 
exchanges for people who don't have 
coverage through their job. Exchanges will 
provide "one stop shopping" so it will be 
easier for you to compare plans and prices 
for yourself and the person you care for. 
Anyone who is eligible for insurance 
through an exchange but does not purchase 
it will be subject to a penalty. Health 
insurance exchanges will start offering 
insurance in 2014. 

• All plans offered through the health 
insurance exchanges must include medical 
and mental health care benefits, prescription 
drugs, and rehabilitation services. You will 
be able to pick among four levels of 
coverage to fit your needs or the needs of 
the person you care for. 

Helps make health coverage more 
affordable 

• Starting in 2010, if you have a new health 
insurance plan you will not have to pay 
some of the costs for preventive care. This 
may include services such as mammograms, 
immunizations, and screenings for diabetes 
and many cancers. 



• The Medicaid program will help more people 
have health insurance. In 2014 Medicaid will 
expand to children, parents, and adults 
without children who do not have Medicare 
and who have a limited income. Currently, to 
qualify for Medicaid you must have an 
income under about $14,400 if you are single 
or under $20,000 for a couple. 

• Starting 2014, you may be able to get tax 
credits to help pay for health insurance 
purchased through a health insurance 
exchange. You will qualify if you earn less 
than $58,280 for a couple or $43,320 as an 
individual. 

Improves insurance practices 

• As of 201 0, insurance companies can't drop 
your health coverage if you beconle sick. 
Your health insurance is guaranteed as long 
as you pay your premIums. 

• Insurance companies can no longer place 
lifetime or restrictive annual limits on your 
health coverage. This change will ensure that 
your benefits won't run out when you need 
them the most. The ban on lifetime limits 
begins in 2010, while the ban on annual 
limits begins in 2014. 

• Starting in 2014, you or the person you care 
for cannot be denied health insurance because 
of a pre-existing condition. 

Expands access to long-term care 
services and information 

• Starting in 2011, you can get more 
information about nursing home inspections, 

complaints against facilities, and resident 
rights. This information will help you make 
decisions if you need to select a nursing 
honle for the person you care for. 

• States can receive more money to expand 
home and community-based services. For 
example, under the Community First Choice 
Option, states choosing to participate will 
get more federal dollars to provide certain 
home- and community-based services to 
people with disabilities who live at home but 
need long-term services and supports. These 
changes also begin in 2011. 

• If you are working, you can get long-term 
care insurance. This new voluntary 
insurance will provide a cash benefit to help 
you pay for some of your future long-term 
services and supports. You will be able to 
get the cash benefit after you have paid the 
premiums for at least five years, have 
worked at least three of those initial five 
years and have met other requirenlents. If 
your employer participates in the program, 
you will be enrolled automatically unless 
you choose not to participate. You will also 
be able to buy this insurance if your 
employer doesn't participate, if you have 
more than one employer or if you are self­
employed. This program should start in 2012 
or2013. 

Check www.aarp.orgigetthefacts 

frequently for the latest information. 
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The New Health Care Law: 

What it Means for Nursing Home Care 
The new health care law gives consumers more 

information about nursing homes so they can 

make better choices when selecting a nursing 

home, or monitoring the care of loved ones 

who reside in nursing homes. Nursing home 

residents will also have more protections from 

abuse. 

Provides more information about nursing home 

care: 

• You will have easier access to more 

information on nursing homes to help you 

select a nursing home or monitor the care 

of a friend or loved one in a nursing home. 

• You will be able to get information about 

many things such as who owns the nursing 

home, how much the nursing home spends 

on resident care compared to 

administrative costs, the hours of nursing 

care residents receive, staff turnover rates, 

and the number of complaints and 

violations. 

• Your state must have a comprehensive 

nursing home website where you can find 

information about local nursing homes, 

including inspection and complaint 

reports. Information like this will help 

you and your family evaluate your care 

options. 

• You will find more useful information on 

Medicare's Nursing Home Compare 

website, 

www.medicare.govINHcompare.This 

online tool has detailed information to 

help you find a nursing home that best 

fits your needs. In addition to what you 

currently find on that site, you will find 

links to state nursing home websites and 

inspection inforn1ation, a resident rights 

page, staffing information, and a 

standardized con:plaint form you can use. 

Increases consumer protections: 

• It will be easier for you to file complaints 

about the quality of care in a nursing 



home. Your state 'will be required to have a 

process in place to resolve complaints 

about nursing homes. The process must 

ensure that you are not retaliated against if 

you file a complaint. You must be notified 

that your complaint has been received and 

how it has been resolved. 

• Nursing homes in your state will have to 

meet new requirements if the facility will 

be closed. Residents and their family must 

be told of the closure far enough in 

advance so they will have time to make 

other plans for relocation. Your state also 

has to ensure that all residents have been 

successfully relocated prior to the closure. 

• your state can participate in a new 

national grant program to expand criminal 

background checks to more long-term care 

employees. Currently, most states require 

some form of background checks on 

certified nursing assistants who work in 

nursing honles. The new grant opportunity 

will provide funding for states to do 

background checks of additional types of 

long-term care employees who come in 

direct contact with patients and residents. 

If your state participates, it will receive 

funding to conduct background checks of 

employees such as health aides who come 

into your home, assisted living workers, 

and more nursing home staff 

Check www.aarp.org/getthefacts frequentl y 

for more information. D 19344 (06/1 0) 



The New Health Care Law: 
What it Means for Women 

There are many ways which the new health care 

law benefits women and their families. It proviles 

better access to affordable coverage, ends 

insurance practices that discriminate because of 

gender, expands coverage for children, and helps 
pay for long-term care. By knowing what's in the 

law you can take advantage of these changes. Some 

of these start this year. Others will phase in over 
the next several years. 

Provides greater access to affordable health 

coverage: 

• The new law creates heal th insurance exchanges 
for those who can't get coverage through their 
job. Exchanges will be set up in every state to 
provide "one stop shopping" so it will be easier 
to compare plans and prices. If you are eligible 
for insurance through an exchange and do not 
purchase it, you will be subject to a penalty. 
Exchanges start offering insurance in 2014. 

• Insurance plans sold in the exchanges must cover 
a range of benefits, including maternity care, 
prescription drugs and mental health care. You 
will be able to pick among four levels of 
coverage to fit your needs. 

• If you have been uninsured for six months and 

have a pre-existing condition, you may be able 

to get coverage this year. This coverage :..- also 

known as '~high risk pools" - should be 

available in your state in the next few months. It 

will continue until the exchanges start in 2014. 

Ends insurance practices that discriminate 

because of gender: 

• As of 20 1 0, insurance companies can't drop 

your health coverage if you become sick. Your 

health insurance is guaranteed, as long as you 

pay your premIums. 

• Beginning in 2014, the law ends the common 

practice of "gender rating." In other words, an 

insurer will no longer be able to charge women 

more than men for the same coverage. This 

applies to those with individual coverage and to 

small businesses with up to 100 employees. 

• Starting in 2014, insurance companies will no 

longer be able to deny you coverage because of 

a pre-existing condition such as breast or 

cervical cancer, pregnancy, or C-section. 



Ensures that women receive the benefits they need 

to stay healthy: 

• Starting in 2010 for new plans, you will not have 
to pay some of the costs for preventive care. This 
includes services such as mammograms, 
immunizations, and screenings for cancer and 
diabetes. 

• Also starting in 2010, health plans can no longer 
require pre-authorization or referral for OB-GYN 
care. 

Improves access to providers that specialize in 

women's health: 

• The new law provides better access to doctors 

and nurse practitioners who provide primary care 

services. This will help improve care for women 

with chronic health conditions who often require 

ongoing health care. These provisions start in 

201.1 and will phase in over time. 

Expands insurance coverage for children and 

young adults: 

• Beginning in 2010, your adult son or daughter 

may be able to be included on your insurance 

policy until he or she turns 26. 

• By July 2010, insurers must cover children under 

age 19 who have pre-existing conditions. 

Helps pay for long-term supports and services: 

• A new voluntary long-term care insurance 

program will be available to you if you are 

working. This program will help you pay for 

some of your future long-term care services. It 

will give you a cash benefit if you have a 

qualifying disability and have paid into the 

program for at least five years. If your employer 

participates in the program, you will 

automatically be enrolled unless you choose to 

opt out. You will also be able to buy the 

insurance if your employer doesn't participate or 

if you are self-employed. This program could 

start as early as 2011. 

Check www.aarp.org/getthefacts frequently for the 
latest information. 
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he New alth are Law: 

Helping You Pay f r Long-
Under the new health care law, you will be able to 
participate in a voluntary national insurance 
program that will provide cash benefits to you if 
you have a qualifying disability that limits your 
day-to-day living. You can use this insurance to 
help pay for non-medical services and supports 
such as home modification, assistive technology, 
transportation, and personal care. You can also 
use it to pay part of the cost of assisted living or 
nursing home care. 

How the CLASS Independence Benefit Plan 
Works 

If you are age 18 or older, employed, and your 

employer participates in the program, you will be 

enrolled in the CLASS Independence Benefit Plan 

automatically unless you or your employer choose not 

to participate, or "opt out." The program begins as 

soon as January 2011, with the premiums paid 

through payroll deductions. You will be able to 

purchase this insurance even if your employer doesn't 

participate in the program, or if you are self­

employed. 

Once you have paid the premiums for five years and 

have worked at least three of those years, 

you will be eligible for program benefits. Cash 

benefits will be made if you have a qualified 

disability expected to last more than 90 days 'and 

your health care provider certifies this. These 

payments will continue as long as you remain 

eligible, which could be for your lifetime. 

Over the next several months, federal officials will 

provide additional details about the program. These 

include premium costs and the amount of cash 

benefits. AARP is closely monitoring how health 

insurance reform is implemented to protect our 

members. 

This program increases your options to live more 

independently if you have or develop a qualifying 

disability and meet the other eligibility 

requirements. You can use the cash benefit, along 

with other public programs and private long-term 

care insurance, to help protect your financial 

security. 

Check www.aarp.org/getthefacts frequentl y for the 

latest information. 
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Under the new health care law, people enrolled in Medicare Part D this year who fall into 

the coverage gap, or "doughnut hole," will get an extra $250 to help pay for their drug costs. 

This is the first step toward closing the doughnut hole, which will be eliminated in 2020. 

Medicare will continue to offer prescription drug plans through Part D to help reduce your out-of­

pocket costs for medications. You will still pay premiums each month in exchange for this benefit 

but, once the new law is fully implemented, there will be no coverage gap. 

Under prior law, once your total drug costs (what you and your plan have paid) for the year 

exceeded a certain amount, you fell into the doughnut hole. During this gap in coverage, you 

would pay the full price for your drugs until your total costs were high enough that you qualify for 

catastrophic coverage. After that point, you would be responsible for only 5 percent of your 

prescription drug costs for the rest of the year. 

Under the new law, if you reach the doughnut hole in 2010, you will get a one-time rebate of$250 

to reduce your out-of-pocket costs . Also, starting in 2011, you will get a 50 percent discount on 

brand-name prescription drugs and a 7 percent discount on generic prescription drugs while you 

are in the coverage gap. The gap will gradually narrow until it disappears in 2020. As before, after 

a certain amount of drug spending (by you and the plan), you will qualify for catastrophic 

coverage and only be responsible for 5 percent of your prescription drug costs for the rest of the 

year. 

Check www.aarp.org/getthefacts frequently for the latest information. 
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People with Medicare Part D who reach the 
gap in their prescription drug coverage this 
year will automatically receive a $250 
rebate check. This one-time payment in 
2010 will help three million people to pay 
for the prescription drugs they need. 

The Secretary of Health and Human Services 
has announced that the first group of rebate 

checks will be mailed starting June 10, 2010. 
Checks will continue to be mailed about every 

six weeks as more people reach the coverage 
gap, also called the "doughnut hole." 

These rebate checks will go to people on 
Medicare Part D once they have spent $2830 

("the initial coverage limit") in total drug 
costs for the year. Total drug costs include 

the full amount you and your plan spend on 
your drugs, including your deductible, co­

payments, and coinsurance, but not the 

amount you pay in premiums. 

a III 

• 

ole bate 

Some Things You Need to Know 

• You do not need to do anything to get 
your check. The check will come to 
you automatically after you reach the 
Medicare Part D coverage gap. 

• You do not have to do anything to 
prove that you and your plan have 

paid more than $2830 in total drug 
costs. Your Medicare Part D plan 
tracks these costs for you. 

• Because the checks are sent 
automatically, avoid anyone who 
promises to "help" you get your 
check. Scammers may say you can get 

your check more quickly if you pay 
them a fee. Immediately report this 

scam or any similar fraud to the police 
or to your Attorney General. You can 

find the Attorney General's phone 



number in the blue pages of the 
telephone book or online at 

www.naag.orglcurrent-attomeys­
general.php. 

• A paper check will be mailed to the 

address Social Security uses to reach 
you. If you need to change your . 

address, please call Social Security at 1-
800-772-1213. If you prefer, a change 
of address may also be reported by 
calling or visiting your location Social 
Security office. You can find contact 
information at www.ssa.gov/locator. 

• You may be able to avoid the gap in 

your coverage and save money on your 

"drugs. Use AARP's Doughnut Hole 
Calculator at 
www.aarp.org/doughnuthole. The 
calculator will show you if you will fall 
into the doughnut hole this year. It also 
identifies less costly drugs available in 
your Part D plan. This may help you 
save money by delaying when you 
reach the doughnut hole or by keeping 
you out of the coverage gap altogether. 

• Starting in 2011, if you reach the 

coverage gap you will get a 50 percent 
discount on brand-name drugs and a 7 

percent discount on generic 
prescription drugs, but the full cost of 
the drugs will be applied toward 
getting you through the doughnut hole. 

By 2020, the gap will be eliminated 
entirely. That means that people who 
now pay 100 percent of their drug 
costs in the doughnut hole instead will 
pay a copayment or coinsurance of no 
more than 25 percent. Rather than the 
doughnut hole, you should pay a fairly 
consistent co-payment or co-insurance 
all the way up to the catastrophic limit. 
If your drug needs go beyond the 

catastrophic limit, your portion will be 
limited to a 5 percent coinsurance for 
your drug costs. 

Check www.aarp.org/getthefacts frequently 
for the latest information. 
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The New Health Care Law: 
Tax Implications for Individuals 
The new health care law makes several changes to 
taxes that mostly affect families with incomes over 
$200,000. Some of the changes will take effect in 
2011; others will be phased in over several years. 

The most noticeable tax change for the vast majority 
of Americans under the new health law will be on 

your W -2 Form. The law requires your employer to 
disclose the cost of health insurance benefits provided 
to you beginning in 2011. This new reporting 
requirement will not affect the taxes you pay. The 
value of health insurance benefits reported on your 
W-2 should not be included in your income when you 

file your taxes. You will also not have to pay any 
FICA taxes on this amount. 

Medicare Taxes 

For those earning less than $200,000 (or $250,000 for 
a couple) your Medicare taxes will not increase. If 
you earn more than $200,000 as an individual 

taxpayer, or if you eanl more than $250,000 and file a 
joint tax return with your spouse, you will see an 
increase in part of your Medicare Part A tax rate 
beginning in 2013. The tax rate will go from its 

current level of 1.45% to 2.350/0. However, you will 
pay the 2.35% rate only on the portion of your 
earnings that is over $200,000 for individuals or over 

$250,000 for a couple. This means that your earnings 

that are less than $200,000 (or $250,000 for a 

couple) will continue to be taxed at 1.45%. Also, the 
1.45% Medicare tax that your employer pays on 
your behalf will not change. The change in the tax 
rate will increase the amount withheld from your 
salary or wages, or the tax you pay on self­
employment income only if you earn over $200,000. 

Flexible Spending Accounts 

Some employers offer flexible spending accounts 
that allow you to set aside part of your salary before 

it is taxed to help pay for some of your medical 
expenses. If you have one, the most you will be able 
to contribute to a flexible spending account will be 
$2,500 starting in 2013. The $2,500 limit will be 
increased in future years with increases in the cost 
of living. Also, starting in 2011 you will not be able 
to get reimbursement from your flexible spending 
account for over-the-counter medications, such as 
aspirin or cough and cold medications, unless they 
are prescribed by your doctor. 

Medical Expense Deductions 

You can deduct some medical expenses from your 
taxable income. Currently you can deduct the 



amount of medical expenses that exceeds 7.5% of 

your taxable income. Beginning in 2013 you will be 
able to deduct only those medical expenses that 
exceed 10% of your adjusted gross income. For 
example, if your adjusted gross income is $100,000 
and your medical expenses are $11,000, you could 
deduct $3,500 under the old law ($11,000 -
[$100,000 X 7.5% or $7,500] = $3,500). Starting in 
2013 you will be able to deduct $1,000 in medical 
expenses $11,000 - [$100,000 X 10% or $10,000] = 

$1,000). The percentage will remain at 7.5% for 
persons 65 and older until 2016. 

New Tax on "Cadillac" Health Plans 

Starting in 2018, if your health benefits are worth 
more than $10,200 for individual plans and $27,500 
for family plans, your insurers will pay a new tax. 
They will have to pay a 40% tax on the amount that 
your benefits exceed these threshold levels. These 

levelscare increased to $11,850 and $30,950 for some 
retirees who are 55 or older and not eligible for 
Medicare, as well as people in high-risk occupations. 
They will also increase for companies that pay higher 
premiums due because of the age and gender of their 
workers. All threshold levels will be indexed for the 
cost of living after 2018. If you are self-employed and 
are covered through a group health plan, the insurer 
of your plan will also have to pay'the tax. 

You won't directly pay this so-called "Cadillac tax" 
since the tax is on your insurer. For the purposes of 
this law, an insurer could be an insurance company, 
your employer, or a third party that handles your 
employer's self-insured plan, flexible spending 
account, or health savings account. It will be up to 
your insurer to detennine if it will pass the cost of the 

tax on to you or your employer. 

Investment Income Tax 

Taxpayers earning less than $200,000 (or $250,000 
for a couple) will not pay higher taxes on their 

investment income. Starting in 2013, if you earn 
more than $200,000 as an individual taxpayer, or if 
you earn more than $250,000 and file a joint tax 
return with your spouse, you will pay a 3.8% tax on 
you net investment incon1e. Net investment income 
includes interest, dividends, annuities, royalties, 
rents, and capital gains. It does not include income 
from Social Security, pensions, or IRA distributions. 
Payments from qualified IRA annuities are also not 
counted as net investment income. 

Not all investment income is taxed. To figure out the 
amount of the tax, subtract $200,000 (for an 
individual) or $250,000 (for married couples filing 
jointly) from your taxable income. Then compare the 
result with your net investment income. Multiply the 

lesser amount by 3.8% to get the amount of the tax. 

For example, a married couple with a modified 
adjusted grossincome of $275,000 and a net 
investment income of$10,000 would pay $380 in 
taxes on their net investments income: 

$275,000 - $250,000 = $25,000 which is larger than 
$10,000 for a tax of$10,000 x 3.8% = $380 

Check www .aarp.orglgetthefacts 
frequently for more information. 
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Scam artists have already hit the streets, 

airwaves and phone lines trying to take 

advantage of the confusion about what 

the new health care law means. As AARP 

frequently cautions its members and all 

older Americans, criminals use the news 

headlines as inspiration for clever sales 

pitches that defraud the public and pad 

their own pockets. 

Law enforcement officials have already 
spotted and stopped three scams. One 
television commercial urged people to call a 
toll-free number to sign up for new 
government insurance during the "limited 
enrollment period." Other scammers, 
claiming they were with the govemnlent, 
went door-to-door trying to sell fake 

insurance. A state attorney general reported 
that telemarketers were seeking personal 

information so they could send a new 

Medicare card required by the new law. 

Another scam to watch out for is pro!llising 
to help collect - for a fee - the $250 rebate 

for Medicare Part D recipients who fall 
into the coverage gap. 

Each of these pitches is a fraud. But scam 
artists are slick, so it is hard to predict all 
the ways they will try to twist the new law 

for their own profit. 

What You Should Do 

Watch for official communications. 
Government officials do not sell insurance 
policies door-to-door or over the phone. As 
new insurance benefits take effect, rely on 
trusted sources to tell you what you may 
need to do. 

Know who you are dealing with. You 
will not need middlemen to help you apply 
for new benefits or to receive the $250 

"doughnut hole" rebate check. If you are 



eligible, the rebate check will come to you 

automatically. You do not need to take any 

action-no requests, no applications, no 

fees. 

Be skeptical. If you receive a visit, call or 

email from anyone claiming to want to help 

you sign up for new programs created by the 

new law, they may not be who they say they 

are. Do not pay anyone to help you receive 

your new benefits. And do not reveal any of 

your personal information to them, such as 

your full name, date of birth, or Social 

Security number. If someone requests this 

information, it's more likely they're "out to 

get you" than out to help you. 

Repor'"t fraud. Law enforcement officials 

need you to report your concerns. The new 

health care law includes extra resources for 

fighting health care fraud. Contact your state 

insurance commission, your state attorney 

general, or local law enforcement about any 

suspicious promotions. 

Stay informed. AARP keeps you up-to-date 

at www.aarp.org/getthefacts with accurate 

and timely information as the details of the 

new law are made public. 

There is a lot packed into the new health 

care law and AARP will continue to be here 

for our members and for all Americans, 

educating them on what the new law means 

for then1. 

Resources: 

You will find contact information for your 

state insurance commission at 

www.naic.org/state_web_map.htm. 

You can locate your state attorney general 

at www .naag.org/ current -attorneys­

general.php. 
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The New Health Care Law: 
How it Impacts Hispanics/Latinos 
Congress enacted a new health care law which 
provides several new benefits to all Americans. 
Many of the benefits and protections in the new 
health care law are particularly critical to 
Hispanics/Latinos. Some of these changes you 
will see this year. Others phase in over the next 
several years. By knowing what's in the law and 
when the different provisions take effect, you 
can take advantage of the changes for yourself 
and your family. 

Makes Health Insurance More Accessible 

• Those without insurance, small businesses and 

self-employed people will be able to purchase 
private health insurance through state-based 
health insurance exchanges, by 2014. If you 
are eligible for insurance through an exchange 
and do not purchase it, you will be subject to a 

penalty. 

• The new law may give you access to 
insurance coverage before 2014 if you have a 
pre-existing condition and have been 
uninsured for six months. This new temporary 

insurance, called the "Pre-Existing Insurance 
Plan (PCIP), should be available in your state 
starting summer 2010. Applications for these 

insurance plans are on a first come-first served 

basis. Coverage under this program will 

continue until the health insurance 

exchanges start offering private insurance in 
2014. Then, all insurance plans will be 
required to cover people with pre-existing 
conditions. 

Lowers Costs 

• Starting in 2010 for new health plans, you 
will no longer have to pay some of the out­
of-pocket costs for preventive care such as 

mammograms, immunizations and 
screenings for cancer or diabetes. 

• If you have Medicare, you'll qualify for a 
new annual wellness,visit, mammograms, 

and other screenings for cancer and diabetes. 
These new benefits start in 2011 and you 
will not have to pay for them. 

• If you reach the Medicare Part D coverage 
gap or "doughnut hol~" in 2010, you will 
receive a $250 rebate check to help pay for 

prescription drugs. In 2011, if you reach the 
doughnut hole, you will receive a 500/0 

discount on your brand-name prescription 

drugs and a 70/0 discount on your generic 
prescription drugs while you are in the 



coverage gap. The gap will gradually narrow 

until it disappears in 2020. 

• Starting in 2014, if you earn less than about 
$58,000 for a couple, or about $43,000 for an 
individual, you will get tax credits to help you 

pay your premiums for health insurance 
purchased through an exchange. (Higher 
income levels apply in Alaska and Hawaii.) 

Eliminates Discriminatory Insurance Practices 

• Effective in 2010, health insurance companies 
can't drop yo\}r health coverage if you become 
sick. Your health insurance is guaranteed as 
long as you continue to pay your premiums. 

There are also new protections in place to limit 
excessive premiums because of your age or 

gender. 

• Insurance companies can no longer place 
lifetime or annual limits on your health 
coverage - giving you peace of mind that your 

benefits won't run out when you need them the 
most. The ban on lifetime limits begins in 2010; 

the ban on annual limits begins in 2014. 

Helps Pay for Long-Term Care 

• A new voluntary long-tenn care insurance 
program - called CLASS - will be available to 

you if you are working. This program will help 

you pay for some of your future long-tenn 
services and supports. You will receive a cash 
benefit if you have a qualifying disability, have 

paid into the program for at least five years, 
worked at least three of those initial five years, 

and meet other eligibility requirements. If your 
employer participates in the program, you will 

be enrolled automatically unless you choose to 

not to enroll. You will also be able to buy this 

insurance if your employer doesn't 
participate, if you are self-employed, or have 

more than one employer. This program is likely 

to start in 2012 or 2013. 

• If you are married to someone on Medicaid 
who is receiving care services at home, you 

will have the same protections for your income 
and other resources as do spouses of those on 

Medicaid who live in a nursing home. Starts in 

2014. 

• Your state may receive financial incentives to 
provide greater access to the services and 

supports you need to live independently in your 
own home and community. 

Increases Efforts to Reduce Disparities in the 
Health Care System 

• Moves toward eliminating the disparities that 
Hispanics/Latinos currently face both in their 
health and in their health care by investing in 

research about health disparities. 

• Expands initiatives to increase the racial and 
ethnic diversity of health care professionals and 

strengthen training among health care providers 

to focus on cultural issues. 

• Invests in primary care professionals to ensure 
that all Americans have access to primary care 
providers. 

• Invests in health care 'innovations such as 
community health teams to help you manage 

chronic conditions such as diabetes, high blood 
pressure and heart disease. 

Check www.aarp.org/getthefacts frequently for the 
latest information. 
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The New Health Care Law: 
How it Impacts African Americans 

Congress enacted a new health care law which 
provides several new benefits to all Americans. 
Many of the benefits and protections in the 
new health care law are particularly critical to 
African Americans. Some of these changes you 
will see this year. Others phase in over the next 
several years. By knowing what's in the law 
and when the different provisions take effect, 
you can take advantage of the changes for 
yourself and your family. 

Makes Health Insurance More Accessible 

Those without insurance, small businesses and self­
employed people will be able to purchase private 

health insurance through state-based health 
insurance exchanges, by 2014. If you are eligible 
for insurance through an exchange and do not 

purchase it, you will be subject to a penalty. 

The new law may give you access to insurance 

coverage before 2014 if you have a pre-existing 
condition and have been uninsured for six months. 

This new temporary insurance, called the "Pre­
Existing Insurance Plan (PCIP), should be available 

in your state starting summer 2010. Applications 
for these insurance plans are on a first come-first 

served basis. Coverage under this program will 

continue until the health insurance exchanges start 

offering private insurance in 2014. Then, all ? 

insurance plans will be required to cover people 

with pre-existing conditions. 

Lowers Costs 

Starting in 2010 for new health plans, you will no 

longer have to pay some of the out-of-pocket costs 
for preventive care such as mammograms, 

immunizations and screenings for cancer or 

diabetes. 

If you have Medicare, you'll qualify for a new 

annual wellness visit, mammograms, and other 

screenings for cancer and diabetes. These new 

benefits start in 2011 and you will not have to pay 

for them. 

If you reach the Medicare Part D coverage gap or 

"doughnut hole" in 2010, you will receive a $250 

rebate check to help you pay for prescription 
drugs. In 2011, if you reach the doughnut hole, 

you will receive a 50% discount on your brand­
name prescription drugs and a 7% discount on 

your generic prescription drugs while you are in 
the coverage gap. The gap will gradually narrow 

until it disappears in 2020. 



Starting in 2014, if you earn less than about 

$58,000 for a couple, or about $43,000 for an 

individual, you will get tax credits to help you pay 

your premiums for health insurance purchased 

through an exchange. (Higher income levels apply 

in Alaska and Hawaii.) 

Eliminates Discriminatory Insurance Practices 

Effective in 2010, health insurance companies can't 

drop your health coverage if you become sick. Your 

health insurance is guaranteed as long as you 

continue to pay your premiums. There are also new 
protections in place to limit excessive premiums 

because of your age or gender. 

Insurance companies can no longer place lifetime 

or annual limits on your health coverage - giving 

you peace of mind that your benefits won't run out 
when you need them the most. The ban on lifetime 

limits begins in 2010, while the ban on annual 

limits begins in 2014. 

Helps Pay for Long-Term Care 

A new voluntary long-term care insurance program 
- called CLASS - will be available to you if you 

are working. This program will help you pay for 
some of your future long-term care services. You 

will receive a cash benefit if you have a qualifying 

disability, have paid into the program for at least 
five years, worked at least three of those initial five 

years, and meet other eligibility requirements. If 
your employer participates in the program, you will 

be enrolled automatically unless you choose to opt 

out. You will also be able to buy this insurance if 
your employer doesn't participate, if you are self-

employed, or have more than one employer. This 

program is likely to start in 2012 or 2013. 

If you are married to someone on Medicaid who is 

receiving care services at home, you will have the 

same protections for your income and other 

resources as do spouses of those on Medicaid who 

live in a nursing home. Starts in 2014. 

Your state may receive financial incentives to 

provide greater access to the services and supports 

you need to live independently in your own h?me 
and community. 

Increases Efforts to Reduce Disparities in the 
Health Care System 

• Moves toward eliminating the disparities that 
African Americans currently face both in their 

health and in their health care by investing in 

research about health disparities. 

• 

• 

• 

Expands initiatives to increase the racial and 
ethnic diversity of health care professionals 

and strengthen training among health care 
providers to focus on cultural issues. 

Invests in primary care professionals to ensure 

that all Americans have access to primary care 

providers. 

Invests in health care innovations such as 
community health teams to help you manage 

chronic conditions such as diabetes, high blood 

pressure and heart disease. 

Check www.aarp.orglgetthefacts 
frequently for the latest infonnation. 
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The New Health Care Law: 
What it Means for People with 
Medicare Advantage Plans 
The new health care law makes a number of 

, changes in how Medicare Advantage plans operate. 
If you have a Medicare Advantage plan, it is 
important to-know how and when these changes 
might affect you. 

If you have a Medicare Advantage plan for 2010, 
your plan will stay the same through the end of the 
year. You should use Medicare's open enrollment 
as an opportunity to review all your Medicare 
choices for 2011 to select a plan that works best for 
you. Open enrollment for 2011 coverage begins on 
November 15,2010. 

When evaluating different plans, remember to 
consider: 
Cost: What are the monthly premiums, the annual 
deductible and co-pays? 
Coverage: What services are covered? 
Quality: How does the plan rate on providing 
quality care? 

Focus on quality and value 

The new law rewards Medicare Advantage plans 
that provide high quality care. The law also sets up 
new rules to make plans more cost-effective. 

• The Centers for Medicare & Medicaid 
Services (CMS) has a rating system for ., 
Medicare Advantage plans. Plans that rate at 
least four out of five stars will receive bonus 
payments for providing better quality care. 
The bonuses begin in 20 12. You can review 
your plan's rating on Medicare's website 
www.medicare.gov/mppf. 

• Plans must use some of the bonus money they 
receive for extra benefits and rebates to people 
participating in the plans. This means that 
higher quality plans may be able to offer you 
more servIces. 

• Starting in 2011, Medicare-Advantage plans 
cannot charge more than Original Medicare 
for certain services. For example, 
chemotherapy administration, kidney dialysis, 
and skilled nursing care. 

• As of 20 14, Medicare Advantage plans must 
limit how much they spend each year on 
administrative costs. For each dollar you pay 
in premiums, Medicare Advantage plans may 
not spend more than 15 cents on 
administrative expenses. 



Changes in how Medicare Advantage plans are 
paid 

Currently, Medicare makes extra payments 
(subsidies) to the private companies that offer 
Medicare Advantage plans. This means that these 
plans cost the Medicareprogram more than 
Original Medicare - on average about 13.% more 
per person. 

In 2011, Medicare Advantage plans will receive the 
same amount of extra payments as they did in 2010. 
But beginning in 2012, Medicare will start to 
reduce these subsidies so that paynlents will be 
more in line with Original Medicare. The changes 
in Medicare Advantage payments will save the 
Medicare program money. Some of the savings will 
be used to close the Medicare prescription drug 
coverage gap or doughnut hole and to provide more 
preventive care to people with Medicare. 

What this could mean for your Medicare 
Advantage plan 

• Plans will differ in how they respond to the 
lower subsidies. This will depend partly on the 
state and county where the plan is located, and 
on the amount of bonus money the plans 
receIve. 

• The lower subsidies could mean that some plans 
may drop extra services such as eyeglasses and 
gym memberships. Some plans may raise their 
premiums and co-payments. Others may even 
decide to leave the Medicare program. 

How you will know about changes to your 
Medicare Advantage plan 

Every year, even before the new health care law, 
insurance c~mpanies that offered Medicare 
Advantage plans made decisions about what they 
would cover and what they would charge. Under 
the new law, each insurance company will 
continue to make a business decision whether to 
change your benefit package and costs. 

As in previous years, you will receive a notice 
from your Medicare Advantage plan in October. It 
will tell you what changes, if any, will take place 
in your plan for the upcoming year. This is the 
time for you to review your options carefully and 
make the best choice to fit your needs. 

• If you have questions about the notice, you can 
contact your Medicare Advantage plan 
directly. You can also call1-800-Medicare (1-
800-633-4227) to speak with a representative 
about your options. 

• You can also compare your options at 
Medicare Plan Finder: 
www.medicare.gov/MPPF.This site shows 
which Medicare Advantage plans are offered in 
your area. 

• If your plan is changed or dropped, you can 
switch to another available Medicare 
Advantage plan or to Original Medicare during 
Medicare's open enrollment period (November 
15 -December 31). 

Check www.aarp.org/getthefacts frequently for 
the latest information. 
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The New· Health Care Law: What it Means 
for People Living in Rural Areas 

Congress enacted a new health care law which 
provides several new benefits to all Americans. 
Many of the provisions in the new health care law 
are particularly important for those living in rural 
areas, who pay on average nearly half of their 
health insurance costs out of their own pockets. 

Seme ef these changes yeu will see this year. Others 
phase in ever the next several years. By knewing 
what's in the law and when the different previsiens 
take effect, yeu can take advantage ef the changes fer 

yeurself and yeur family. 

Makes Health Insurance More Accessible 

• These witheut insurance, small businesses and 
self-empleyed peeple will be able to. purchase 

private health insurance threugh a health 
insurance exchange in their state by 2014. In 
many rural states, ene insurance cempany can 
deminate the market, meaning that eften there 
is little cheice in available health plans. Health 

insurance exchanges will effer a choice ef 
plans and it will make it easier fer peeple in 
rural areas to. cempare plans and prices. 

• The new law may give yeu access to. 

insurance ceverage befere 2014 if yeu have a 

pre-existing cenditien and have been 

uninsured fer six menths. This ceverage -

knewn as the "Pre-Existing Cenditien "' 
Insurance Plan" - sheuld be available in 
yeur state in 2010. This pregram will 
centinue until the health insurance 
exchanges start in 2014. Then, all insurance 
plans will be required to. cever pre-existing 
cenditiens. 

Lowers Costs 

• Starting in 2010 fer new health plans, yeu 
will no. lenger have to. pay seme ef the eut­
ef-pecket cests fer preventive care such as 

mammegrams, immunizatiens and 
screenings fer cancer er diabetes. 

• If yeu have Medicare, yeu'll qualify fer a 
new annual wellness visit, mammegrams, 

and ether screenings fer cancer and diabetes. 
These new benefits start in 2011, and yeu 
will net have to. pay fer them. 

• If yeu reach the Medicare Part D 
prescriptien drug ceverage gap er "deughnut 

hele" in 2010, yeu will receive a $250 rebate 
check to. help pay fer prescriptien drugs. In 
2011, if yeu reach the deughnut hele, yeu 



will receive a 50% discount on your brand­

name prescription drugs and a 7% discount on 

your generic prescription drugs while you are 
in the coverage gap. The gap will gradually 

narrow until it disappears in 2020. 

• Starting in 2014, if you earn less than about 
$58,000 for a couple, or about $43,000 for an 
individual, you will get tax credits to help you 

pay your premiums for health insurance 
purchased through an exchange. 

Provides Tax Credits for Small Businesses 

• If you operate a small business in a rural area, 
you may be able to get tax credits to offset 
part of the cost of offering health insurance to 
your employees. An estimated 2.8 to 4 million 
small businesses will be eligible for the credits 
that start in 2014. 

Eliminates Discrinlinatory Insurance Practices 

• Effective in 2010, health insurance companies 
can't drop your health coverage if you become 
sick. Your health insurance is guaranteed as 
long as you continue to pay your premiums. 
There are also new protections in place to 
limit excessive premiums because of your age, 
. gender, or health condition. 

• Insurance companies can no longer place 
lifetime or annual limits on your health 
coverage - giving you peace of mind that your 

benefits won't run out when you need them 
the most. The ban on lifetime limits begins in 
2010, while the ban on annual limits begins in 

2014. 

Increases Access to Health Care in Rural Areas 

• Invests in the health care workforce to ensure 
that people in rural areas have access to 

doctors, nurses and other primary care 
providers. 

• Provides more resources to medical and 
nursing schools to train doctors and nurses to 
work in rural and underserved areas. 

• Invests in health care innovations such as 
community health teams to help you manage 
chronic· conditions such as diabetes, high 
blood pressure and heart disease. 

• Ensures that hospital and other providers in 
rural communities receive Medicare funds 
they need to offer quality care and keep their 
doors open. 

• Provides more funding for community-based 
health care centers in rural areas, as well as 
grants for school-based health centers in 
underserved areas. 

Check www.aarp.org/getthefacts frequently for the 
latest information . 
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LR 467 Interim Study Hearing 

October 7, 2010 
State Capitol 

Lincoln, Nebraska 

Bruce Rieker, Vice President, Advocacy 

NlWebraSka 
Hospital 
Association 

The Influential voice of Nebraska's hospi tals 

Health Care Reform 
Coverage Expansion 

• The Patient Protection and Affordable Care Act (PP ACA) 
and Health Care and Education Affordability and 
Reconciliation Act (HCEARA): 
• Expand Medicaid program to cover non-elderly individuals, 

including parents; children; and childless adults, up to 1330/0 of the 
federal poverty level (FPL); 

• Require insurance companies to cover pre-existing conditions; 
• Require employers of 50 or more to provide coverage; 
• Require everyone not covered by an employer-based or 

governmental plan to purchase health insurance; and 
• Expand coverage to 32 million Americans currently uninsured, for 

total coverage of 950/0. The Congressional Budget Office (CBO) 
estimates, 21 million will remain uninsured in ten years. 

NlWebraSka 
Hospital 
Association 

The intluential voice of Nebraska 5 hospitals 



Medicare and Medicaid 
Payment Policies 

• Medicare Update Factor Reductions 
• Nebraska reduction: $687.2 million over ten years 

• The update factors for all Medicare Part A and B 
providers who are subj ect to a market basket or 
Consumer Price Index (CPI) update will be reduced to 
reflect estimated gains in productivity. 

• Further update reductions beyond the productivity 
adjustment will also be applied. 

• No floor is established to protect provider updates from 
falling below zero. 

NlWebraSka 
Hospital 
Association 

The inflver. tiol voice of Nebrosko's hospitols 

Medicare and Medicaid 
Payment Policies 

• Productivity Offsets: 
• Inpatient and Outpatient Hospitals, Inpatient 

Rehabilitation Facilities, Inpatient Psychiatric Facilities, 
Long-term Care Hospitals and Skilled Nursing 
Facilities 

• Reductions begin in 2012 

• Estimated at 1.3% 

• Hospice: Reductions begin in 2013 

• Home Health Agencies: Reductions begin in 2015 

NlWebraSka 
Hospital 
Association 

The in flucr. tial vo ice of Nebraska s hO$pita ls 
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Medicare and Medicaid 
Payment Policies 

• Additional Reductions 
• Inpatient and Outpatient, Inpatient Rehab, and Inpatient 

Psychiatric: Market basket updates will be reduced by 0.25 
percentage points in 2010 and 2011 increasing to .75 percentage 
points annually in 2017 through 2019. 

• Long-Tenn Care Hospitals: Annual updates will be reduced by 
0.25 percentage points in 2010 and 0.50 percentage points in 2011 
growing to .75 percentage points annually in 2017 through 2019. 

• Home Health Agencies: Reduces annual updates for home health 
agencies by 1.0 percentage point in 2011, 2012 and 2013. 

• Hospice: In addition to the annual productivity adjustment, updates 
will be reduced by 0.30 additional percentage points annually in 
2013 through 2019. 

N1Webraska 
Hospital 
Association 

The influerlia l voice of Nebroska s hospita ls 

Medicare and Medicaid 
Payment Policies 

• Disproportionate Share Hospital (DSH) 
Reductions 
• Nebraska cuts: $74.7 million (Medicare only) 
• Medicaid: Approximately 500/0 reduction compared to 

FFY 2009. 
• Medicare: 

• 25% of DSH payments are considered to be the "empirically 
justified" component of DSH and will continue to be paid to 
each hospital based on the current methodology. 

• 750/0 of DSH payments will be subject to reductions. For every 
percentage point reduction in the uninsured rate, DSH funding 
will be proportionally reduced. 

N1Webraska 
Hospital 
Association 

The influel1tio l voice of Nebroskos hospitals 
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Medicare and Medicaid 
Payment Policies 

• Medicare Home Health Agency (HHA) Payments 
• Nebraska reduction: $71.2 million 

• Payment rebasing: Based on average number and types of visits 
per episode, intensity of visits, and growth in cost per episode. 
Reductions are phased-in over four years, beginning in 2014 and 
cannot exceed 3.5% each year. 

• Cap on outlier payments: In 2011, reduces the HHA outlier pool 
from 5% of total payments to 2.50/0 and establishes a 10% cap on 
the outlier reimbursements. 

• Rural HHA add-on: Provides a 3% add-on payment for home 
health service provided to Medicare beneficiaries in rural areas 
from April 1, 2010 through December 3 1, 2015. 

NlWebraSka 
Hospital 
Association 

The influential voice of Nebraska 's hospi1a ls 

Medicare and Medicaid 
Payment Policies 

• Health Care Acquired Conditions (HACS) 
• Extends existing Medicare HAC policy to the Medicaid 

program. 

• 2015: Hospitals in the worst 25th percentile of HAC 
rates will be subject to a 1 % payment penalty under 
Medicare. 

• Secretary must publicly report hospitals' HAC 
measures. 

NlWebraSka 
Hospital 
Association 
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Medicare Payment Policies 

• Medicare Readmissions 
• Nebraska reductions: $21.0 million 
• In 2013, acute care hospitals with higher than expected risk­

adjusted readmissions will receive reduced payments for every 
discharge. 

• In 2013 and 2014, based on readmissions related to three 
conditions: heart failure, heart attack, and pneumonia. 

• By 2015, Expanded to include chronic obstructive pulmonary 
disease (COPD), coronary artery bypass graft (CABG), 
percutaneous transluminal coronary angioplasty (PTCA), and other 
vascular procedures. 

• Secretary has authority to expand policy to additional conditions in 
future years, including all-cause readmissions. 

• Maximum reduction: 1.0% in 2013, increasing to 3.00/0 in 2015. 
• Critical access hospitals (CAHs) exempted. 

~
ebraska 

Hospital 
Association 

The inf.luenlial voice 01 Nebroska 's hospitals 

Medicare Payment Policies 

• Medicare Readmissions 
• Secretary must publicly post (on the CMS Hospital Compare 

website) all-payer readmission rates for identified conditions. 

• Applies to cancer, children's, rehabilitation, long-term care and 
psychiatric inpatient facilities. 

• Secretary must establish a quality improvement program by March 
2012 for high readmission hospitals. 

• Eligible hospitals would work with patient safety organizations to 
implement processes to improve readmission rates. 

• In 2011, $500 million will be available over a five-year period to 
fund a Community Care Transitions Program for hospitals with 
high readmission rates. 

NlWebraSka 
Hospital 
Association 
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Delivery System Reforms 

• Medicare Value Based Purchasing (VBP) Program 
• Applies to all hospitals under the inpatient prospective 

payment system (IPPS) excluding psychiatric, 
rehabilitation, children's, cancer and long tenn care 
hospitals. 

• CAHs and small hospitals with insufficient numbers of 
measures and/or cases are excluded. 

• Within two years the Secretary shall establish two 
separate, three-year VBP demonstration programs, one 
for CAHs and one for the small excluded hospitals. 

NlWebraska 
Hospital 
Association 

The influentia l vaice 01 Nebroska s ho spita ls 

Delivery System Reforms 

• Value Based Purchasing (VBP) Program 
• Secretary detennines scoring and payment 

methodologies. 
• Must recognize both achievement of standards and 

improvement. 

• 2013 measures must cover acute myocardial infarction (AMI), 
heart failure, pneumonia, surgeries from the Surgical Care 
Improvement project and health care associated infections. 

• Must be related to the Hospital Consumer Assessment of 
Healthcare Providers and Systems (HCAHPS) survey. 

• Use of readmissions measures is expressly prohibited. 

NlWebraSka 
Hospital 
Association 

The influential voice of N ebraska's hospito ls 
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Delivery System Reforms 

• Demonstration Programs 
• Bundled payments to evaluate integrated care around a 

hospitalization, in up to eight states beginning in 2012; 

• Pediatric Accountable Care Organizations (ACOs) 
beginning in 2012; and 

• Emergency psychiatric proj ects beginning in 2011. 

NlWebraSka 
. Hospital 

Association 
The influential 'Joice of Nebraska's hospitals 

Medicaid Quality Measures 

• By 2014, the Secretary n1ust establish a Medicaid 
Quality Measurement Program for adults. 
• By 2011, identify and publish priorities for the 

development of quality measures. 

• By 2012, publish an initial core set of adult health 
quality measures. 

• By 2013, develop standardized format for reporting and 
create procedures to encourage states to use those 
measures to report information regarding quality. 

NlWebraSka 
Hospital 
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Quality Measures 

• www.hospita1compare.hhs.gov: Maintained by HHS. Includes 
information on compliance with best practices in medical care 
for selected tnedicallsurgical conditions as well as results of the 
Hospital ConsUlner Assessment of Hospitals and Providers 
(HCAHPS) for most hospitals. Also displays average Medicare 
reimbursements for the selected medical/surgical conditions. 

• www.statesnapshots.ahrq.gov: Maintained by Agency for 
Healthcare Research & Quality (AHRQ). Provides an 
assessment of the state's progress in achieving certain measures 
for acute care, long term care, ambulatory care and selected 
conditions such as diabetes; and contains comparison of state to 
region, United States and top performers. 

NIItIebraSka 
Hospital 
Association 

The inf1uer.tial voice of Nebrosko'S hospitals 

Quality Measures 

• www.dartmouthatlas.org: Maintained by Dartmouth College. 
Provides information on utilization of services by Medicare 
recipients during the last two years of their life, including: cost, 
number of services and the number of physicians seen per 
beneficiary. 

• www.jointcommission.org: The Joint Commission (JC) provides 
infonnation on the quality of care in hospitals it surveys. 
Updated annually. 

• www.nhacarecompare.org: Maintained by Nebraska Hospital 
Association. Contains information about average charges by 
diagnosis related group (DRG) and links to sites about quality. 
Updated quarterly. 

NlWebraska 
Hospital 
Association 

The influential voice of Nebraska's hospitals 
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Community Hospitals 
Economic Impact 

• Nebraska's Community Hospitals 

• 86 full-service hospitals 

• 10,000+ patients per day 

• Nearly 45,000 employees 

• $2.1 billion - earned income 

• $4.4 billion - revenue 

NIW. ebraska 
Hospital 
Association 

The influential voice of Nebroska·s hospitals 

Community Hospitals 
Economic Impact 

• Hospitals are Providers and Consumers 
• Health care 

• Insurance 

• Utilities 

• Constructi on 

• Equipment 

• Information technology 

• Transportation 

NlWebraSka 
Hospital 
Association 
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Benefits Provided by Nebraska 
Community Hospitals 
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Benefits Provided by Nebraska 
Community Hospitals 

• Current reimbursement from public programs 
• Medicare: 840/0 of costs 

• Based on analysis of cost report data (HANYS) 

• Medicaid: 76% of costs 
• Based on Databank and should be considered a "sampling" 

• Excludes Disproportionate Share Hospital (OSH) payments 

• Unpaid costs of public programs 
• Medicare: $379.4 million 

• Medicaid: $134.1 million 

• Other public programs: $12.3 million 

• Total: $526 million 

NlWebraSka 
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Medicaid Services 
federal Medicaid Mandlltory and Optional Sen'ices Covered in l\"euraska 

(Nch. Rcv. Stat. § 68-911) 

r----.~'--·-M-a--n-d-at-o-l")-,-Sc-·e-rv--ci-ccs-·~~~---'-·~~-NCC-e-h-ra-s-k"-(>Pt~~~==:J 

• Inputkn! anu uutpatient hospital 

• Labor.ltory and ,,·my services 
• Nursing facility service, 
• Homc health o;crvixs 
• Nursing. ~er\'ices 
• Clinic servit;cs 
• Physician sc-rvices 
• Medical nnd surgical services ofa 

dentist -

• Nurse practitioner services 
• Nurse miuwife sc.rvices 
• Prcgnancy-rcIatcu scrvic.cti 
• Medical supplies 
• Early and periodic screening and 

diagnosis treatment (I::PSDT) scrvices 
for children 

• Prcscribc<.l uru!!" 
• Interinediate care bcililies for the 

mentally retard ... .d {TCF/MR) 
• Home and community-based services 

for aged persons and persons with 
disabilities 

• D.::ntal ser.·.jc<:s 
• Rehabilitation storviccs 
• Personal care services 
• Dumble mediC<lI c'llliprfh.:nl 
• Medical transportation services 
• Visiol1~rclalcd scrvit::t:s 
• Speech thcrapy services 
• Physical therapy scrviccs 
• Chiropractic services 
• (kcllpmional tht:nlpy services 
• Optometric services 
• Podiatric sen/ices 
• Hospice services 
• Mt:ntal health and slIhst"nce abuse 

services 
• Hearing screening services for newborn 

"nu inrunl ehiluren 
• School-based administrative services 

Source: Nebraska Medicaid Reform Annual Report, 2010 N8\1ebraSka 
Hospital 
Association 

Provider Rates 
Table 2 

Year-foYear Average 
Medicaid Provider Rate SFY SFY SFY SFY 

Increases 2005 2006 2007 2008 

Hospitals 3.80% 2.00% 2.00% 1.95% 

Practitioners 2,00% 2,00% 2.00% 1.40% 

Nursing Facilities 2.00% 6.00% 3.50% 2.50% 

Assisted Living 3.00% 2.00% 2.00% 2.00% 

Nonjlublic ICF-MRs 3.00% 2,00% 2.00% 2.50% 

Source: Nebraska Medicaid Reform Annual Report, 2010 

The Influerliol voice of Nebrosko's hospitals 

SFY SFY SFY 
2009 2010 2011 

1.90% 1.50% 0.50% 

1.40% 1.50% 0.50% 

2.50% 1.50% 0.50% 

2.00% 1.50% 0.50% 

2.50% 1.50% 0.50% 

NMebraSka 
Hospital 
Association 

The influential vOice of Ncbraskas hospitals 
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Medicaid Expenditures 
Figure 3 

N.ESRASKA MEDICAID AND CHIP VENDOR EXPEnDITURES' BY SERVICE 
FlSCI\L YEAR 2010 

full Risk Manaqc.-<i CarE 
S?4,OO1,:l26 

~W% 

Total v..o<lorPayme_ $1,571 ,696,281 

HQrrle Heallh (Iflctu~ 
Pers<ln6IAsslstan~ 

Services) 
$40,553,050 Ie 

2J5'1'0 $42,%8.239 
:;?7% 202" ... 

Dental 

Includes payments to vendors only, not adjuslmCllts. rtt'unds or certai n payments for 
premiums or services paid outside tile Medicaid Payment System (MMIS) or NFOCUS. 
$5 1.9 million in ollSt'lllOg drug rebates is nol reflecled ill the dl1Jg. npenditures ot 

$150,724,210 
••• DSH payments 01'$37.7 million arc nN retkcled in Inpatien! or Outpotient 1I0spiUlI 

hpcndilUfCs 
t Includes Speech! Physical Therapy, Medical/Optical Sllppli~s . Amhulance. ~nd 

l.ahlRadiology 
Develupmental Dis.1bititics. Aged & Disubled, Trdll018lic' [lrwn Injucy. Earl) Inkrvcntion 
EX}X'nUilurt'!) may nut StUll ,Iut:" to l'uUt,ditlg. 

Source: Nebraska Medicaid Reform Anllual Report, 2010 NlWebraSka 
Hospital 
Association 

The inf1uer.liol voice of Nebraska's hospitals 

Medicaid Projections 
Figure 6 

Projected lnCllNJ'se in Medic4idState General Fund EXpet:ldltures 
andAppr'opriations Available tor Medicaid ir1 Nebraska" 

s.FY 2005 - SFY2025 

$2.~OO.OO) .00<I ·r------·---------------------"""'~P!tIij _ 
Oc<.:lOOS 

,/ 
12.000,000. 000 t--------------------------;7"'---_i 

/?' Up:tr.edl"<q.-
/ 5~p 201C 

// .. ? 
$1.500.(0) .000 +--------------------~~,..-L-----_-.....--=-. ~_-... -i ~::...'t:'Opfiatm 

~ ---~;:::::.-----. 
$1.000, 000 .000 +------------=,........:::.-----:lI:. "...-'!:::.--':;,..-.»(""-""~c..;..---.~--.-----___i 

------~::~::.--
. ~-~ 20050"Q"' .. ID4 .... fe""" . .,2025~S7g-5ml)lj'm 
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Source: Nebraska Medicaid Reform AI/llual Report, 2010 NMebraSka 
Hospital 
Associ.ation 
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Ten-Year Impact 

• Medicare reductions: $854.5 million 
• Market basket, productivity and re-basing: $758.4 

million 
• Inpatient, outpatient, inpatient rehab, inpatient psychiatric, 

long-term care, home health rural add-on, home health 
rebasing and market basket and skilled nursing 

• DSH cuts: $74.7 million 
• Medicare inpatient acute 

• Readmissions penalties: $21.4 million 
• Margins expected to decrease from -16% to -39% 

• Medicaid reductions 
• DSH: $47 million 

NIW' ebraska 
Hospital 
Association 

The influerlial voice of Nebroska~ hospitals 

Ten-Year Impact 

• Kaiser Commission 
• Lower participation fiscal impact 

• State: 

• Federal: 

• Total 

$106 million 

$2,345 million 

$2,451 million 

NlWebraSka 
Hospital 
Association 

The influentiol voice of Nebrasko's hO$pilols 

13 



Ten-Year Impact 

• Kaiser Commission 
• Enhanced participation fiscal impact 

• State: 

• Federal: 

• Total 

$155 n1illion 

$2,732 million 

$2,886 million 

NIW. ebraska 
Hospital 
Association 

The influer.tiol voice of Nebroskos hospitals 

Ten-Year Impact 

• Milliman 
• Mid-range participation fiscal impact 

• State: 

• Federal: 

• Total 

$526.3 million 

$3,977.1 million 

$4,503.4 million 

NlWebraSka 
Hospital 
Association 

The inlluenlial voice of I'lebrosko·s hospitals 
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Ten-Year Impact 

• Milliman 
• Full participation fiscal impact 

• State: 

• Federal: 

$765.9 million 

$5,495.3 million 

$6,261.2 million • Total 

Ten-Year Impact 
Summation 

~
ebraSka 

Hospital 
. Association 

The Inflver-tial voice of Nebraska's hospitols 

• Medicaid expansions will increase the: 
• Number of insured, and 

• Unpaid costs of public programs 
• Current margin from costs: - 24% 

• Potential margin from costs: - 29% 

• Medicare reductions exceed $850 million 
• Current n1argin from costs: - 16% 

• Estimated margin from costs in ten years: - 39% 

~
ebraSka 

Hospital 
Association 

The inf l uel ~tia l voice of I'lebrasko's hospitals 
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Ten-Year Impact 
Summation 

• Medicaid's Impact on Community Hospitals 
• Increased unpaid costs 

• Hospitals' share of Medicaid expenditures: 30% (estimated) 

• Projected margin from costs: -29% 

• Kaiser Commission: lower participation model 
• Increased state and federal expenditures: $2.451 billion 

• Additional unpaid costs of Medicaid: $300 million 

• Milliman: full participation model 
• Increased state and federal expenditures: $6.261 billion 

• Additional unpaid costs of Medicaid: $767 million 

Ten-Year Impact 
Summation 

NlWebraSka 
Hospital 
Association 

The jnlluertiol voice 01 Nebroska s hospitals 

• PPACA and HCEARA: Added Impact on 
Community Hospitals 
• Medicare reductions: $854 million 

• Medicaid unpaid costs: $300 - $767 million 

• Combined: $1.154 - $1.621 billion 

NIt\1ebraSka 
Hospital 

. Association 
The inlluel'1 ial vo ice 01 Nebraska's hospitals 
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Additional Questions? 

Thank you. 

Bruce Rieker 
Vice President, Advocacy 

(402) 742-8146 

brieker@nhanet.org 

NlWebraSka 
Hospital 
Association 

The influentiol voice of Nebroska's hospitals 
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Coverage Expansion 

The Patient Protection and Affordable Care 
Act (PPACA) of2010 and the Health Care and 

Education Affordability Reconciliation 
Act (HCEARA) of2010 

(PPACA Sections 1101,1323, 1334, 1401, 1421, 1501, 1512, and 2001; HCEARA Sections 
1002, 1003, and 1201) 

The PPACA and HCEARA increase insurance coverage for American citizens by: 
• Expanding the Medicaid program; 
• Creating a high risk insurance pool; 
• Allowing individuals up to age 26 to be covered under their parents' insurance plans; 
• Requiring insurance companies to cover individuals with pre-existing conditions; 
• Establishing state-based health insurance market places known as "Exchanges" where 

individuals not covered by employer-based or governmental health insurance can buy 
coverage; 

• Offering subsidies to low to moderate income Americans who buy insurance through 
the newly established exchanges; 

• Requiring all employers of 50 or more persons to provide health insurance coverage to 
their employees; and 

• Requiring all American citizens not covered by an employer-based or governmental 
plan to purchase health insurance. 

The Acts will eventually expand health insurance coverage to 32 million Americans who are 
currently uninsured, for total health coverage of 95% of all Americans. Based on Congressional 
Budget Office estimates, twenty-one million individuals would remain uncovered in ten years. 

v:l .-- Page 11 



Medicaid Program Expansion: Beginning in 2014, the Medicaid program will be expanded 
to cover non-elderly individuals, including parents; children; and childless adults, up to 133% 
of the federal poverty level (FPL). 

For most states, a federal matching rate of 100% will be provided for newly eligible individuals. 
The federal matching rate will decrease to 950/0 in 2017; 94% in 2018; 93% in 2019; and 900/0 
thereafter. For "expansion" states (those with Medicaid programs that already cover non­
pregnant, childless adults up to 133% of the FPL), federal support will be provided to reduce 
the state's share by 50% in 2014; 600/0 in 2015; 70% in 2016; 800/0 in 2017; and 900/0 in 2018 
for this portion of their Medicaid population. In 2019, expansion states will receive the same 
federal matching percent, 90%, for the costs of covering non-pregnant, childless adults as non­
expansion states. 

Creation of a High Risk Pool: 90 days after enactment of PPACA, a $5 billion national high­
risk insurance pool will be created to allow individuals with a pre-existing medical condition, 
who currently are unable to purchase private health insurance, to access insurance. This pool 
ends when the state-based exchanges become operational. 

Dependent Coverage for Young Adults up to 26 Years Old: Six months after enactment of 
PPACA, any group plan or plan purchased on the individual market that provides dependent 
coverage for children, must continue to offer such coverage until the child turns 26 (if the 
dependent child is not eligible for employer-sponsored coverage on his/her own). 

Children with Pre-existing Medical Conditions: Six months after enactment of PPACA, 
private insurance companies will be prohibited from denying coverage to children due to a pre­
existing condition. This requirement applies to all employer plans and new plans in the 
individual market (This provision will apply to all individuals in 2014.) 

Establishment of State-Based Health Insurance Exchanges: No later than January 1, 
2014, each state will establish state-based health insurance exchanges open to the individual 
and small group market Small employers, with 50 or fewer employees, will be able to shop for 
coverage in the Small Business Health Options Program (SHOP) exchange. The exchanges will 
be overseen by state insurance commissioners; the financial integrity of the Exchanges will be 
overseen by the Secretary of the U.S. Department of Health and Human Services. 

• Plan Requirements: Several levels of standardized, comprehensive benefit packages 
will be available at different levels of cost sharing. 

• OPM Plans: Each Exchange will provide access to multi-state, private plans under the 
supervision of the federal Office of Personnel Management (OPM). OPM is the agency 
that regulates and administers the Federal Health Employee Benefit Plan. 

• Co-ops: Federal funding for start-up loans and grants will be provided to qualified 
organizations to assist in the establishment of nonprofit, member-run health insurance 
Consumer Operated and Oriented Plans (Co-Ops). These plans would offer health 
insurance through the health insurance exchange. 

• Provider Payments: Providers will negotiate rates with the private plans offered 
through the exchanges, much the same as is currently done. 
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• Insurance Market Reforms: All plans operating in the exchanges will be subject to 
new insurance market reforms (see section on Insurance Market Reforms). 

Subsidies for Health Insurance Coverage: Premium assistance in the form of refundable 
and advanceable tax credits will be provided on a sliding scale to individuals and families with 
incomes between 100% and 400% of the FPL. The premium credits will be tied to the second 
lowest-cost silver plan 1 in the area and will be set on a sliding scale such that the 
individual's/family's premium contributions are limited to 2.0% of income for those between 
1000/0 and 1330/0 of the FPL up to 9.5% of income for those between 300% and 400% of the 
FPL. (Individuals with incomes less than 1330/0 FPL are intended to get their coverage through 
Medicaid.) The expected contributions will increase annually based upon premium growth 
rates. 

Small employers (with no more than 25 employees and average annual wages of less than 
$50,000) that purchase health insurance for employees are provided with a tax credit. 

Individual Mandate: Effective January 1, 2014, most individuals who are not covered by 
employer-based or governmental plans will be required to obtain acceptable health insurance 
coverage. Failure to purchase such coverage will result in a financial penalty equal to: the 
greater of $95 or 1 % of income in 2014; $325 or 2% of income in 2015; $695 or 2.5% in 2016; 
and continued indexed amounts after 2016, up to the cap of the national average "bronze" plan 
premium. Families with children will pay half of the penalty amount for children, up to a cap of 
$2,250 for the entire family. 

Employer Mandate: Effective March 1, 2013, employers will be required to provide notice to 
employees of their health insurance. options, including options available via the exchanges. 
Employers with 200 or more employees will be required to automatically enroll employees in 
health insurance plans, allowing individuals to opt-out. Employer penalties will apply for 
failure to provide affordable coverage as follows: 

• Employers with 50 or more full-time workers, that do not offer health insurance 
coverage will pay an assessment of $2,000 per full-time worker (not including the first 
30 workers) if any of their employees receive a tax credit to purchase insurance 
through the exchange. 

• Employers that offer unaffordable health insurance or a plan that does not cover at least 
60 percent of allowable costs will pay $3,000 for any employee that receives a tax credit 
in the exchange up to an aggregate cap amount set at $2,000 multiplied by the number 
of full-time employees. 

Internet Portal to Affordable Coverage Options: By July 1, 2010, the Secretary of Health 
and Human Services (the Secretary) must establish a mechanism, including an internet 
website, through which a resident of any state may identify affordable health insurance 
coverage options in that state. The internet website must provide information on private 

I The PPACA establishes four levels of plans that can qualify for offering through an exchange: bronze, silver, gold, 
and platinum (Section 1302). As listed here, the plans increase in the coverage value of benefits with the bronze 
level covering 60% of the actuarial value of total benefits and platinum covering 90% of the actuarial value of total 
benefits. 
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health insurance (including coverage offered through the state exchanges and co-ops, when 
applicable), the high risk pool, Medicare, and Medicaid. 

Medicare and Medicaid Payment Policies 

Medicare Update Factor Reductions 
(PPACA Section 3401; HCEARA Section 1105) 

Savings: U.S.-$156.6 billion over ten years; Nebraska-$ 687.2 million (excludes the impact of 
Home Health market basket reductions which are included in the Home Health Agency section 
below). 

The update factors for all Medicare Part A and B providers who are subject to a market basket 
or Consumer Price Index (CPI) update will be reduced to reflect estimated gains in 
productivity. A measure of multifactor productivity gains for the non-farm, general economy 
will be used (currently estimated at 1.3%) to reduce the update for inpatient and outpatient 
hospitals, inpatient psychiatric facilities, inpatient rehabilitation facilities, long-term care 
hospitals, nursing homes, home health, and hospice care providers. 

Further update reductions beyond the productivity adjustment will also be applied. 

No floor is established to protect provider updates from falling below zero. 

Productivity Offsets: 

Inpatient and Outpatient Hospitals, Inpatient Rehabilitation Facilities, 
Inpatient Psychiatric Facilities, Long-term Care Hospitals and Skilled Nursing 
Facilities: Beginning in 2012 and every year thereafter, productivity adjustments will 
be applied to these providers' Medicare update. 

Hospice Providers: Productivity reductions will begin in 2013. 
Home Health Agencies: Productivity reductions will begin in 2015. 

Update Factor Reductions in Addition to Productivity Offsets: 

Inpatient and Outpatient Hospitals, Inpatient Rehabilitation Facilities, and 
Inpatient Psychiatric Facilities: Market basket updates will be reduced by 0.25 
percentage points in 2010 and 2011. The reduction for hospital inpatient and 
rehabilitation applies to discharges after March 31, 2010. In addition to the annual 
productivity adjustment, the following market basket reductions will be applied: 0.10 
percentage points in 2012 and 2013; 0.30 percentage points in 2014; 0.20 percentage 
points in 2015 and 2016; and 0.75 percentage points annually in 2017 through 2019. 
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Long-Term Care Hospitals: The annual update factors for long-term care hospitals 
will be reduced by 0.25 percentage points in 2010 and 0.50 percentage points in 2011. 
In addition to the annual productivity adjustment, the following market basket 
reductions will be applied: 0.10 percentage points in 2012 and 2013; 0.30 percentage 
points in 2014; 0.20 percentage pOints in 2015 and 2016; and 0.75 percentage points 
annually in 2017 through 2019. 

Home Health Agencies: Reduces the annual update factors for home health agencies 
by 1.0 percentage point in 2011, 2012, and 2013. 

Hospice Providers: In addition to the annual productivity adjustment, the update 
factors for hospice providers will be reduced by 0.30 additional percentage points 
annually in 2013 through 2019. 

Medicare and Medicaid Disproportionate Share Hospital (DSH) Payment 
Reductions 

(PPACA Sections 2551 and 3133; HCEARA Sections 1104 and 1203) 

Savings: U.S.-$36.1 billion over ten years; Nebraska-$74.7 million (Medicare Only) 

The PPACA and HCEARA reduce Medicare and Medicaid DSH payments to adjust for reductions 
to the number of uninsured individuals. 

Medicaid DSH Reductions: Federal Medicaid DSH allotments will be reduced by $14.1 
billion over ten years, beginning with a $500 million cut in FFY 2014, and increasing to a 
$5.6 billion cut in FFY 2019. This represents an approximate 50% reduction compared to 
the $11.3 billion federal DSH allotment in FFY 2009. 

The Secretary is required to develop a methodology for reducing federal DSH allotments to 
each state. The largest DSH reductions would be imposed on the states that have the 
lowest uninsured percentages and on states that do not distribute DSH payments based on 
Medicaid inpatient volumes and uncompensated care (excluding bad debt). 

Medicare DSH Reductions: Medicare DSH payments, provided as part of the inpatient 
PPS, will be reduced by $22 billion over ten years, beginning in FFY 2014. 

250/0 of DSH payments are considered to be the "empirically justified" component of DSH 
and will continue to be paid to each hospital based on the current methodology 

750/0 of DSH payments will be subject to reductions to reflect reductions in the uninsured 
popUlation. For every percentage point reduction in the uninsured rate, DSH funding will 
be proportionally reduced. The calculation of the reduction in the uninsured population is 
modified to artificially increase the reduction of uninsured by an additional 0.1 percentage 
points in 2014 and 0.2 percentage points in 2015 through 2019; thereby increasing the 
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level of Medicare DSH cuts. After reduction, this portion of DSH funds would be distributed 
to hospitals based on each hospital's level of uncompensated care compared to total 
uncompensated care for all hospitals. 

Medicare Home Health Agency Payment Changes 
(PPACA Section 3131) 

Savings: U.S.-$39.7 billion over ten years; Nebraska-$71.2 million 

Payment Rebasing: PPACA calls for a rebasing of home health agency (HHA) payment rates, 
thereby reducing payments. Rebasing would take into account changes in the average number 
and types of visits per episode, intensity of visits, and growth in cost per episode. Reduced, 
rebased payments are to be phased-in over four years, beginning in 2014; reductions cannot 
exceed 3.5% each year. 

Cap on Outlier Payments: Beginning in 2011, reduces the HHA outlier pool from SOlo of total 
payments to 2.5% and establishes a 10% cap on the reimbursement a home health provider 
can receive from outlier payments. This mandates the policy that has already been adopted by 
CMS in its final rate year 2010 rule. 

,Rural Home Health Add-on: Provides a 30/0 add-on payment for home health service provided 
to Medicare beneficiaries in rural areas from April 1, 2010 through December 31, 2015. 

Market basket Reductions: See Medicare Update Factors section above. 

Medicare Skilled Nursing Facility Payment Changes 
(PPACA Section 10325) 

Delay in Implementation of RUGs-IV: Temporarily delays implementation of Version 4 of the 
Resource Utilization Groups (RUGs-IV) for one year, from FFY 2011 to FFY 2012. Requires that 
the Secretary implement a component of RUGs-IV specific to therapy furnished on a concurrent 
basis. The look-back period is revised to ensure that only those services furnished after 
admission to a skilled nursing facility are used as factors in determining a case-mix 
classification under the Skilled Nursing Facility Prospective Payment System. 

Medicare Rural Provisions 
(PPACA Sections 3121, 3122, 3123, 3124, 3125, 3126,3127,3128,3129, and 3131) 

Spending: U.S.-$300 million over ten years; Nebraska-$1.9 million (excludes the impact of 
the HHA rural add-on, which is included in the Home Health Agency section above). 

Extension of Outpatient Hold-Harmless Payments: Extends outpatient PPS hold-harmless 
payments for one year, through December 31, 2010. These hold-harmless payments are also 
expanded to apply to all Sole Community Hospitals, not just those with fewer than 100 beds. 
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Medicare Dependent Hospitals (MDHs): Extends the MDH classification, which is set to 
expire on September 30, 2011, for one additional year, through September 30, 2012. 

Critical Access Hospital Outpatient Payments: Makes a technical correction clarifying that 
CAHs which elect an all-inclusive outpatient payment will receive 101 % of reasonable costs for 
facility services, not 100% as interpreted by CMS in the 2010 inpatient rule. 

Clinical Diagnostic Laboratory Services: Reinstates reasonable cost payment for clinical lab 
tests performed by hospitals with fewer than 50 beds in qualified rural areas for the period July 
1, 2010 through June 30, 2011. A qualified rural area is one with a population density in the 
lowest quartile of all rural county populations. 

Medicare Payment Adjustment for Low-Volume Hospitals: Modifies the current low­
volume Medicare payment adjustment for FFYs 2011 and 2012. Allows hospitals to qualify for 
an adjustment if they are more than 15 road miles from another acute hospital and have less 
than 1,600 discharges during the fiscal year (currently, a low volume hospital must be more 
than 25 road miles from another acute hospital and have less than 800 discharges). The 
Secretary is required to determine the low-volume add-on amount using a linear sliding scale 
ranging from 250/0 for low-volume hospitals with Medicare discharges below a certain 
threshold, to no adjustment for hospitals with more than 1,600 Medicare discharges. 

Rural Community Hospital Demonstration Program: Extends, for five additional years, 
through December 31, 2014, the rural community hospital demonstration project which 
provides cost-based inpatient payment for rural hospitals with fewer than 51 beds. The Act 
also increases the number of participating hospitals from 15 to 30 and expands the eligible 
sites from the 10 states with the lowest population densities to the 20 lowest density states. 

Rural Home Health Add-on: See Medicare Home Health Agency Payment Changes section 
above. 

Expansion' of Community Health Integration Models in Rural Areas: Expands the 
demonstration which provides cost-based payment for integrated acute and post-acute care 
service models in certain rural counties within qualifying states. Eligible hospitals must be 
located in a state in which at least 65 percent of the counties in the state have six or less 
residents per square mile. The demonstration is restricted to four states selected by the 
Secretary. The PPACA removes the current limit of six counties per state and extends the 
demonstration to allow inclusion of physician services. 

MedPAC Review of Medicare Payments for Rural Areas: Requires MedPAC to review 
payment adequacy for rural health care providers serving the Medicare program and report to 
Congress by January 1, 2011. 

Medicare Rural Hospital Flexibility Program: Extends the "FLEX" program for an additional 
two years through 2012. Allows Small Rural Hospital Improvement grant program funding to 
support small rural hospitals' participation in the delivery system reform programs outlined in 
this legislation (such as VBP, bundling, and accountable care organizations). 
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Medicare Hospital Wage Index 
(PPACA Sections 3137, 3141 and 10324) 

Spending: U.S.-$2.3 billion over ten years; Nebraska-Minimal impact 

Wage Index Reform: PPACA mandates that the Secretary report to Congress by December 31, 
2011 with recommendations for comprehensive reform of the Medicare wage index system. 
The plan is required to take into account the 2007 MedPAC wage index report, including the 
proposed use of Bureau of Labor Statistics data and the recommended redefinition of wage 
areas. 

Establishment of a Wage Index Floor for Hospitals and Physicians in Select "Frontier" 
States: Establishes a hospital wage index floor of 1.0 for inpatient hospital services (for 
discharges on or after October 1, 2010) and outpatient services (for services furnished on or 
after January 1, 2011) in "frontier" states (defined as states where over 50% of the counties 
have a population density less than 6 persons per square mile). This provision is not subject to 
budget neutrality. A floor of 1.0 would also apply to the practice expense for physician services 
provided on or after January 1, 2011 in these frontier states. 

Extension of Section 508 Legislative Medicare Wage Index Reclassifications: Extends for 
one year, through September 30, 2010, special Section 508 Medicare hospital wage index 
reclassifications. By April 1, 2010, CMS must recalculate the reclassified wage indexes to 
include the data for those hospitals that reclassify under Section 508. If the resulting 
reclassified wage index value for a Section 508 hospital is higher than the reclassified value 
paid prior to April 1, the Secretary must retroactively adjust its payments by December 1, 
2010. 

Restoration of Medicare Hospital Wage Index Reclassification Thresholds: Directs the 
Secretary to restore, for FFY 2011, the lower FFY 2008 Medicare hospital wage index 
reclassification thresholds used in 2008 to compare hospitals' average hourly wages (AHWs), 
for the' purpose of determining wage index reclassifications (the AHW comparison criterion 
was made stricter over the past two years). 

Application of Budget Neutrality for the Medicare Hospital Wage Index: Beginning in FFY 
2011, requires that the application of budget neutrality associated with the effect of the 
Medicare wage index rural floor and imputed rural floor be applied on a national, rather than 
state-specific basis through a uniform, national adjustment to the area wage index. (The 
current methodology that applies the wage index floor budget neutrality adjustment at the 
state level was adopted by CMS in FFY 2009.) 

Page 18 



Medicare Advantage Payments 
(PPACA Section 3201; HCEARA Section 1102) 

Savings: U.S.-$131.9 billion over ten years. 

Medicare Advantage (MA) payments are frozen in 2011. Beginning in 2012, phases-in 
reductions to the Medicare Advantage county-level benchmark rates such that the average MA 
payment per beneficiary is about 100% of per capita spending for traditional fee-for-service 
(FFS) Medicare. Adjustments will be made to these benchmarks based measures of spending 
per capita and on MA plans' performance on quality and patient satisfaction measures. The 
base benchmarks will range from 95% of FFS spending per capita in the highest cost counties 
(top quartile) to 115% ofFFS in the lowest cost counties (bottom quartile). 

Independent Payment Advisory Board (IPAB) 
(PPACA Section 3403) 

Savings: U.S.-$13.3 billion over ten years. 

Establishment of IPAB: Establishes an IPAB to submit proposals to Congress beginning in 
2014 that would reduce Medicare spending by maximum targeted amounts (0.5 percentage 
point reduction in 2015 increasing to a 1.5 percentage point reduction in 2018 and beyond) if it 
is determined that there is excess cost growth in the Medicare program. Congress could modify 
or pass an alternative to the proposals, but is required to maintain the targeted level of 
Medicare savings for the year. The Board's original proposal must be implemented if Congress 
does not consider the Board's proposal. 

Exemption from Board Proposals: Providers such as hospitals and hospices that are 
scheduled to receive a reduction to their market basket update in excess of a productivity­
based reduction are exempt from any proposed reductions from the Board through 2019. 
CAHs are not exempt from the Board's proposals. 

Other Medicare and Medicaid Payment Provisions 
(PPACASections 10501, 3132, 3138, 3142 and 6411) 

Updating Outpatient Payments for PPS-Exempt Cancer Hospitals: Requires CMS to conduct 
a study to determine if the outpatient costs incurred by PPS-exempt cancer hospitals exceed 
the costs of other hospitals reimbursed under outpatient PPS. If appropriate, CMS will provide 
an adjustment for services starting January 1, 2011. 

Expansion of the Recovery Audit Contractor (RAC) Program: The RAC program, which 
currently audits Medicare Part A and Part B claims, is expanded to include audits of Medicare 
Parts C and D. 

Expansion of the RAC Program to Medicaid: By December 31, 2010, each State must 
establish a similar program for Medicaid under which the State contracts with a recovery audit 
contractor. Payment to the Medicaid RAC must be made on a contingency basis. 
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Medicare Claims Submission: Beginning January 1, 2010, reduces the maximum period for­
requests for payment from three years to one year. All requests for payment for services 
furnished prior to January 1,2010 must be submitted by December 31, 2010. 

PPS for Federally Qualified Health Centers (FQHCs): Requires CMS to develop a FQHC PPS 
system. The PPS will be effective for cost reporting periods beginning on or after October 1, 
2014. ' 

Hospice Payment: Requires CMS to study possible revisions to the payment rates for hospice 
care and allows implementation of changes on or after October 1, 2013. The revisions may 
include adjustments to reflect changes in resource intensity in providing services during the 
course of the entire episode of hospice care. 

Urban Medicare Dependent Hospital Study: Requires CMS to study and make 
recommendations to Congress by November 2010 on whether the Medicare Dependent 
Hospital (MDH) payment methodology that is currently applied to small rural hospitals should 
be extended to urban Medicare-dependent hospitals. Urban Medicare-dependent hospitals are 
defined as facilities with more than 60 percent of inpatient days or discharges covered by 
Medicare that do not receive any DSH or IME payments. 

Medicare and Medicaid Delivery System Reforms 

Medicare Readmissions Payment Policy 
(PPACA Sections 3025 and 3026) 

Savings: U.S.-$7.1 billion over ten years; Nebraska-$21.0 million 

Beginning in FFY 2013, acute care hospitals with higher than expected risk-adjusted 
readmission rates will receive reduced Medicare payments for every discharge. Payments will 
be reduced by the lower of a hospital-specific readmissions adjustment factor or a pre­
determined floor (see below). In the first two years (FFYs 2013 and 2014), the payment policy 
will be based on readmissions related to three conditions: heart failure, heart attack, and 
pneumonia. By the third year (FFY 2015), the payment policy will be expanded to include 
chronic obstructive pulmonary disease (COPD), coronary artery bypass graft (CAB G), 
percutaneous transluminal coronary angioplasty (PTCA), and other vascular procedures. The 
Secretary has the authority to expand the policy to additional conditions in future years, 
including all-cause readmissions. 

Maximum Payment Reduction for Individual Facilities: 1.00/0 in FFY 2013, increasing to 
3.0% in FFY 2015 and thereafter. 
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Sole Community Hospitals and Medicare-Dependent, Small Rural Hospitals: The payment 
adjustment for these hospitals will only be applied to the federal portion of the Medicare 
payment rate (not the hospital-specific amount, if applicable). 

Critical Access Hospitals: CAHs are not included in the readmissions payment penalty policy. 

Public Reporting of Hospital-Specific Readmissions Rates: Requires the Secretary to 
publicly post (on the CMS Hospital Compare website) all-payer readmission rates for identified 
conditions. This would require hospitals to submit all-payer claims-level data to CMS, either 
independently or through their state data agency. This provision applies to cancer, children's, 
rehabilitation, long-term care, and psychiatric inpatient facilities as well. 

Assistance for High Readmission Hospitals: The Secretary is mandated to establish a quality 
improvement program by March 2012 for hospitals with high severity-adjusted readmission 
rates. Eligible hospitals would work with patient safety organizations to implement processes 
to improve readmission rates. In addition, beginning in January 2011, $500 million in funding 
will be available over a five-year period to fund a Community Care Transitions Program for 
hospitals with high readmission rates and partnership organizations to implement care 
transitions using evidence-based interventions for targeted high-risk beneficiaries. 

Post-Acute Care Providers: Requires reporting of all-patient claims data for posting of 
readmission rates on the Hospital Compare site (see above). 

Establishment of a Medicare Value-Based Purchasing (VBP) Program 
(PPACA Sections 3001, 3006, 3007, and 10326) 

Savings: Budget neutral 

Inpatient Hospitals: The Medicare VBP payment program begins in FFY 2013 (reporting 
begins in FFY 2012) and will be budget-neutral, with each year's funding pool fully distributed 
to hospitals in that same year. The VBP program will be funded by Medicare inpatient payment 
reductions, beginning with a 1.0% reduction in FFY 2013 and increased by 0.25% each year 
until the reduction reaches 2.0% for FFY 2017 and subsequent years. 

The VBP program applies to all "subsection (d)" inpatient hospitals-all hospitals under the 
Inpatient Prospective Payment System (PPS) excluding psychiatric, rehabilitation, children's, 
cancer, and long-term care hospitals. Critical Access Hospitals (CAHs) and small hospitals with 
insufficient numbers of measures and/or cases are excluded from the program. The PPACA 
mandates that, within two years, the Secretary establish two separate, three-year VBP 
demonstration programs, one for CAHs and one for the small excluded hospitals. Each of the 
demonstration programs are to culminate in a report to Congress and recommendations for 
permanent VBP programs. 

The Secretary is responsible for selecting measures, determining the scoring methodology, and 
determining the payment methodology. Hospitals that meet or exceed a performance standard 
set by the Secretary will be eligible to earn back the money contributed to the pool. The 
methodology must recognize both achievement of standards and improvement. Hospital 
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scores will be determined in advance of the payment year using data from a prior period and 
hospitals that meet or exceed standards will receive an increase in the payment rate for that 
year. 

In FFY 2013, measures must cover at least the following conditions: acute myocardial 
infarction (AMI), heart failure, pneumonia, surgeries from the Surgical Care Improvement 
Project, and healthcare-associated infections. Measures must also be selected related to the 
Hospital Consumer Assessment of Healthcare Providers and Systems survey (HCAHPS). No 
earlier than FFY 2014, the Secretary is required to include efficiency measures (including 
adjusted Medicare spending per beneficiary) as part of the YBP program. The use of 
readmissions measures as part of the YBP program is expressly prohibited. 

Post-Acute Care Providers and Ambulatory Surgical Centers: The Secretary must submit 
plans to Congress for YBP programs for home health providers and skilled nursing facilities by 
October 1, 2011 (FFY 2012). A YBP plan for ambulatory surgical centers must be submitted by 
January 1, 2011. 

Physicians: Establishes a value-based payment modifier that allows for differential payments 
to physicians based upon quality and cost indicators. 

VBP Pilot Programs: Beginning in 2016, the Secretary is required to implement pilot 
programs to test YBP payments for inpatient psychiatric facilities, long-term care hospitals, 
inpatient rehabilitation facilities, cancer hospitals, and hospice programs. The pilots must be 
budget neutral. The programs may be expanded beginning in 2018. 

Establishment of Delivery System Reform Programs, Pilots, and 
Demonstration Projects 
(PPACA Sections 2704,2705, 2706, 2707, 3022, 3023, 10308, and 10504) 

Savings: U.S.-$4.9 billion over ten years. 

Medicaid Demonstration Projects: The Secretary is authorized to conduct the following 
Medicaid demonstration projects: 

• Medicaid bundled payment demonstrations to evaluate integrated care around a 
hospitalization, in up to eight states beginning in 2012; 

• Medicaid global payment demonstrations for safety net hospitals in up to five states 
beginning in 2010; 

• Pediatric Accountable Care Organization demonstrations beginning in 2012; and 
• Medicaid emergency psychiatric demonstration projects beginning in 2011. 

Medicare Payment Bundling Pilot: The Secretary will implenlent a national pilot program for 
bundling payments in 2013. 

eMS will select ten conditions to be included in the pilot program. The bundled service would 
include care delivered three days prior to hospital admission and extend through 30 days 
following discharge; and would cover: 
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• acute care inpatient services including readmissions; 
• outpatient hospital services including emergency room; 
• physician care, including services in and out of the hospital; and 
• post-acute care, including home health services, skilled nursing facility, inpatient 

rehabilitation, and long-term care hospital services. 

An entity comprised of providers, including a hospital; a physician group; a skilled nursing 
facility; and a home health agency, could submit an application to join the pilot program. The 
Secretary is required to consult with representatives of small rural hospitals and Critical Access 
Hospitals regarding their participation in the pilot program. 

The Secretary will develop bundled payment rates and will test payments based on bids 
submitted by the entities. Annual payments under the pilot to a single entity may not exceed 
what would otherwise be paid for the same services under the current Medicare program(s). 

The Secretary may expand the duration and scope of the pilot at any time after January 1, 2016, 
if he/she determines the extension would result in improving the quality of patient care and 
reducing spending. In 2016, CMS must report to Congress on the results of the pilot program. 

Medicare Accountable Care Organizations (ACOs): Establishes a program, beginning in 
2012, to allow groups of providers to be recognized as ACOs and share in the cost savings they 
achieve for the Medicare program. 

Hospitals can take the lead in formation of an ACO and ACOs may include: 

• group practice arrangements; 
• networks of individual physician practices; 
• partnerships or joint-venture arrangements between hospitals and practitioners; and 
• hospitals employing practitioners. 

To qualify, the organization must act as the primary care provider for at least 5,000 Medicare 
fee-for-service beneficiaries. ACO providers must agree to participate for at least three years. 

Hospitals and other providers in the ACO would be allowed to share in the Medicare cost 
savings they achieve if: 1) the ACO meets quality performance standards established by the 
Secretary; and 2) average per capita Medicare expenditures are below a benchmark based on 
the claim history and characteristics of the patients assigned to the ACO. 

Demonstration Project to Provide Access to Affordable Care: Within 6 months after 
enactment of PPACA, the Secretary (acting through HRSA) must establish a 3-year 
demonstration in 10 states to provide access to comprehensive health care services to 
uninsured individuals at reduced fees. 
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Addressing Geographic Variation in Health Spending 
(PPACA Section 3001; HCEARA Section 1109) 

Spending: U.S.-$400 million over two years 

Use of Efficiency Measures in VBP: Requires the Secretary to include efficiency measures in 
an inpatient hospital VBP program by FFY 2014. Measures of Medicare spending per 
beneficiary adjusted for age, sex, race, severity of illness, and other factors that the Secretary 
determines to be appropriate must be included. 

Payments to Qualifying Hospitals: Beginning in FFY 2011, HCEARA provides new Medicare 
funding - $400 million over two years - to be allocated to hospitals located in counties within 
the lowest quartile of total Medicare Part A and Part B spending per enrollee nationwide. 
Spending must be adjusted to account for age, sex, and race. 

Medicare and Medicaid Health Care-Acquired Conditions (HAC) Payment 
Policies 
(PPACA Sections 2702 and 3008) 

Savings: U.S.-$1.4 billion over ten years 

The PPACA extends the existing Medicare HAC policy to the Medicaid program. Medicare 
currently reduces payments to hospitals for cases in which one of a select number of secondary 
diagnoses was not present on admission and, therefore, considered to be health care-acquired. 

Medicare HAC Payment Policy: Beginning in FFY 2015, hospitals in the worst 25th percentile 
of risk-adjusted HAC rates will be subject to a 1.0% payment penalty under Medicare. The 
reduction will be applied in addition to current CMS payment adjustments for HACs. The 
Secretary must publicly report on hospitals' HAC measures and is required to study and report 
to Congress by January 1, 2012 on expanding the HAC policy to inpatient rehabilitation 
facilities, long-term care hospitals, hospital outpatient departments, skilled nursing facilities, 
ambulatory surgical centers, health clinics, and other hospitals excluded from the Inpatient 
PPS. 

Medicaid HAC Payment Policy: Beginning on July 1, 2011, state Medicaid programs must 
adopt policies ensuring that higher Medicaid payments are not made for cases with conditions 
covered by the Medicare HAC policy_ The Secretary may exclude certain Medicare HACs 
determined to be inapplicable to Medicaid populations. 

Expansion of Medicare and Medicaid Quality Reporting Programs 
(PPACA Sections 2701,3002,3004,3005, 3011- 3015, 10322 and 10331) 

The Secretary is required, through a transparent collaborative process, to establish a national 
strategy to improve the delivery of health care services, patient health outcomes, and 
population health. The Secretary shall collaborate, coordinate, and consult with the state 
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agencies responsible for administering the Medicaid program and the Children's Health 
Insurance Program with respect to developing and disseminating strategies, goals, models, and 
timetables that are consistent with national priorities. 

The PPACA calls for the creation of an Interagency Working Group to coordinate and 
streamline federal quality activities. The Group's first report must be issued no later than 
December 31, 2010. 

Pay-for-Reporting: Implements Medicare pay-for-reporting programs for long-term care 
hospitals, inpatient rehabilitation facilities, inpatient psychiatric facilities, and hospice 
providers in 2014. Providers that do not report will be subject to a two percentage point 
reduction in their annual market basket update. Mandatory physician reporting is established 
beginning in 2015 with comparable penalties for non-compliance (a 20/0 reduction to payments 
by 2016). 

Additional Medicare Quality Reporting: Requires reporting of quality and efficiency 
measures for cancer hospitals in 2014. 

Quality Compare Websites: The Secretary is mandated to improve the functionality and ease 
of use for the various CMS quality comparison websites. The Secretary must make all data 
reported by providers under the pay-for-reporting program available for public inspection via 
the quality comparison websites. 

Physician Compare Website: No later than January 1, 2013, the Secretary shall implement a 
plan for making publicly available, through a Physician Compare website, information on 
physician performance that provides comparable information on quality and patient 
experience measures with respect to physicians enrolled in Medicare. To the extent 
scientifically sound measures are available, such information, to the extent practicable, shall 
include measures collected under the Physician Quality Reporting Initiative; an assessment of 
patient health outcomes and the functional status of patients; an assessment of the continuity 
and coordination of care and care transitions, including episodes of care and risk-adjusted 
resource use; an assessment of efficiency; an assessment of patient experience and patient, 
caregiver, and family engagement; an assessment of the safety, effectiveness, and timeliness of 
care; and other information as determined appropriate by the Secretary. 

Medicaid Quality Measurement and Reporting: No later than January 1, 2011, the Secretary 
must identify and publish priorities for the development and advancement of quality measures 
for adults in the Medicaid program. These measures are to be reported and used by providers, 
state Medicaid programs, and health insurers (including managed care entities) that contract 
with state entities. 

By January 1, 2012, the Secretary must publish an initial core set of adult health quality 
measures that are applicable to Medicaid eligible adults. By January 1, 201,3, the Secretary, in 
consultation with states, must develop a standardized format for reporting information based 
on the initial core set of adult health quality measures and create procedures to encourage 
states to use those measures to voluntarily report information regarding the quality of health 
care for Medicaid eligible adults. . 
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No later than 12 months after the release of the recommended core set of adult health quality 
measures Oanuary 1, 2013), the Secretary is to establish a Medicaid Quality Measurement 
Program. Beginning not later than 24 months after the ~stablishment of the Medicaid Quality 
Measurement Program, and annually thereafter, the Secretary shall publish recommended 
changes to the initial core set of adult health quality measures. 

A similar program for Medicaid/CHIP eligible children was enacted under the Child Health 
Insurance Program' Reauthorization Act (CHIPRA) of 2009. 

CMS Center for Medicare and Medicaid Innovation (CMI) 
(PPACA Section 3021) 

Savings: U.S.-$1.3 billion over ten years. 

By 2011, the Center for Medicare and Medicaid Innovation (CMI) will be established to test 
innovative payment and service delivery models to improve the coordination, quality, and 
effiCiency of health care services provided to Medicare and Medicaid beneficiaries. Gives 
preference to models for which there is evidence that the model addresses a defined 
population for which there are deficits in care leading to poor clinical outcomes or potentially 
avoidable expenditures. 

The Secretary may expand (including implementation on a nationwide basis) the duration and 
the scope of a model that is being tested or a demonstration project to the extent determined 
appropriate, if the Secretary determines that such expansion is expected to reduce spending 
under the Medicare and/or Medicaid program without reducing the quality of care; or improve 
the quality of care and reduce spending; and the Chief Actuary of CMS certifies that such 
expansion would reduce the Medicare and/or Medicaid program. 

The Secretary is required to report to Congress every other year beginning in 2012 on the 
model tested under the eMI and make recommendations for legislative action to facilitate the 
development and expansion of successful payment models. Funding is set at $5 million in FFY 
2010, $10 billion for the period FFY 2011 through 2019, and an additional $10 billion for each 
subsequent ten-year period. 

Additional Provider Issues 

Medicare Graduate Medical Education (GM~) 
(PPACA Sections 5503, 5504, and 5506) 

Spending: U.S.-$l.l billion over ten years. 

GME payments to hospitals are protected, maintaining current levels of funding for Indirect 
Medical Education and Direct Medical Education in perpetuity. 
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Redistribution of Unused Resident Slots: Effective July 1, 2011, redistributes 65% of the 
currently unused training slots. Unused slots will be based on each hospital's highest resident 
level in any of the three most recent cost reporting periods prior to July 1, 2011. Rural 
hospitals with less than 250 beds and hospitals that participated in voluntary reduction 
programs are exempt from reductions. Hospitals may apply to receive up to 75 additional 
residency positions. In return, the hospital will be required to use at least 750/0 of the increase 
for primary care or general surgery residency and to maintain its quantity of primary care 
residents. Priority will be given to hospitals located in states with low resident-to-population 
ratios; hospitals in one of the top ten states for the ratio of the total population living in a 
Health Professional Shortage Area (HPSA); and hospitals located in rural areas. 

Preservation of Resident Slots from Closed Hospitals: Resident slots from closed hospitals 
will be redistributed using a process to be determined by the Secretary. Priority will be given 
to other hospitals within the same Core-based Statistical Area (CBSA), followed by hospitals 
within the same state. This includes hospitals that have closed up to two years prior to 
enactment. 

Resident Time in Non-Provider Settings: Allows hospitals to be paid for resident training in 
non-hospital settings if the hospital incurs the costs of the stipends and fringe benefits for the 
resident. Further, hospitals are now allowed to count time spent by a resident in non-patient 
care activities such as didactic conferences and seminars. . 

Hospital Reporting of Charges 
(PPACASection 1001) 

Effective for FFY 2011, requires hospitals to publicize a list of standard charges for items and 
services provided by the hospital, including DRGs. 

New Requirements Applicable to Tax-Exempt Status 
(PPACA Section 9007) 

Establishes the following additional criteria for hospitals to maintain their Section 501(c)(3) 
tax-exempt status: 

• implementation of strategies to meet community needs - based on the findings of 
periodic health needs assessments; 

• adoption of a financial assistance policy with criteria to qualify, basis for payment and 
defined collection policies; . 

• limitation of charges for those who qualify for financial assistance to no more than the 
amounts generally billed to those with insurance, and prohibits the use of gross 
charges; and 

• requirement that 501(c)(3) hospitals not engage in extraordinary collection actions. 

In addition to meeting all four reporting requirements to maintain tax-exempt status, a $50,000 
excise tax will apply for hospitals that fail to meet the community health plan requirements. 
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The Internal Revenue Service is required to review information about a hospital's community 
benefit activities at least once every three years. 

The Secretary is required to report to Congress on the levels of charity care, bad debt, 
unreimbursed costs of non means-tested government programs, and the cost of community 
benefit activities incurred by tax-exempt, taxable, and government hospitals. 

340B Drug Discount Program 
(PPACA Section 7101; HCEARA Section 2302) 

Extension of 3408 Program: Beginning January 1,2010, extends access to the 340B program 
to certain children's and cancer hospitals, CAHs, Sole Community Hospitals (SCHs), and Rural 
Referral Centers (RRCs). SCHs and RRC must have a DSH adjustment percentage equal to or 
greater than 8 percent; children's and cancer hospitals must meet the same DSH requirements 
as other subsection (d) hospitals - a minimum DSH percentage of 11.750/0; CAHs are exempted 
from the DSH requirement. The program is not extended to Medicare Dependent Hospitals. 

Medical Liability Reform 
(PPACA Section 6801) 

The Secretary is authorized to award $50 million in demonstration grants to states over a 
period of five years, beginning FFY 2011, for the development, implementation, and evaluation 
of alternatives to the existing civil litigation system. Each state desiring a grant is required to 
develop an alternative to current tort litigation that allows for the resolution of disputes over 
injuries allegedly caused by health care providers or health care organizations, and promotes a 
reduction of health care errors by encouraging the collection and analysis of patient safety data 
related to disputes resolved by organizations that engage in efforts to improve patient safety 
and the quality of health care. 

Nursing Home Reporting Requirements 
(PPACA Sections 6102 through 6107) 

Skilled nursing facilities are required to provide information on the ownership and governing 
body of the facility, staffing, and wages and benefits. CMS is required to publically report data 
on staffing, number of substantiated complaints, and criminal violations by a facility or its 
employees. Nursing homes are required to operate a compliance and ethics program. 

Medically Underserved Populations and Health Professions Shortage 
Areas 
(PPACA Section 5602) 

The Secretary is required to initiate a negotiated rulemaking process to establish a 
methodology and criteria for designation of medically underserved populations and health 
professions shortage areas. 
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Health Insurance Market Reforms 
(PPACA Sections 1001, 1002, 1003, 1005, 1201, 1251 .... 1253, and 1301-1304) 

No Lifetime or Annual Limits: Six months after enactment, health plans must eliminate 
lifetime, annual, or unreasonable limits on coverage. The law, however, does not prevent a 
plan that does not provide essential health benefits, as defined by the Secretary, from placing 
per beneficiary limits on specific covered benefits. 

Prohibition of Rescissions: Six months after enactment, the ban on the practice where 
insurers retroactively cancel health coverage will be extended to employer-based group 
policies, except in the case of fraud. 

Medical Loss Ratio (MLR): Six months after enactment, the minimum required MLR for the 
group market will be 80%. The minimum MLR required for the individual market will be 750/0. 
State law that requires a higher MLR will preempt this new federal standard, unless the 
Secretary determines the State's minimum MLR may destabilize the individual market. 

Each year, health plans must submit a report detailing the percent of total premium revenu~ 
that is spent on provider reimbursement, activities that improve health care quality, and all 
other non-claim costs, excluding taxes. The report will be made public on the Health and 
Human Services (HHS) website. 

Appeals Process: Six months after enactment, health plans must have in place an effective 
process for appeals of coverage determinations and claims. At a minimum a plan must: 

• Have in effect an internal claim appeal process; 
• Provide notice to enrollees of available internal and external appeals processes; 
• Allow an enrollee to review their file, to present evidence and testimony as part 

of the appeals process, and to receive continued coverage pending the outcome 
of an appeal; and 

• Provide an external review process that includes the consumer protections set 
forth in the Uniform Review Model Act. The Act, promulgated by National 
Association of Insurance Commissioners (NAIC), establishes standardized 
protocols for external review to ensure that covered persons have the 
opportunity for an independent review of an adverse determination or final 
adverse determination regarding benefits for specific procedures or services. 

Annual Review of Premiums: Six months after enactment, the Secretary, in cooperation with 
States, will establish a process for the annual review of unreasonable increases in premiums. 
The process will require health plans to submit a justification for an unreasonable premium 
increase prior to the implementation of the increase. The plan must also prominently post the 
justification on its website. 

In 2014, the Secretary and the states will begin monitoring premium increases offered through 
and outside of an exchange. When determining whether to offer a health plan in the large 

Page 119 



group market through an exchange the state must take into account excess premium growth 
outside of the exchange compared to the rate of premium growth inside the exchange. 

Mandated Coverage for Preventive Health Services: Six months after enactment, a health 
plan must provide coverage without cost-sharing requirements for certain preventive care 
services. 

Extension of Non-discrimination Rules: Six months after enactment, health plans may not 
discriminate in favor of highly compensated employees in terms of eligibility to participate and 
the level of benefits under a plan. 

Uniform Coverage Documents: Plans must provide a summary explanation that accurately 
describes benefits and coverage to participants prior to enrollment. The Secretary will provide 
standards for developing the summary by 2011 and plans will be required to distribute the 
new summary by 2013. 

Ensuring Quality of Care: By 2012 the Secretary will develop reporting requirements for use 
by health plans aimed at improving health outcomes. These reporting requirements may affect 
provider reimbursement. The Secretary will also promulgate regulations that will provide 
criteria for determining a reimbursement structure aimed at improving health outcomes. 

Guaranteed Availability and Renewability of Coverage: Beginning in 2014, health plans that 
offer coverage must accept every employer and individual that applies for coverage. The plan 
must also renew or continue to offer coverage for all members. 

Waiting Period Restrictions: Beginning in 2014, Health plans may not impose any waiting 
period in excess of 90 days. 

No Discrimination Based on Health Status: Beginning in 2014, health plans may not 
establish rules for eligibility to enroll based on the individual's health status. 

Mandated Coverage for Clinical Trials: Beginning in 2014, health plans cannot deny 
participation of a qualified individual in a clinical trial, deny coverage of routine costs in 
connection with the clinical trial, or discriminate on the basis of participation in a clinical trial. 

Fair Health Insurance Premiums: Beginning in 2014, premium rates may only vary by: 
• Whether the plan covers an individual or family; 
• Rating area (to be established by the State); 
• Age - may not vary more than 3:1 for adults; and/or 
• Tobacco use - may not vary more than 15:1 

Mandated Cost-Sharing Limits: Beginning in 2014, health plans must limit cost-sharing 
amounts to the limits applicable to high deductible health plans. Group health plans cannot 
have deductibles that exceed $2,000 for single coverage or $4,000 for any other coverage. 
These amounts are subject to cost-of-living adjustments after 2014. 
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Administrative Simplification 
(PPACA Section 1104) 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) has been amended to 
ensure the establishment of uniform standards and requirements for electronic transmission of 
health information and to reduce the clerical burden on patients, health care providers, and 
health plans. 

All standards and associated operating rules for Health Information Technology (HIT) adopted 
by the Secretary will: 

• Enable determination of individual's eligibility and financial responsibility for 
services prior to or at the point of care; 

• Require minimal augmentation by paper or other communications; 
• Provide for timely acknowledgement, response, and status reporting that 

supports a transparent claims and denial management process, including 
adjudication and appeals; and 

• Describe all data elements, including reason and remark codes, in unambiguous 
terms and all data elements will be required. 

The Secretary will adopt a single set of operating rules for each HIT transaction with the goal of 
creating as nluch uniformity in the implementation of the electronic standards as possible. 

Eligibility and claim status - may include the use of machine readable ID cards 
o Rules will be adopted July 11 2011 
o Rules must be in effect January 1,2013 

Page 121 



N ebraska hospitals continue to do much more than care for the sick and 
injured among us. Providers go beyond the delivery of core health care 
services, providing a safety net 24 hours per day, 7 days per week. Nebraska's 

hospitals provide compassionate care for all, regardless of a patient's ability to pay. 
This is evident in the nearly $828 million in community benefits reported in the 
2009 Nebraska Hospitals Community Benefits Report. 

Aside from offering traditional charity care, hospitals provide community benefits in 
other forms, such as community health education and outreach, health professions 
education, research, subsidized health services and community activities. These 
nontraditional community benefits-both on the hospital campus and beyond the 
hospital walls-improve health status, increase access to care and enhance the quality 
of their communities' lives. 

The impact of hospitals on our communities may be felt in other ways. Nebraska 
hospitals contribute to the economy by creating jobs and generating business. In fact, 
Nebraska hospitals employ nearly 42,000 individuals, resulting in over 83,000 jobs in 
the state created due to hospital jobs. The health care sector is an economic mainstay, 
providing stability and even growth during times of recession. 

The stories and pictures in this publication are examples of how Nebraska hospitals 
go far beyond the delivery of traditional hospital care to bring health-related services 
to the people of their communities to make our state a better place to live, work, learn 
and grow. The value of hospitals is more than you see in anyone example of care or in 
anyone set of numbers. It is in all the ways our hospitals are caring for Nebraskans. 

Total Value of Community 
Benefits Provided by 
Nebraska's Hospitals 

2 I 2009 NEBRASKA HOSPITALS COMMUNITY BENEFITS REpORT 

"",!"" 

$828 MILLION 

$17 Million 
Community Benefits Services 

$42 Million 
Health Professions Education 

$54 Million 
Subsidized Health Services 

$3 Million 
Research 

$24 Million 
Cash and In-kind Donations 

$1 Million 
Community Benefit Operations 

$3 Million 
Community Building Activities 

$24 Million 
Other 

$134 Million 
Traditional Charity Care 

$526 Million 
Unpaid Costs of Public Programs 
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Sixty-nine of the 85 NHA member hospitals participated in the 2009 

Nebraska Hospitals Community Benefits Survey. 

• The data represents the aggregate results of the community benefits 
inventory for each reporting hospital's fiscal year 2008 activities. 

• Data reported for fiscal year 2008 includes additional categories, 
aligning with the new IRS Form 990 and its Schedule H. 
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Traditional charity care 116,434,000 

Unpaid Cost of Public Programs: 

Medicare 345,878,000 

Medicaid 122,104,000 
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Community health education and outreach 8,290,000 

Community-based clinical services 2,207,000 

Health care support services 6,136,000 

HealtliFr6fe~sibfrs~ EdtiGation;,-~', " 
,. .- ' - . f ~, ," 1' .·';; _ , , __ .: : . .:_'~ 4,3,791~OOP , 
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11,365,000 
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Emergency and trauma care 5,564,000 

Neonatal intensive care 1,680,000 3,445,55° 

Community clinics 2,494,000 j: .2,074f805:' 
Hospital outpatient services 12,468,000 k ,. ,-' 12,POs.,093 

Women's and children's services 2,316,000 r:'; . , "2-,653;678 

Subsidized continuing care 2,572,000 I . ... &478,i98, 

Behavioral health services 2,281,000 

Palliative care 

Other subsidized health services 19,877,000 

20 I 2009 NEBRASKA HOSPITALS COMM UNITY BENEFITS REPORT 

The data includes an analysis of community benefits between fiscal year 2007 and 
fiscal year 2008. 

Over $86 million MORE in community benefits were reported in 2008 than 
in 2007. 

Sixty-nine hospitals provided fiscal year 2008 data, while 76 hospitals reported 
data for fiscal year 2007. 

Data reported for fiscal year 2008 includes additional categories, aligning with 
the new IRS Form 990 and its Schedule H. 
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Nebraska Medicaid Reform Biennial Report 

Neb. Rev. Stat. § 68-908(4) 

I. Introduction 

Medicaid reform was mandated by the Nebraska Legislature in LB 709 (2005), the Medicaid 
Reform Act (Neb. Rev. Stat. §§ 68-1087 to 68-1094; LB 709, §§ 1-8). The Act mandated 
"fundamental reform It of the state's Medicaid program and a significant rewriting of Medicaid­
related statutes. The Nebraska Medicaid Reform Plan was submitted to the Governor and 
Legislature on December 1, 2005. Following submission of the Nebraska Medicaid Reform 
Plan, the Legislature adopted the Medical Assistance Act (Neb. Rev. Stat. §§ 68-901 to 68-949; 
LB 1248 (2006)). The Medical Assistance Act substantially recodified statutes relating to the 
Medicaid Program with an emphasis on continuing the reform efforts initiated with LB 709 
(2005). 

The motivation for Medicaid reform remains the same. The findings the Legislature documented 
in Neb. Rev. Stat. § 68-904 have not changed: many low-income Nebraskans have health care 
needs and are unable, without assistance, to meet those needs; Medicaid provides essential 
coverage for necessary health care for eligible low-income Nebraska children, pregnant women 
and families, aged persons and persons with disabilities; and Medicaid alone cannot meet all the 
health care needs of all low-income Nebraskans. Nebraska must continue to address the rate of 
growth in expenditures of the Medicaid program. The program is unsustainable if expenditures 
regularly grow at a rate faster than General Fund revenues. 

This report meets the reporting requirements of Section 68-908( 4) which states that the 
Department of Health and Human Services (DHHS) shall prepare an annual summary and 
analysis of the Medicaid Program for legislative and public review, including, but not limited to, 
a description of eligible recipients, covered services, provider reimbursement, program trends 
and projections, program budget and expenditures, the status of implementation of the Medicaid 
Refonn Plan, and recommendations for program changes. 

II. Discussion 

A. Eligible Recipients 

Nebraska Medicaid provides coverage for the following eligibility categories: Children, ADC 
Adults, Aged, and Blind and Disabled. Figure 1 compares client eligibility by category for State 
Fiscal Years (SFY) 2009 and 2010. 

Figure 1 
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NEBRASKA MEDICAID AND CHIP 
AVERAGE MONTHLY 

ELIGIBLE PERSONS BY CATEGClRY 

NEBRASKA MEDICAID AND CHIP 
AVERAGE MONTHLY 

ELIGIBLE PERSONS BY CATEG~Y 

Children 
136,347 
65.8% 

Fiscal Year 2009 Adults 
21,595 
10.40/0 

Blind & 
Disabled 

31,451 
15.2% 

Children 
147,580 
65.8% 

Fiscal Year 2010 Adults 
26,158 
11.7% 

Aged 
17,717 
7.9% 

Blind & 
Disabled 

33,005 
14.70/0 

The total increase in average monthly eligibles from SFY 2009 to SFY 2010 was 8.4%. The 
largest percentage increase was in the Aid to Dependent Children (ADC) Adults category, which 
grew 21.1 %. Average monthly eligibles in the Blind and Disabled category grew by 4.9%, while 
the Children increased by 8.2%, and eligibles in the Aged category increased by 0.2% . 
. (Figure 1) 

Growth in Medicaid eligibility, which had been moderate from SFY 2006 through SFY 2008, 
experienced a significant increase in the latter half of SFY 2009 that continued until the first half 
of SFY 2010. This is likely the result of the economic downturn. Historically, Nebraska has 
been affected late by such downturns and has then lagged in its recovery. Assuming continued 
pressure on Medicaid case loads due to weak economic conditions and factoring in the statutory 
expansion of Children's Health Insurance Program (CHIP) eligibility to 200% FPL in LB 603, 
eligibility is projected to increase 6.6% in SFY 2011 and 3.8% in SFY 2012. 

Figure 2 
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NEBRASKA MEDICAID AND CHIP 
VENDOR EXPENDITURES BY 

ELIGIBILITY 
Fiscal Year 2009 ADC 

NEBRASKA MEDICAID AND CHIP 
VENDOR EXPENDITURES BY ELIGIBILITY 

Fiscal Year 2010 

Children 
$444,376,6 

68 

Total: $1 538 377 OjlfJlults 
, , $108,670,5 

------- 27 

Children 
$439,689,26 

8 

Total: $1,571,996~~,~~~~ 
3 

8.3% 

28 .9% 

Aged 
$345,556,4 

80 
22.5% 

27.8% 

Blind & 
Disabled 

$639,773,3 
63 

41 .6% 

Blind & 
Disabled 

$655,301,09 
9 

41.7% 

Figure 2 compares vendor expenditures by eligibility category for SFY s 2009 and 2010. The 
graphic does not account for all Medicaid expenditures, in part because some payments and 
refunds are not specific to a recipient or eligibility category. Examples of transactions not shown 
are drug rebates, payments made outside the claims processing systems, and premium payments 
paid on behalf of persons eligible for Medicare. (See detail on page 7). 

Total Medicaid vendor expenditures experienced an increase of 2.2% from SFY 2009 to SFY 
2010. The largest increase in expenditures was in the Aid to Dependent (ADC) Adult category, 
which increased by 19.4% from SFY 2009 to SFY 2010. Blind & Disabled expenditures were 
the second fastest growing category, increasing by 2.4% from SFY 2009 to SFY 2010, followed 
by Aged, which increased at 0.5%. Expenditures for Children decreased by 1.1 %. 

The average monthly cost per eligible decreased 5.7% from SFY 2009 to SFY 2010. The only 
cost per eligible increase was in the Aged category, which increased by 0.3%, Blind and 
Disabled decreased by 2.4%. Medicaid expenditures per eligible decreased by 1.4% for ADC 
Adults and by 8.6% for Children. 

B. Covered Services 

Federal Medicaid statutes mandate states to provide certain services and allow states the option 
of providing a choice of others. The Nebraska Medical Assistance Act delineates the mandatory 
and optional services offered in Nebraska. 
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• 

• 
• 
• 
• 
• 
• 
• 

• 
• 
• 
• 
• 

Federal Medicaid Mandatory and Optional Services Covered in Nebraska 

(Neb. Rev. Stat. § 68-911) 

Mandatory Services Nebraska Optional Services 

Inpatient and outpatient hospital • Prescribed drugs 
servIces • Intennediate care facilities for the 
Laboratory and x-ray services mentally retarded (ICFIMR) 
Nursing facility services • Home and community-based services 
Home health services for aged persons and persons with 
Nursing services disabilities 

Clinic services • Dental services 

Physician services • Rehabilitation services 

Medical and surgical services of a • Personal care services 
dentist • Durable medical equipment. 
Nurse practitioner services • Medical transportation services 
Nurse midwife services • Vision-related services 
Pregnancy-related services • Speech therapy services 
Medical supplies • Physical therapy services 
Early and periodic screening and • Chiropractic services 
diagnosis treatment (EPSDT) services • Occupational therapy services 
for children • Optometric services 

• Podiatric services 

• Hospice services 

• Mental health and substance abuse 
services 

• Hearing screening services for newborn 
and infant children 

• School-based administrative services 
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Expenditures 

Medicaid expenditures to vendors in SFY 2010 totaled $1,571,996,287. Figure 3 shows the 
services by vendor type. It does not include drug rebates, payments made outside the claims 
processing systems, or premium payn1ents made on behalf of Medicare eligibles. 

Figure 3 

NEBRASKA MEDICAID AND CHIP VENDOR EXPENDITURES" BY SERVICE 
FISCAl YEAR 2010 

Total Vendor Payments S1~571J996,281 

o u Outpatient Hospital"-'­
$150~.7~~ "10 $1141122,090 

,L 7_3% 
9.6% 

F uU Risk Managed Care 
S{J4 ~901 1326 

6.0% 

Comm BasedWfental 
Health Clinics & Day 

Treatmenf 
$65.418.622 

4 ~2% 

11111~tnlpa~tient HospitalHt $234,601,172 
14.9% 

Waiver Services! 
$244,545,513 

15"6% 

Home, Health ( '_'Ul'~""'-' 
Persona! Assistance 

Services) 
$40 553 050 ICFIMR 

2.6% $42.968~39 
2.1% 

Phystdansr Practitioners & 
EPSDT 

S 161 f968}60 
10.3% 

Othert 
,681,571 
4.2% 

* Includes payments to vendors only, not adjustments, refunds or certain payments for 
premiums or services paid outside the Medicaid Payment System (MMIS) or NFOCUS. 

** $51.9 million in offsetting drug rebates is not reflected in the drug expenditures of 
$150,724,210 

*** DSH payments of $37.7 million are not reflected in Inpatient or Outpatient Hospital 
Expenditures 

t Includes Speech! Physical Therapy, Medical/Optical Supplies, Ambulance, and 
LablRadio logy 

t Developmental Disabilities, Aged & Disabled, Traumatic Brain Injury, Early Intervention 
Expenditures may not sum due to rounding. 

$1,571,996,287 Vendor Payments 
$46,588,556 Disproportionate Share HospitallRate Adjustments 
$39,342,080 Medicare Premiums 
$ 4,455,687 Intergovernmental Transfer (lGT) 
$43,669,288 Other Payments (Managed Care, Transportation, Federal Insurance 

Contributions Act taxes) 
($57,225,172) RebateslRefunds 
($89,731,513) General Funds Paid in Other Budget Programs 

$33,520,770 Phased Down Contribution 
$1,592,615,982 Net Medicaid Expenditures 
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Total vendor payments increased $33,619,249, or 2.2%, from SFY 2009 to SFY 2010. From 
SFY 2009 to 2010 vendor expenditures for Outpatient Hospital Services, Dental Services, and 
Waiver Services showed significant increases. (Table 1) 

Table 1 

N b ka M d* 'd d CHIP V d E dOt eras e lcal an en or xpen lures 
FY 2009 FY 2010 FY 2009 to FY 2010 

I %of 
Expenditu res Total 

I %of 
Expenditures Total Increase I % Increase 

Nursing Facilities $309,189,085 20.5% $316~974,756 20.20/0 $7,785,671 2.5% 
Inpatient Hospital $232,884,924 14.9% $234,601,172 14.9% $1,716,248 0.7% 
Waiver Services (DD Waivers, Assisted 
Living) $229,216,010 13.9% $244,545,513 15.60/0 $15,329,503 6.7% 
Physicians, Practitioners & EPSDT $154,973,923 10.3% $161,968,760 10.30/0 $6,994,837 4.5% 
Drugs $154,222,842 10.1% $150,724,210 9.60/0 -$3,498,632 -2.3% 
Outpatient Hospital $98,066,819 5.9% $114,122,090 7.3% $16,055,271 16.4% 
Managed Care Capitation $87,230,297 5.9% $94,901,326 6.00/0 $7,671,029 8.8% 
Other $65,919,215 4.6% $66,681,571 4.20/0 $762,356 1.2% 
Comm Based Mental Health Clinics & 
Day Treatment $65,454,432 4.5% $65,418,622 4.2% -$35,810 -0.10/0 
ICF-MR $67,710,764 4.5% $42,968,239 2.7% -$24,742,525 -36.5%* 
Horne Health $38,962,768 2.6% $40,553,050 2.6% $1,590,282 4.1% 
Dental $34,545,959 2.3% $38,536,977 2.50/0 $3,991,018 11.6% 

Total $1,538,377,038 100% $1,571,996,287 100.0% $33,619,249 

*Reduction caused by decertification of Beatrice State Developmental Center (BSDC) 

Long-Term Care Services 

Long-Tenn Care services support individuals with chronic or ongoing health needs related to age 
or disability. Services are geared to multiple levels of client need ranging from limited 
assistance with activities of daily living to complex nursing interventions. Assistance can be 
offered in a variety of settings from care in an individual's home, to care in small group settings 
·with community supports, to care in a nursing facility or intennediate care facility for persons 
with mental retardation. In general, home and community-based care is less expensive and 
offers greater independence for the consumer than facility-based care. For these reasons, state 
and federal initiatives encourage the development of care options in the community as an 
alternative to institutional care, as long as a safe plan of care can be established. 

Efforts to encourage home and community-based alternatives to facility-based care are resulting 
in a gradual rebalancing of long-term care expenditures. Comparison of Fiscal Year 2010 
spending with Fiscal Year 2009 spending shows a slight decline in the percentage of dollars 
directed to institutional providers (nursing facilities and ICFIMR) and a corresponding increase 
in the proportion of spending for services in less restrictive settings. (Figure 4) Institutional 
payments declined from 58% of totallong-tenn care expenditures in 2009 to 560/0 in 2010. Home 
and Community payments increased from 42% of total long-term care expenditures in 2009 to 
44% in 2010. 
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Figure 4 
SFY 2010 Medicaid Expenditures for Long-Term Care Services 

Assisted Living 
$29,656,045 

5% 

Home 
Health/Personal 
Assistance SVGS. 

$40,553 :050 
6% 

A&D Waiver 
$35A46.639 

5% 
ODWaivers 

$179 :442.B30 __ 
28% 

Total: 5645,041 7559 

~ Nursing Facility 
.- $316,974 .756 

49Yu 

ICF/MR 
$42:968,239 

7% 

SFY 2009 Medicaid Expenditures for Long Term-Care Services 

Assisted Living 
$29.419,444 

5% 

Home 
HealthlPersonal 
Assistance Svcs. 

$38,962,768 
6% 

A&DWaiver 
S33.255,582 

5% 

Total: $645,078,627 

DO 
$166,540,984 

26% 
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c. Provider Reimbursement 

DHHS uses different methodologies to reimburse Medicaid services. Practitioner, laboratory, 
and radiology services are reimbursed according to a fee schedule. Prescription drugs are 
reimbursed according to a discounted product cost calculation plus a pharmacy dispensing fee. 
Inpatient Hospital services are reio1bursed based on a prospective system using either a diagnosis 
related group or per diem rate. Critical Access Hospitals are reimbursed a per diem based on 
reasonable cost of providing the service. Federally Qualified Health Centers are reimbursed on a 
prospective payment system. Rural Health Clinics are reimbursed cost or a prospective rate 
depending on whether they are independent or provider based. Outpatient Hospital 
reimbursement is based on a percentage of the submitted charges. Nursing Facilities are 
reimbursed a daily rate based on facility cost and client level of care. Intermediate Care 
Facilities for the Mentally Retarded (ICFIMRs) are reimbursed a per diem rate based on a cost 
model. I-Iome and Community-Based Waiver Services, including Assisted Living, are 
reimbursed at reasonable fees as detennined by DI-llIS. 

Table 2 below shows a recent history of provider rate changes by provider type. 

Table 2 

Year-to Year Average 
Medicaid Provider Rate SFY SFY SFY SFY SFY SFY SFY 

Increases 2005 2006 2007 2008 2009 2010 2011 
Hospitals 3.80% 2.00% 2.00% 1.95% 1.90% 1.50% 0.50% 

Practitioners 2.00% 2.00% 2.00% 1.40% 1.40% 1.50% 0.50% 

Nursing Facilities 2.00% 6.00% 3.50% 2.50% 2.50% 1.50% 0.50% 

Assisted Living 3.00% 2.00% 2.00% 2.00% 2.00% 1.50% 0.50% 

Non-public ICF-MRs 3.00% 2.00% 2.00% 2.50% 2.50% 1.50% 0.50% 

.For Medicaid recipients participating in at-risk managed care, Medicaid pays a monthly 
capitation payment to the Managed Care Organization (MCO) based on actuarially detennined 
cost of services and administration per enrollee. Providers are reimbursed by the MCO for 
services delivered to MCO clients. The MCO independently detennines reimbursement 
methodology and rates for participating providers. As shown in Figure 3, at-risk managed care 
constitutes approximately $95 million or 6.0% of vendor expenditures. 

For Medicaid recipients participating in the Primary Care Case Management (PCCM) managed 
care program, Medicaid paid a monthly payment to the Primary Care Physician (PCP) for care 
management. Medicaid also paid the PCCM Administrator for administration of the PCCM 
program. Claims for services provided to recipients were paid directly to providers by the 
Medicaid program. Nebraska Medicaid paid approximately $104 million, or approximately 
6.6% of vendor expenditures, for PCCM clients for services similar to those covered under the 
MCO plan. The PCCM program ended July 30, 2010. 

D. Program Trends and Projections 

In the Nebraska Medicaid Refonn Plan of 2005, DHHS estimated total federal and state 
Medicaid spending through 2025 by adjusting for demographic changes in the population and 
projected medical inflation over the next 20 years. Holding the proportion of General Fund 
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revenues allocated to Medicaid constant, it was projected that, by 2025, there would be a $785 
million gap between projected Medicaid General Fund expenditures and appropriations available 
for Medicaid. (Figure 5) 

Figure 5 
Projected Increase in Medicaid State General FU,nd Expenditures 

and Appropriations Available for Medicaid in Nebraska 
SFY2005 - SFY2025 

$2,500,000,000 ------~-------------------~--~~--~-....,. 

FY05 Medicaid 
Projection 

$2,000,000,000 +----------.---------------... - .. -----------.... ----------,----~----f 

$1,500,000,000 +---------.. -------------.. ---.~---~""-----------------i 

$1,000,000,000 +------~---------___=_ ..... --.. -----.. ~-~ ... ___c=__=--------

Est Appropriation 
Available 

FY05 Variance in 2025 = $785 million 

$500,000,000 +----------------------.-~-- .. ----------.----~-----; 

I----OHHS GF Medicaid Projection -Appropriation Available for Medicaid 1 

For the 2010 Nebraska Medicaid Reform Annual Report, DHHS forecasts Medicaid eligible 
persons and costs as follows: 

• The average monthly eligible persons by category are updated using final SFY 2010 
data. 

• Average monthly cost per eligible is the base for forecasting monthly Medicaid costs by 
eligibility category. Final SFY 2010 averages were used in the calculation. The cost 
adjustment factor continues to be calculated by blending historical Nebraska Medicaid 
average cost change rates for the last five years with the national annual medical 
expenditure per capita projections provided by the Centers for Medicare & Medicaid 
Services (CMS) Office of the Actuary_ 

The 2005 base projections previously used were provided by the Center for Public Affairs 
Research at the University of Nebraska at Omaha. Based on the above revisions, the projected 
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gap between estimated Medicaid General Fund expenditures and available appropriations in 
2025 decreased to $189 million. (Figure 6) 

Figure 6 

Projected Increase in Medicaid State General Fund Expenditures 
andAppropriations Available for Medicaid in Nebraska'" 

SFY2005 - SFY2025 
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S500,OOO.oOO ~-------------------------I 

·Does not indude estimated imp3CtofFederal Healtf'tCorr.! Refomt 
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The estimate was developed as a product of two projections for each fiscal year: average 
monthly Medicaid eligibles and average monthly Medicaid expenditures per eligible. The 
resulting average monthly total Medicaid expenditure projection was multiplied by 12 to reach 
an annual figure. It was then multiplied by 0.4 to estimate the General Fund portion of the 
projected total Medicaid expenditures. 

The projection of average monthly Medicaid eligibles was also based on two sources: average 
monthly Medicaid eligibles in SFY 2005 and a projection of Nebraska population growth. The 
Nebraska population forecast was developed by the Center of Public Affairs Research at the 
University of Nebraska at Omaha. The report projected future Nebraska population by age. The 
assumption underlying the eligibility projection was that the ratio of average monthly eligibles in 
each eligibility category to the total popUlation in the age group corresponding to that category 
would remain constant. For example, in SFY 2007, there were 128, I 07 average monthly 
eligibles in the Children category. This represented 24.3% of children less than 21 years of age 
in Nebraska. It was, therefore, projected that the average monthly children eligible for Medicaid 
would be 24.3% of whatever the number of children under 21 was for that year in the population 
forecast. The same projection was done, through 2025, for average monthly Medicaid eligibles 
in each category: Aged, Blind and Disabled, Adults, and Children. 

The other factor in the projection of Medicaid expenditures was a projected average monthly cost 
per eligible in each of the five categories. This was developed from two factors: actual growth of 
average monthly cost per eligible in Nebraska Medicaid from SFY 2000 - SFY 2005, and 
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projections available at the time from the Office of the Actuary at the Centers for Medicare and 
Medicaid Services (CMS) on increases in the cost of health care from 2006 to 2014. In 
particular, the percentage increase applied to the average monthly cost per eligible for each year 
in the projection was the average of the average growth in actual Medicaid expenditures per 
eligible in that category SFY 2000 2005 and the projected growth in health care costs from the 
CMS Office of the Actuary for that time. These average monthly costs per eligible projections 
were multiplied by the average monthly eligibles projections described above to arrive at the 
projected Medicaid expenditures used in the charts in question. 

While actual Medicaid eligibles grew faster than projected using the population forecast, the 
distribution of eligibles was different than projected. In particular, the Medicaid Children 
category has grown at a faster rate than the general population of children in Nebraska. The 
Aged and Adult categories have grown at a much slower rate than their corresponding age 
groups in the general population. This is significant because the Aged group tends to have 
higher costs, on average, and Children tend to have the lowest costs of any Medicaid eligibility 
group. While there are slightly more people eligible for Medicaid than anticipated, it has also 
been a significantly less costly mix of eligibles than anticipated. 

Growth in Medicaid eligibility, which had been moderate from SFY 2006 through SFY 2008, 
experienced a significant increase in the latter half of SFY 2009 that continued until the first half 
of SFY 2010. Assuming continued pressure on Medicaid caseloads due to weak economic 
conditions and factoring in the statutory expansion of Children's Health Insurance Program 
(CHIP) eligibility to 200% FPL in LB 603, eligibility is projected to increase 6.6% in SFY 20 II 
and 3.8% in SFY 2012. 

As shown in Figure 1, the average monthly number of eligibles in SFY 20 10 was 224,459. 
Figure 7 tracks the annual growth of eligibles. In June 2010, there were 228,482 persons eligible 
for Medicaid, an increase of 14,737 persons over the same month in 2009. 

FIGURE 7 
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Equally important to the fiscal sustainability of Medicaid is the trend in cost per Medicaid 
eligible person. The trends in average cost per category are shown in Figure 8. 

Figure 8 

Nebraska Medicaid/CHIP Average Monthly Cost Per Eligible by Eligibility Category SFY 2007 - 2010 
(percents Above Bars Represent Percent Change over Prior Reporting Period) 
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These trends are based on vendor payments. The majority of persons in the Aged and the Blind 
and Disabled categories now have their drug costs paid by Medicare. (Medicare Part D .took 
effect in january 2006, thus Medicare Part D affected only the second half of SFY 2006). The 
ADC Adult and Children's categories are unaffected by Part D. 
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The top four vendor expenditure categories in Medicaid are nursing facilities, pharmacies, home 
and community services, and inpatient hospitals. The home and community service category 
consists of home health, personal assistance services and waiver services, including assisted 
living. The trends are shown in Figure 9. 

Figure 9 

Nebraska.Medicaid/CHIP Nursing Facility, HomeJCommunlty Services, Inpatientand Pharmacy 
Expenditures 
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Spending for nursing facility services is increasing although declining as a percentage of the 
overall Medicaid· program. Home and community services continue to grow both in terms of 
dollars and as a percentage of the Medicaid program as more care and services are delivered 
outside of traditional institutional settings. Expenditures for inpatient hospital services continue 
to increase. 

E. Program Budget and Expenditures 

Continuation funding for Medicaid for SFY 2010 and 2011 was enacted in LB 315, the mainline 
appropriations bil1 of the 2009 legislative session. The Medicaid appropriation included a rate 
increase of 1.5% per year for most provider categories as well as an adjustment in the state and 
federal funding split to reflect enhanced Federal Medical Assistance Percentage (FMAP) funding 
available to DHHS as a result of the Federal American Recovery and Reinvestment Act 
(ARRA). Enhanced federal funding is anticipated through June 30, 2011. 

Infonnation related to the Medicaid and Long-Term Care budget will be available after 
September 15, 2010. 
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F.. Medicaid Reform Activities 

I. DHHS implemented the Preferred Drug List 

In 2008, the Nebraska Legislature passed the Medicaid Prescription Drug Act, the purpose of 
which is to provide appropriate pharmaceutical care to Medicaid recipients in a cost-effective 
manner through the development of a Preferred Drug List (PDL). A committee consisting of 
physicians, pharmacists and public members determines which medications are to be included on 
the Preferred Drug List. Comprehensive reviews of the medical literature are conducted to 
determine which drugs are the most efficacious and safe within therapeutic classes. Medication 
costs for the State are reduced by 1) supplemental rebate, which are collected fronl drug 
manufacturers and 2) increased utilization of less costly medications. The first half of the 
Preferred Drug List was implemented in the fall of 2009. The second half was implemented in 
the spring of 20 10. Nebraska is now collecting supplemental rebates each quarter. 

2. DHBS implemented Money Follows the Person Grant 

Nebraska was one of 31 states selected by the Centers for Medicare and Medicaid Services to 
host a five-year demonstration project called Money Follows the Person. The goal is to help 
rebalance Medicaid's long-term care spending by decreasing the percentage of funds spent for 
facility-based care and increasing the percentage spent on home and community-based services. 
Eligible participants who currently reside in nursing homes or intermediate care facilities for . 
persons with developmental disabi lities and who wish to relocate are assisted with their 
transition from facilities back to their own home or to other suitable community residences, such 
as houses, apartments, or small group living arrangements .. Nebraska's Operational Protocol for 
Money Follows the Person was approved June 20, 2008. As of June 30, 2010, seventy-two 
MFP-qualifying individuals have been transitioned into the community .. 

3. DHHS has developed and will implement a Long-Term Care Needs Assessment Tool 

DHHS will implement the Nebraska Home Care Tool for assessing whether clients meet the 
functional criteria to be eligible for services of the Aged and Disabled Medicaid Waiver or a 
nursing facility. Programming of the electronic tool and validity is complete. In conjunction, the 
regulations that address level of care criteria have been revised. Proposed implementation is 
January 1, 2011. 

4. DHHS conducted a study for rate setting methodology for Long-Term Care Services 

DHHS contracted with Myers & Stauffer for a study to review and provide recommendations for 
nursing facility reimbursement structure. The contractor submitted its final report to DHHS in 
April 2009. The report and its recommendations were presented by the contractors to Nebraska's 
nursing facility providers in May 2009. A provider workgroup was established for the purpose of 
discussing potential improvements to Nebraska's nursing facility reimbursement methodology. 
Effective July I, 2010, DHHS updated the algorithm used for determining the nursing facility 
residents' levels of care and corresponding Medicaid reimbursement rates, as Nebraska's prior 
algorithm would no longer be supported by the Center for Medicare and Medicaid Services after 
September 30, 2010. The contractor and the provider workgroup recommended this change. 
Also effective July 1, 20 I 0, Medicaid will only pay the co-insurance amounts for Medicare Part 
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A nursing facility claims when the amount already paid on the claim by Medicare is less than 
the Medicaid rate. This change was also a contractor recommendation. 

5. DHHS implemented enhanced care coordination for high-cost recipient with multiple 
medical conditions 

DHHS contracted with US Care Management to provide a voluntary Enhanced Care 
Coordination for 'high-cost Medicaid recipients who have mUltiple medical conditions. The 
program started on July I, 2008. The contract with US Care Management ended August 31, 
2010. 

6. DHHS expanded at-risk managed care for physical health 

Effective November 1, 2009, managed care was expanded from Douglas, Sarpy and Lancaster 
counties to include the counties ofOtoe, Cass, Washington, Saunders, Dodge, Gage, and Seward. 
DHHS initiated a procurement process for the purpose of selecting two Managed Care 
Organizations (MCOs) for the ten county area. Two bids were accepted and contracts were 
awarded to United Health Care of the Midlands, Inc. (Share Advantage) and to Coventry Health 
Care of Nebraska, Inc. The two MCO contracts began August 1, 2010. The Primary Care Case 
Management (PCCM) program ended July 31, 2010. The Physical Health managed care 
program will cover 95,201 clients. 

7. DHHS is implementing electronic billing by providers 

Electronic claim submission assists DHHS to operate a more efficient payment system. DHHS 
currently receives over 90% of claims electronically. DHHS' current MMIS is able to accept and 
process all incoming claim types for services provided to eligible clients. Providers benefit when 
they submit electronic claims with shorter turnaround time for payments resulting in improved 
cash flow, improved tracking and monitoring capabilities, and reduced postage and paper 
handling costs. DHHS has begun an awareness campaign to remind providers of the benefits of 

. electronic claim submission. Other options for reducing paper claims and enhancing electronic 
options are being reviewed, such as direct data entry of claims data by providers through the 
creation of a DHHS web portal. 

8. DHHS implemented a new Medicaid card 

In August 2009, DHHS discontinued the monthly mailing to clients of the 8 ~"x 11" document 
containing person-specific Medicaid eligibility information. All clients now have a permanent 
wallet-sized plastic identification card issued once, similar to private health insurance. The 
initiative for doing this was to make it easier for the client to carry as well as reduce significantly 
the printing and mailing costs. To date, feedback from the clients has been positive. In the first 
year, a savings of over $450,000 has been realized. If the volume remains stable, it is anticipated 
that savings in the second year will be more than $550,000. 

9. DHHS will utilize a transportation broker for non-emergency medical transportation 

DHHS has determined that centralized management of transportation services would result in 
program efficiencies. DHHS is in the process of awarding a contract for statewide non­
emergency transportation brokerage services. 
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10. DHHS implemented radiology management services 

DHHS contracted with MedSolutions to provide radiology management services which require 
prior authorization of high tech outpatient radiology procedures. A State Plan Amendment was 
submitted to and approved by CMS. The Program was implemented on September 1, 2009. 
During the first 6 months of 2010, 13.68% of the requested prior authorizations were denied. A 
6 ITIonth utilization review indicates a distinct reduction in the Medicaid claims paid for 
advanced radiology procedures from a prior use rate of 125-160 per 1000 to 60-80 per 1000. 
Claims paid data from three years prior to initiation of this contract was used in this analysis. 

11. DHHS has begun development of a Program of All-Inclusive Care for the Elderly 
(PACE) 

The PACE Program provides comprehensive health care services within a defined geographic 
area for voluntarily enrolled individuals age fifty-five and older. DHHS will make capitated 
payments to a PACE organization which will utilize Medicare, Medicaid, and private pay 
revenues to provide coordinated care. The organization will be at-risk for all covered services 
offered by Medicare and Medicaid. 

A minimum period of 18-24 months is required to launch an operational PACE program. DHHS 
issued a Request for Infonnation (RFI) in late December, 2009, to ascertain interest in and 
capacity to successfully develop a PACE program. One provider responded with a proposal for 
two sites: one in Omaha and one to follow in Lincoln approximately 18 months later. The 
respondent has been invited to submit a PACE application to CMS. In the meantime, DHHS is 
developing a proposed Medicaid payment rate. The final step in this process will be the 
execution of a program agreement between CMS, DHHS, and the PACE provider organization. 

12. DImS implemented the Behavioral Pharmacy Management Program 

The Behavioral Pharmacy Management program (BPM) evaluates behavioral health phannacy 
claims and identifies prescribing patterns that are inconsistent with national, evidence-based 
guidelines. This program is operated by DHHS with assistance from the Nebraska Medical 
Association (NMA) and Care Management Technologies (CMT), an independent vendor, who 
contracts directly with state Medicaid agencies or other third party payers. The Nebraska 
Medicaid BPM Committee is comprised of Medicaid employees and local Mental Health 
Professionals (2 Doctors, 3 Phannacists, an APRN, a Medicaid Manager, and a Medicaid Project 
Coordinator). The committee is responsible for selecting the Quality Indicators that will be 
targeted in Nebraska. Educational materials are mailed to doctors who deviate from national 
prescribing guidelines, and also infonn doctors when their patients fail to fill prescriptions in a 
timely fashion. If physician's prescribing practices do not become more consistent with national 
evidence based guidelines over time, they are offered a peer consultation to discuss prescribing 
practices with a NMA physician. The goal of the BPM is to share the latest prescribing best 
practices for mental health drugs with Nebraska prescribers and, in turn, shape the prescribing 
practices in Nebraska to more closely align with these national evidence-based guidelines. The 
first mailing that has a focus on the adult population was sent out July I, 20 I 0 and the second 
mailing that focuses on the child population was mailed on August 3, 2010. 
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G. Program Changes 

1. DHHS submitted a State Plan Amendment to receive federal funding to cover LPR 
children and pregnant women 

In June 2010, DHHS submitted an amendment to the State Plan as required by LB 1106 to obtain 
federal funds without the current five-year delay to allow for payment for medical services to 
children who are lawfully residing in the United States and who are otherwise eligible for 
Medicaid and CH!'P. This change also applies to eligible pregnant women who are lawfully 
residing in the US and who are otherwise eligible for Medicaid. 

2. DHHS implemented a Site of Service Differential reimbursement system for physician 
services 

The Medicare Physician Fee Schedule contains two rates for selected procedures. One rate is 
paid when the procedure is performed in a facility setting (usually a hospital), and a higher rate is 
paid when the procedure is performed in any other setting (usually the physician's office). This 
compensation scheme is more equitable with respect to costs than a single-rate scheme; the 
procedures selected for site of service differential rates are those that would require a physician 
performing them in an office setting to have purchased equipment that would nonnally be owned 
by a facility, thus the physician performing the procedure in a facility is able to do so at a lower 
cost. Nebraska Medicaid implemented a similar site of service differential reimbursement 
system for physician services effective July 1, 2010. 

3. DHHS provision of autism services on hold 

DHHS was approved in April 2010 by CMS to operate a Medicaid Home and Community Based 
Waiver to implement an intensive early intervention service based on behavioral principles for 
children with Autism Spectrum Disorder who receive such services prior to the age of nine. The 
legislation regarding the waiver required the receipt of private matching donations to finance the 
program. DHHS was notified in July 2010 that the primary donor decided not to proceed with its 
planned financial donation. DHHS remains ready to implement the waiver upon receipt of the 
private funds required in the statute. 

4. DIHIS continues work on a Medical Home Project (LB 396) 

By January 1,2011, DHHS will have developed and implemented a two-year medical home pilot 
program in consultation with the Medical Home Advisory Council in one or more geographic 
regions of the state. The purpose of the pilot is to improve health care access and health 
outcomes for patient and to contain costs of the medical assistance program. A Request for 
Interest process will detennine the selection of the participating practices. The payment 
methodology includes a per-member-per-month (PMPM) with an option to meet advanced 
medical home to receive an additional reimbursement incentive. To support the practices in 
transforming into a patient-centered medical home, they will receive comprehensive technical 
assistance, a patient registry, and funding for care coordination staff. The pilot will be evaluated 
for improved health care access and improved health outcomes for patients, Medicaid cost 
containment, patient satisfaction, and provider satisfaction. 

5. DHHS will maximize federal funding with University of Nebraska Medical Center 
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Physicians 

Current Medicaid reimbursement for physician services in Nebraska is based upon a set fee 
schedule. Similar to what has been done in other states, the University of Nebraska Medical 
Center (UNMC) worked with DHHS to develop a physician upper payment limit (UPL) program 
to provide higher reimbursement to designated physician groups. The development, 
implementation, and ongoing operation of the concept as well as the non-federal share of the 
enhanced payments will be funded by UNMC. A state plan was submitted to CMS on February 
23, 2010 and approved on August 26, 2010. 

6. DHHS will establish reimbursement for Pediatric Feeding Disorder services (LB 342) 

A State Plan Amendment to provide for Medicaid payments for the comprehensive treatment of 
pediatric feeding disorders through interdisciplinary treatment was submitted to CMS on May 
27, 2010. 

7. DHHS has added Secure Residential mental health services (LB 603) 

DHHS submitted a State Plan Amendment (SPA) to provide Medicaid payments for Secure 
Residential Services. Secure Residential is a 24-hour residential program that provides intensive 
mental health services for adults as an alternative to long-term psychiatric hospitalization or 
upon discharge from the Regional Center. The SPA was approved by CMS March 19, 2010. 
Corresponding regulations have been promulgated and providers are being enrolled. 

8. DHHS will implement Health Information Technology provisions of Federal law 

DHHS will implement the Medicaid EHR Incentive Program in order to provide federal 
payments to eligible Medicaid professionals and hospitals for efforts to adopt, implement, 
upgrade, or meaningfully use certified electronic health record (EHR) technology. 

9. DHHS reviews the Coordination of Benefits, Third Party Liability and Health 
Insurance Premium Payment (HIPP) programs for efficiencies 

DHHS is reviewing options on how to make the Coordination of Benefits (COB) and Third Party 
Liability (TPL) activities for the Department's COB/TPL unit and Nebraska's Health Insurance 
Premium (HIPP) program more efficient through practices such as automated data matching to 
identify commercial coverage; medical support enforcement; casualty recovery; and efficiencies 
in the administration of the HIPP program. 

10. DHHS contracted for statewide utilization management and quality control of 
Medicaid home health and private-duty nursing services 

Effective April I, 2010, DHHS contracted with Qualis Health to perform prior authorization 
reviews of all home health and private-duty nursing services, in order to improve the efficiency 
and consistency of this process and gather accurate and complete utilization data. Initial data 
indicated areas of misuse of Medicaid reimbursement, which have been addressed through 
provider education, policy clarification and process changes. 
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11. DHHS implemented a higher resource allowance for Medicare Savings Programs 
(MSP) as required by federal law 

The Qualified Medicare Beneficiary (QMB), Specified Low-Income Medicare Beneficiary 
(SLMB), and Qualifying Individual (QI) programs are federal Medicare Savings Programs 
(MSPs) which help low-income elders and younger Medicare beneficiaries access Medicare 
benefits. On January 1, 2010, DHHS implemented a higher resource allowance for QMBs, 
SLMBs and Qls, raising the resource allowance to $6,600 for an individual and $9,910 for a 
couple, as required by the Medicare Improvements for Patents and Providers Act (MIPPA). 
MSP/QMB individuals have income of less than 100% of the federal poverty level (FPL) and are 
eligible for Medicaid payment of co-insurance and deductibles on Medicare claims, as well as 
payment of Medicare Part B premiums. SLMB and QI individuals have income between 100% 
and 1350/0 of FPL and are eligible for Medicaid payment of Medicare Part B premium only. 

III. Conclusion 

In the years since the publication of the Medicaid Refonn Plan, DHHS has undertaken 
significant steps to implement the recommendations it contains. Many of the recommendations 
have become a part of the Medicaid Program. To slow the growth of the Medicaid Program and 
ensure fiscal sustainability the strategies discussed in this report have been developed to make 
Medicaid more efficient and cost effective through better management of services, better 
delivery of care, more appropriate services, and improved administration of the program. Due to 
current economic conditions, Medicaid eligibility has been increasing steadily. This growth is 
anticipated to continue in the coming year. However, the Medicaid Reform initiatives that are 
being undertaken will help to mitigate this growth. 

The Department of Health and Human Services, Division of Medicaid and Long-Term Care 
looks forward to continuing to work with the Governor, the Legislature, and the Medicaid 
Refonn Council to improve Medicaid for current and future generations. 
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August 16, 2010 

Ms. Vivianne Chaumont, Director 
Division of Medicaid & Long-Term Care 
Department of Health and Human Services 
State of Nebraska 
P.O. Box 95026 
Lincoln, NE 68509-5026 

Chase Center/Circle 
111 Monument Circle 
Suite 601 
Indianapolis, IN 46204-5128 
USA 

Tel +1 317639 1000 
Fax +1 317639 1001 

rniiiirnan.com 

RE: PATIENT PROTECTION AND AFFORDABLE CARE ACT WITH HOUSE 
RECONCILIATION - FINANCIAL ANALYSIS 

Dear Vivianne: 

Milliman, Inc. (Milliman) has been retained by the Nebraska Department of Health and Human Services, 
Division of Medicaid and Long-Tenn Care (DHHS) to provide consulting services related to the financial 
review of the Patient Protection and Affordable Care Act as amended by the Health Care and Education 
Reconciliation Act (Affordable Care Act) as they relate to the provisions impacting the State's Medicaid 
program and budget. This correspondence documents the results of our analysis. 

SUMMARY OF RESULTS 

Milliman has developed two estimates of the enrollment and fiscal impact associated with the Medicaid 
expansion and other related provisions of the Patient Protection and Affordable Care Act as amended by 
the Health Care and Education Reconciliation Act. We have developed (1) a mid-range participation 
scenario adnd (2) a full participation scenario. We have prepared our fiscal analysis to reflect the state 
impact for state fiscal years 2011 through 2020. We have adjusted all data to reflect the three month 
offset between the federal fiscal year and the state fiscal year as appropriate. 

Enclosures 1 and 2 provide the fiscal impact results of the Affordable Care Act under a mid-range 
participation scenario (Enclosure 1) and a full participation scenario (Enclosure 2). The total fiscal impact 
to the Nebraska Medicaid budget during the next 10 years would be estimated to be in the range of 
approximately $526.3 million to $765.9 million based upon the assumptions outlined 'in this document. 
Table 1 illustrates the anticipated expenditure impacts to the Nebraska Medicaid budget for the period of 
SFY 2011 through SFY 2020 under each scenario. 
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as Amended by the Health Care and Education Reconciliation Act 

State Budget Fiscal Impact - SFY 2011 through SFY 2020 
(Values Illustrated in Millions) 

. Note: Values have roooded 

Estimated Medicaid Enrollment Impact 

Table 2 illustrates the projected increase in Medicaid enrollment reflecting a 138% Federal Poverty Level 
(FPL) limit. The 138% FPL limit reflects the 133% FPL indicated in the Affordable Care Act with the 
5% income disregard allowance. The values in Table 2 were derived from the 2009 Current Population 
Survey (2009 CPS) data from the U.S. Census Bureau collected in 2009 (representing 2008 insurance and 
income data) as well as Medicaid enrollment data provided by DHHS. Children were defined as ages 0 
through 19. The Adult and Parent populations were defined as ages 20 through 64. 
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Table 2 

Nebraska Department of Health and Human Services 
Division of Medicaid and Long-Term Care 

Patient Protection and Affordable Care Act 
as Amended by the Health Care and Education Reconciliation Act 

State Budget Enrollment Impact - 2009 CPS Census Data 

0% - 138% 

43% - 138% 

154 

229 

Notes: (1) State Disability currently covered with state funds to 100% FPL. Enrolhnent reflects shift to Medicaid and 
FPL expansion estimated as 0[2014. 

(2) Enrollment reflects FPL expansion estimated as 0[2014. 

The mid-range participation rates in Table 2 were reviewed for consistency with participation in the 
Medicare program which exceeds 95% and the Medicaid/CHIP programs for children which exceeds 
85%. Actua1 participation in the Medicaid program after the expansion may exceed the participation rates 
noted in these other programs, since there will be an individual mandate for health insurance coverage 
under federal health care reform legislation. 

Percentage increase in Medicaid in relation to the total number of Nebraskans 

• Ca1endar Year 2008 Nebraska Census Estimate 1,783,000 
• Increase would be approximately 6.1 % to 8.20/0 more Nebraska residents on Medicaid 
• Increase from 11.60/0 to range of 17.7% - 19.8% - or nearly 1 in 5 Nebraskans 

The remainder of this letter discusses each of the Medicaid components of health care reform as listed in 
Table 1. 
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The fiscal impact associated with the Adults, Parents, and Children expansion to 138% FPL includes both 
currently insured and uninsured individuals below the 1380/0 FPL amount and children not currently 
covered under Medicaid, who are also below the 138%) FPL limit. The 138% FPL limit reflects the 133% 
FPL indicated in the Affordable Care Act with the 5% income disregard allowance. The analysis 
presented in this report reflects full participation (full participation scenario) as well as an alternate 
participation assumption (mid-range participation scenario). The participation assumptions by population 
are presented in Table 2. The assumed average annual cost per enrollee by population as of State fiscal 
year 2009 is provided in Table 3. 

Table 3 

Nebraska Department of Health and Human Services 
Division of Medicaid and Long-Term Care 

Patient Protection and Affordable Care Act 
as Amended by the Health Care and Education Reconciliation Act 

Average Cost per Enrollee as of SFY 2009 

Notes: (I) State Disability and Medically Needy costs provided by DHHS for FFY 2014. 

The cost estimates for the State Disability and Medically Needy populations were obtained from the 
health care reform projection provided by DHHS. All other annual cost estimates were developed from 
SFY 2009 enrollment and expenditures provided in the Nebraska Medicaid Reform Annual Report dated 
December 1, 2009 with appropriate adjustments. The values in Table 3 reflect the age/gender mix of each 
population based upon the 2009 CPS census data. For example, the insured switcher adult population 
does not have the same age distribution as the uninsured adult population which impacts expected average 
cost. Milliman additionally used internally available data from other Medicaid expansion analyses to 
develop the cost relationship between adults and parents. Milliman assumed a composite annual trend of 
3.0% to project the claim cost for the expansion population into future years. The 3.0% trend reflects the 
impact of enrollment growth as well as projected trend for utilization and intensity of services. 
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The Affordable Care Act reflects the following Federal Medical Assistance Percentages (FMAP) for the 
expansion populations. 

• 1000/0 FMAP in CY 2014, 2015, and 2016 
• 950/0 FMAP in CY 2017 
• 94% FMAP in CY 2018 
• 930/0 FMAP in CY 2019 
• 90% FMAP in CY 2020+ 

Milliman assumed that the projected FFY 2012 FMAP rate of 57.640/0 for Medicaid and 70.350/0 for CHIP 
would continue through 2020 for non-expansion populations. 

b. Administration 

In addition to the expenditures associated with providing medical services, Nebraska will incur additional 
administrative expenditures. The expenditures for the initial modifications to the current administrative 
systems, as well as establishment of an Exchange, are estimated to be $25 million (State and Federal) or 
$12.5 million (State only). On-going costs for the coverage of the additional 108,000 to 145,000 Medicaid 
enrollees are estimated to be $21.5 to $29.0 million per year (State and Federal) or $10.8 to $14.5 million 
per year (State only). The on-going costs were developed assuming approximately $200 per recipient per 
year or approximately 3.750/0 of total expected medical expenditures. Based on my experience with 
Medicaid programs, the state Medicaid administrative costs range from 3.50/0 to 6.0% of the total medical 
costs. The administrative expenses would be anticipated to be incurred in calendar years 2012 and 2013 
for the initial administrative expenditures and in calendar year 2014 forward for the on-going 
expenditures. 

c. Pharmacy Rebate Loss for Nebraska 

The Affordable Care Act includes increased rebate percentages for covered outpatient drugs provided to 
Medicaid patients. The minimum rebate percentage is increased from 15.1 % to 23.1 % for most brand 
name drugs and from 11 % to 13% for generic drugs effective January 1, 2010. However, the Affordable 
Care Act indicates that the impact will be accrued 100% to the Federal govenunent. Milliman has 
modeled that this could reduce Nebraska's rebates by 20.7% to 22.6% or more beginning on 
January 1,2010. The 20.7% assumption used for the mid-range participation scenario corresponds to a 
750/0/250/0 distribution of brand-name/generic phannacy expenditures. An 8% reduction for brand-name 
drugs and a 2% reduction for generic drugs equates to an average 6.50/0 reduction under the 750/0/250/0 
assumption. The 6.5% reduction is approximately 20.7% of the current 31.50/0 assumed rebate level. The 
22.6% assumption used for the full participation scenario corresponds to an 850/0/15% distribution of 
brand-name/generic pharmacy expenditures. 

d. Physician Fee Schedule Increase to Medicare Rates 

According to an April 2009 report by the Urban Institute's Health Policy Center, the current Nebraska 
Medicaid fee schedule reimburses at approximately 820/0 of the Medicare fee schedule for primary care 
services. The Affordable Care Act requires an increase in the Medicaid physician fee schedule for a 

(,\Documents and Settings\sam.fifer\L{)cal Settings\Temporary Internet Files\ContentOutlook\7GTQX03Y\Nebraska Medicaid PPACA Fiscal Impactdoc 



Milliman Ms. Vivianne Chaumont 
August 16, 2010 

Page 6 

limited set of primary and preventive care services to 1000/0 of the Medicare physician fee schedule. 
100% Federal funding is available for calendar years 2013 and 2014. No additional funding is available 
for other physician services. 

Full Participation Scenario -

The full participation scenario assumes that DHHS will increase the fee schedule for the required 
services for both primary care and specialty care providers and will continue the increased fee 
schedule after calendar year 2014 to assure continued access to physician care. In addition to 
increasing the expected cost of corresponding existing expenditures by approximately 22%, the 
analysis reflects an additional $120 per year for the dual eligible population since Medicare only 
pays 800/0 of the fee schedule for Part 8 services. 

Under the full participation scenario, the increased cost would be an estimated $27 million (State 
and Federal) per year for the current Medicaid program and expansion populations. During 
calendar years 2013 and 2014, the state would have to pay the standard state portion of the 
increase for specialty providers for the existing Medicaid population. Therefore, the state share in 
these two calendar years would be approximately $2.8 million (State only) per year. In 201S, the 
State only cost for the fee schedule expansion would grow to an estimated $9 million (State only). 

Mid-Range PartiCipation Scenario -

The mid-range participation scenario assumes that DHHS will only increase the fee schedule for 
primary care providers, not specialty care providers. The mid-range participation scenario further 
assumes that the fee schedule increase will only continue through calendar year 2014 and will 
terminate when the Federal funding level decreases. The annual cost would be approximately 
$18 million and reflects 100% Federal funding for the calendar year 2013 and 2014 period. 

e. Foster Children Coverage to Age 26 

It is Milliman's understanding that Nebraska currently provides Medicaid eligibility coverage to Foster 
Children to age 19. The Affordable Care Act includes mandatory coverage for Foster Children to age 26 
beginning on January 1, 2014. Milliman has estimated the annual cost at $S.S million per year (State and 
Federal) or approximately $2.3 million per year (State only). 

f. Medically Needy Expansion to 138% FPL 

The Medically Needy population is currently covered to 43% FPL. The population is limited to non-Dual 
eligibles under age 6S. Effective January 1, 2014, the population will be covered to 1380/0 FPL including 
the S% income disregard allowance. Milliman has utilized the DHHS expenditure estimate for the 
Medically Needy population for fiscal year 2014 assuming expansion to 133% FPL under the Medicaid 
enhanced FMAP rate, Our projection adjusts the DHHS estimate by a factor of 1.0S to reflect expansion 
to the 138% FPL level. We have additionally adjusted the estimate provided by DHHS from a Federal 
fiscal year basis to a State fiscal year basis. Although these individuals would theoretically be included in 
the 2009 CPS data, the cost intensity needs to be additionally reflected. 
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Based upon the aggregate Disproportionate Share Hospital COSH) payment reductions indicated in the 
Affordable Care Act, Milliman developed average Federal fiscal year DSH reduction percentages. 
Milliman adjusted the Federal fiscal year percentages to a State fiscal year basis. The baseline DSH 
expenditures of $44.0 million provided by DHHS were ultimately reduced to two-thirds of the National 
reduction percentage. The reduction was reduced to two-thirds of the National percentage to reflect that 
Nebraska is a low DSH state. 

Note: Nebraska percentage reduction was estimated at 2/3 of National percentage reduction since Nebraska is a low 
DSH state. 

h. CHIP Enrollment Shift and FMAP Increase 

Under the Affordable Care Act, the CHIP program is required to continue to 2019. However, the 
legislation provides an additional Federal matching rate of 230/0 beginning on October 1, 2015 and ending 
September 30,2019. The additional 23% FMAP' wili increase the total FMAP for the CHIP program to 
approximately 93.35%. The enhanced FMAP will decrease expenditures for Nebraska and increase 
expenditures for the Federal share. 

The projection additionally reflects that approximately 30% of current CHIP program enrollees will shift 
to Medicaid eligibility effective January 1, 2014. The 30% reflects CHIP enrollees <138% FPL. 

i. State Disability Shift to Medicaid and Expansion to 1380/0 FPL 

Nebraska currently covers the State Disability population to 1000/0 FPL with 100% state funds. 
Milliman has utilized the DHHS expenditure estimate for the State Disability popUlation for Federal fiscal 
year 2014 assuming expansion to 133% FPL under the Medicaid enhanced FMAP rate. Our projection 
adjusts the DHHS estimate by a factor of 1.05 to reflect expansion to the 1380/0 FPL level. We have 
additionally adjusted the estimate provided by DHHS from a Federal fiscal year basis to a State fiscal 
year basis. Although these individuals would theoretically be included in the 2009 CPS data, the cost 
intensity needs to be additionally reflected. 
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Milliman anticipates potential savings from the following populations even if the programs are not 
discontinued. However, savings estimates have not been included in the total impact projection for either 
the full participation scenario or mid-range participation scenario. 

Pregnant Women above 138% FPL 

The State of Nebraska currently provides eligibility for pregnant women up to 185% FPL. It would be 
anticipated that the majority of pregnant women between 138% FPL and 185% FPL will receive care 
through the insurance exchange. We have estimated that approximately 10% of the current expenditures 
for the pregnant women population will no longer be incurred by the Nebraska Medicaid program. We 
have estimated the annual savings to be approximately $3.4 million (State and Federal) per year or $1.4 
million (State only) per year beginning on January 1, 2014. 

Breast and Cervical Cancer Program 

The State of Nebraska currently provides eligibility under the Breast and Cervical Cancer program. The 
total annual expenditures under the program are approximately $5.0 million (State and Federal) or 
$1.5 million (State only). It is not anticipated that this program will be required to be continued with the 
expansion requirements below 138% FPL and insurance reforms for individuals above 138% FPL. 
Therefore, we have estimated that this program could be terminated beginning on January 1, 2014; 
although, some of these individuals will become eligible under the new Medicaid eligibility requirements. 

LIMITATIONS 

The infonnation contained in this correspondence, including any enclosures, has been prepared for the 
Nebraska Department of Health and Human Services, Division of Medicaid and Long-Tenn Care and 
their advisors. These results may not be distributed to any other party without the prior consent of 
Milliman. To the extent that the infonnation contained in this correspondence is provided to any 
approved third parties, the correspondence should be distributed in its entirety. Any user of the data must 
possess a certain level of expertise in actuarial science and health care modeling that will allow 
appropriate use of the data presented. 

Milliman makes no representations or warranties regarding the contents of this correspondence to third 
parties. Likewise, third parties are instructed that they are to place no reliance upon this correspondence 
prepared for DHHS by Milliman that would result in the creation of any duty or liability under any theory 
of law by Milliman or its employees to third parties. 
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Milliman has relied upon certain data and information provided by DHHS as well as enrollment and 
expenditure data obtained from the Medicaid Statistical Infonnation System (MSIS) State Summary 
Datamart and the Nebraska Medicaid Reform Annual Report dated December 1, 2009 as retrieved from 
the DHHS website. The values presented in this correspondence are dependent upon this reliance. To the 
extent that the data was not complete or was inaccurate, the values presented will need to be reviewed for 
consistency and revised to meet any revised data. The data and information inel uded in the report has 
been developed to assist in the analysis of the financial impact of Nebraska Medicaid Assistance 
expenditures. The data and infonnation presented may not be appropriate for any other purpose. It 
should be emphasized that the results presented in this correspondence are a projection of future costs 
based on a set of assumptions. Results will differ if actual experience is different from the assumptions 
contained in this letter. 

----.... ----

If you have any questions or comments regarding the enclosed infonnation, please do not hesitate to 
contact me at (317) 524-3512. 

Sincerely, 

-;) / ~lf'~.'.S:. ( / 10 (yf:/;~CMf t~ W/ 
Robert M. Damler, FSA, MAAA 
Principal and Consulting Actuary 

RMD/lrb 
Enclosures 
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NEBRASKA DEPARTMENT OF HEALTH AND HUMAN SERVICES 8/17/2010 

Division of Medicaid and Long-Term Care 3:07 PM 

Health Care Reform Projection - Mid-Range Participation Scenario 
(Values in Millions) 

SFY 2011-

EXPENDITURES SFY 2011 SFY 2012 gx.1Qll SFY 2014 SFY 2015 SFY 2016 SFY 2017 ~ SFY 2019 SFY 2020 SFY 2020 

Current Programs 

Medicaid 
Total (State and Federal) $1,745.1 $1,792.5 $1,841.2 $1,891.3 $1,942.7 $1,995.5 S2,049.7 S2,105.4 $2,162.6 $2,221.4 $19,747.6 
Federal Funds $1,029.1 $1,036.8 $1,061.3 $1,090.1 $1,119.8 $1,150.2 $1,181.5 $1,213.6 SI,246.5 $ 1 ,280.4 $11,409.3 
State Funds $716.0 $755.7 $780.0 $801.2 $822.9 $845.3 $868.3 $891.9 $916.1 S941.0 $8,338.3 

CHIP 
Total (State and Federal) $63.2 $65.1 $67.0 $69.0 $71.1 $73.3 $75.4 $77.7 $80.0 $82.4 $724.4 
Federal Funds $45.0 $45.9 $47.2 $48.6 $50.0 $51.5 $53.1 S54.7 $56.3 S58.0 $510 .3 
State Funds $18.1 $19.2 $19.9 $20.5 $21.1 $21.7 $22.4 $23.0 $23.7 $24.4 $214.1 

State Disability 
Total (State and Federal) $8.1 $8.4 $8.6 $8.9 $9.2 $9.4 $9.7 S10.0 S10.3 S10.6 $93.3 
Federal Funds SO.O SO.O $0.0 $0.0 $0.0 SO.O SO.O SO.O SO.O SO.O SO.O 
State Funds $8.1 $8.4 $8.6 $8.9 $9.2 S9.4 S9.7 $10.0 S10.3 $10.6 S93.3 

All Programs 
Total (State and Federal) $1,816.4 $1,866.0 $1,916.9 $1,969.2 S2,023.0 S2,078.2 $2,134.9 $2,193.2 $2,253.0 $2,314.4 $20,565.3 
Federal Funds $1,074.1 $1,082.7 $1,108.5 $1,138.7 $1,169.8 $1,201.7 $1,234.6 $1,268.2 SI,302.9 $1,338.4 $11,919.6 
State Funds $742.3 $783.3 $808.5 $830.5 $853.2 $876.5 $900.4 $924.9 $950.1 $976.0 S8,645.7 
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. A'TI1\~,o..)l \ 



NEBRASKA DEPARTMENT OF HEALTH AND HUMAN SERVICES 8/17/2010 
Division of Medicaid and Long-Term Care 3:07 PM 

Health Care Reform Projection - Mid-Range Participation Scenario 
(Values in Millions) 

SFY 2011 -

EXPENDITURES SFY 2011 SFY 2012 SF\' 2013 SFY 2014 SF\' 2015 SFY 2016 SFY 2017 SFY 2018 SFY 2019 SFY 2020 SF\' 2020 

Health Care Reform 

Adults/Parents/Children - Expansion to 138% FPL 
Total (State and Federal) - Newly Eligible $142.6 $293.7 $302.5 $311.6 $320.9 $330.5 $340.5 $2,042.2 
Total (State and Federal) - Woodwork $37.6 $77.5 $79.8 $82.2 $84.7 $87.2 $89.8 $538.7 
Total (State and Federal) - Insured Switchers $108.6 $223.8 $230.5 $237.4 $244.5 $251.8 $259.4 51,556.0 

Federal Funds $265.0 $545.8 $562.2 $566.4 $567.6 $579.3 5585.6 $3,671.8 
State Funds $23.8 $49.1 $50.6 $64.8 $82.4 $90.3 $104.1 $465.1 

Administrative Expenses 
Total (State and Federal) $6.3 $12.5 $17.0 $21.5 $21.5 $21.5 $21.5 $21.5 S21.5 $164.8 
Federal Funds $3.1 $6.3 $8.5 $10.8 $10.8 $10.8 $10.8 $10.8 $10.8 $82.4 
State Funds $3.1 $6.3 $8.5 $10.8 $10.8 $10.8 $10.8 $10.8 $10.8 $82.4 

Pharmacy Rebate Loss for Nebraska 
Total (State and Federal) $0.0 SO.O $0.0 $0.0 $0.0 SO.O SO.O $0.0 SO.O SO.O SO.O 
Federal Funds (S5.0) ($5.5) ($5.8) ($6.2) ($6.5) ($6.9) (S7.4) ($7.8) (S8.3) (S8.8) ($68.1) 
State Funds $5.0 S5.5 S5.8 $6.2 $6.5 $6.9 $7.4 $7.8 $8.3 $8.8 $68.1 

Physician Fee Schedule Increase to Medicare Rates 
Total (State and Federal) S7.2 $18.3 $9.4 SO.O $0.0 $0.0 $0.0 $0.0 $34.9 
Federal Funds $7.2 $18.3 $9.4 $0.0 $0.0 $0.0 $0.0 SO.O S34.9 
State Funds SO.O $0.0 SO.O $0.0 50.0 $0.0 $0.0 SO.O $0.0 

Foster Children Coverage to Age 26 
Total (State and Federal) $2.8 $5.5 $5.5 $5.5 $5.5 $5.5 $5.5 S35.8 
Federal Funds $1.6 S3.2 $3.2 $3.2 S3.2 $3.2 $3.2 $20.6 
State Funds S1.2 $2.3 $2.3 $2.3 $2.3 $2.3 $2.3 $15.1 

Medically Needy Expansion to 138% FPL 
Total (State and Federal) $10.6 $21.8 $22.5 $23.2 $23.9 $24.6 $25.3 $151.9 
Federal Funds $10.6 $21.8 $22.5 $22.6 $22.6 S23.0 $23.2 S146.2 
State Funds $0.0 $0.0 $0.0 $0.6 $1.3 $1.6 $2.2 55.6 

DSH Reduction 
Total (State and Federal) ($1.0) ($1.5) ($1.6) ($3.9) ($10.9) ($14.1) ($11.4) (544.3) 
Federal Funds ($0.6) ($0.9) ($0.9) ($2.2) ($6.3) ($8.1) ($6.6) ($25.5) 
State Funds ($0.4) ($0.6) ($0.7) ($1.7) ($4.6) ($6.0) ($4.8) ($18.8) 
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NEBRASKA DEPARTMENT OF HEALTH AND HUMAN SERVICES 8117/2010 

Division of Medicaid and Long-Term Care 3:07 PM 

Health Care Reform Projection - Mid-Range Participation Scenario 
(Values in Millions) 

SFY 2011 -

EXPENDITURES SFY 2011 SFY 2012 .m:.lQ.ll SFY 2014 SFY 2015 SFY 2016 SFY 2017 SFY 2018 SFY 2019 SFY 2020 SFY 2020 

CHIP Enrollment Shift and FMAP Increase 
Total (State and Federal) SO.O SO.O $0.0 SO.O $0.0 SO.O $0.0 SO.O 
Federal Funds ($1.3) ($2.7) $6.1 $9.3 $9.5 $9.8 $0.2 530.9 

State Funds $1.3 $2.7 (S6.1) ($9.3) ($9.5) ($9.8) ($0.2) (530.9) 

State Disability Shift to Medicaid and Expansion to 138% FPL 
Total (State and Federal) $1.6 53.4 53.5 $3.6 $3.7 $3.8 $3.9 $23 .6 

Federal Funds $6.1 $12.6 $12.9 $13.0 $13.0 $13.2 $13.3 $84.0 

State Funds ($4.4) ($9.2) ($9.4) ($9.4) ($9.3) ($9.4) ($9.4) ($60.5) 

All Programs - After Expansion 
Total (State and Federal) Sl,816.4 $1,872.2 $1,936.6 $2,307.3 $2,678.0 $1,742.4 $2,815.9 $2,886.9 $2,963.9 $3,049.0 $25,068.7 

Federal Funds $1,069.1 $1,080.3 $1,116.1 SI,440.7 $1,763.2 $1,811.5 $1,850.1 $1,880.8 $1,925.7 $1,959.2 $15,896.7 

State Funds $747.3 $791.9 $820.5 $866.6 $914.8 $930.9 $965.8 $1,006.1 $1,038.2 51,089.8 59,172.0 

All Programs - Fiscal Impact 
Total (State and Federal) SO.O S6.3 $19.7 $338.1 $655.0 $664.1 $681.0 $693.8 $710.9 $734.5 $4,503.4 

Federal Funds ($5.0) ($2.3) S7.6 $302.0 $593.4 $609.8 $615.5 $612.6 $622.8 $620.8 $3,977.1 

State Funds $5.0 $8.6 S12.1 $36.1 $61.6 $54.4 $65.5 $81.2 S88.0 $113.7 $526.3 

Optional Changes to Current Programs 

Pregnant Women (133% - 185%) 
Total (State and Federal) ($1.6) ($3.3) ($3.4) ($3.5) ($3.6) (S3.7) ($3.8) ($22.8) 

Federal Funds (SO.9) ($1.9) (S2.0) ($2.0) ($2.1) ($2.1) ($2.2) ($13.2) 

State Funds ($0.7) ($1.4) ($1.4) ($1.5) ($1.5) ($1.6) ($1.6) ($9.7) 

Breast & Cervical Cancer 
Total (State and Federal) ($2.4) ($5.0) ($5.2) ($5.3) ($5.5) ($5.6) ($5.8) ($34.8) 

Federal Funds ($1.7) ($3.5) ($3.6) ($3.7) ($3.8) (S3.9) ($4.0) ($24.4) 

State Funds (SO.7) ($1.5) ($1.5) ($1.6) ($1.6) ($1.7) ($1.7) ($10.3) 
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NEBRASKA DEPARTMENT OF HEALTH AND HUMAN SERVICES 8117 /2010 
Division of Medicaid and Long-Term Care 3:10 PM 

Health Care Reform Projection - Full Participation Scenario 
(Values in Millions) 

SFY2011-

EXPENDITURES SFY 2011 SFY 2012 ~ SFY 2014 SFY 2015 SFY 2016 SFY 2017 SFY 2018 SFY 2019 SFY 2"020 SFY 2020 

Current Programs 

Medicaid 
Total (State and Federal) $1,745.1 $1,792.5 $1,841.2 $1,891.3 $1,942.7 $1,995.5 $2,049.7 $2,105.4 52,162.6 $2,221.4 $19,747.6 
Federal Funds $1,029.1 $1,036.8 $1,061.3 $1,090.1 $1,119.8 $1,150.2 $1,181.5 $1,213.6 $1,246.5 $1,280.4 $11,409.3 
State Funds $716.0 $755.7 $780.0 $801.2 $822.9 $845.3 $868.3 $891.9 $916.1 $941.0 S8,338.3 

CHIP 
Total (State and Federal) $63.2 $65.1 $67.0 $69.0 $71.1 $73.3 $75.4 $77.7 $80.0 $82.4 $724.4 
Federal Funds $45.0 $45.9 $47.2 $4S.6 $50.0 $51.5 $53.1 $54.7 $56.3 S58.0 $510.3 
State Funds $IS.1 $19.2 $19.9 $20.5 $21.1 $21.7 $22.4 $23.0 S23.7 $24.4 $214.1 

State Disability 
Total (State and Federal) $8.1 $S.4 $S.6 $8.9 $9.2 $9.4 $9.7 $10.0 S10.3 S10.6 593.3 
Federal Funds $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 SO.O SO.O $0.0 
State Funds $8.1 $8.4 $S.6 $8.9 $9.2 $9.4 $9.7 $10.0 S10.3 $10.6 S93 .3 

All Programs 
Total (State and Federal) $1,816.4 $1,866.0 $1,916.9 $1,969.2 $2,023.0 $2,078.2 S2,134.9 $2,193.2 $2,253.0 $2,314.4 $20,565.3 
Federal Funds $1,074.1 $1,OS2.7 Sl,10S.5 $1,13S.7 $1,169.8 $1,201.7 $1,234.6 $1,268.2 $1,302.9 $1,338.4 $11,919.6 
State Funds $742.3 $783.3 $808.5 $830.5 $853.2 $876.5 $900.4 $924.9 $950.1 $976.0 $8,645.7 
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NEBRASKA DEPARTMENT OF HEALTH AND HUMAN SERVICES 8117/2010 

Division of Medicaid and Long-Term Care 3:10 PM 

Health Care Reform Projection - Full Participation Scenario 
(Values in Millions) 

SFY 2011-

EXPENDITURES SFY 2011 SFY 2012 SFY 2013 SFY 2014 SFY 2015 SFY 2016 SFY 2017 SFY 2018 ~ SFY 2020 SFY 2020 

Health Care Reform 

Adults/Parents/Children - Expansion to 138% FPL 
Total (State and Federal) - Newly Eligible $174.6 $359.6 $370.4 $381.5 $393.0 5404.8 $416.9 $2,500.8 

Total (State and Federal) - Woodwork $48.6 $100.2 $103.2 $106.3 5109.5 5112.8 $116.2 $696.8 

Total (State and Federal) - Insured Switchers $172.1 $354.5 $365 .1 $376.1 5387.4 $399:0 $411.0 $2,465.2 

Federal Funds $364.2 $750.2 $772.7 $778.3 5779.9 $795.9 5804.4 S5,045.5 

State Funds $31.1 $64.1 $66.1 585.6 $109.9 S120.7 $139.7 $617.3 

Administrative Expenses 
Total (State and Federal) $6.3 $12.5 $20.8 $29.0 $29.0 $29.0 $29.0 $29.0 $29.0 $213.5 

Federal Funds $3.1 $6.3 $10.4 $14.5 $14.5 $14.5 $14.5 $14.5 $14.5 $106.8 

State Funds $3.1 $6.3 $10.4 $14.5 $14.5 $14.5 $14.5 $14.5 $14.5 5106.8 

Pharmacy Rebate Loss for Nebraska 
Total (State and Federal) $0.0 SO.O SO.O $0.0 $0.0 SO.O $0.0 SO.O $0.0 $0.0 SO.O 
Federal Funds ($5.5) (S6.0) ($6.4) ($6.7) ($7.1) ($7.6) ($8.0) (S8.5) ($9.0) ($9.6) ($74.4) 
State Funds $5.5 $6.0 $6.4 $6.7 $7.1 $7.6 $8.0 $8.5 $9.0 $9.6 $74.4 

Physician Fee Schedule Increase to Medicare Rates 
Total (State and Federal) S10.1 $27.3 $28.1 $28.9 $29.7 $30.5 $31.3 $32.2 $218.0 
Federal Funds $8.9 $24.5 $22.7 $20.3 $20.6 $20.9 $21.4 $21.8 $161.3 
State Funds $1.2 $2.8 $5.4 58.6 $9.0 59.5 $9.9 $10.4 $56.8 

Foster Children Coverage to Age 26 
Total (State and Federal) $2.8 $5.5 $5.5 $5.5 $5.5 $5.5 $5.5 $35.8 
Federal Funds $1.6 $3.2 $3.2 $3.2 $3.2 $3.2 $3.2 $20.6 
State Funds $1.2 $2.3 52.3 $2.3 $2.3 $2.3 $2.3 515.1 

Medically Needy Expansion to 138% FPL 
Total (State and Federal) $10.6 $21.8 $22.5 $23.2 $23.9 $24.6 $25.3 $151.9 
Federal Funds $10.6 $21.8 $22.5 $22.6 $22.6 $23.0 S23.2 $146.2 
State Funds $0.0 $0.0 SO.O $0.6 $1.3 $1.6 $2 .2 $5.6 

DSH Reduction 
Total (State and Federal) ($1.0) ($1.5) ($1.6) ($3.9) ($10.9) (SI4.1) ($11.4) ($44.3) 
Federal Funds ($0.6) ($0.9) ($0.9) ($2.2) ($6.3) ($8.1) ($6.6) ($25.5) 
State Funds ($0.4) ($0.6) ($0.7) (S1.7) ($4.6) ($6.0) ($4.8) ($18.8) 
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NEBRASKA DEPARTMENT OF HEALTH AND HUMAN SERVICES 8/ 17/20 I 0 
Division of Medicaid and Long-Term Care 3:10 PM 

Health Care Reform Projection - Full Participation Scenario 
(Values in Millions) 

SF\' 2011 -
EXPENDITURES SFY 2011 SFY 2012 SFY 2013 SFY 2014 SFY 2015 SFY 2016 SFY 2017 SFY 2018 SFX2019 SFY 2020 SFY 2020 

CHIP Enrollment Shift and FMAP Increase 
Total (State and Federal) $0.0 $0.0 $0.0 $0.0 $0.0 SO.O SO.O SO.O 
Federal Funds ($1.3) ($2.7) $6.1 $9.3 $9.5 $9.8 $0.2 530.9 
State Funds S1.3 $2.7 ($6.1) ($9.3) ($9.5) ($9.8) ($0.2) ($30.9) 

State Disability Shift to Medicaid and Expansion to 138% FPL 
Total (State and Federal) $1.6 $3.4 53.5 $3.6 $3 .7 53.8 $3.9 $23.6 
Federal Funds $6.1 $12.6 $12.9 $13.0 S13 .0 $13.2 $13.3 $84.0 
State Funds ($4.4) ($9.2) ($9.4) ($9.4) ($9.3) ($9.4) ($9.4) ($60.5) 

All Programs - After Expansion 
Total (State and Federal) SI,816.4 SI,872.2 $1,939.5 S2,426.7 $2,923.6 $3,004.8 $3,085.9 $3,164.7 $3,249.7 $3,343.0 $26,826.5 
Federal Funds $1,068.6 $1,079.8 $1,117.2 51,547.4 $1,984.1 $2,045.4 $2,085.7 $2,117.1 $2,166.7 $2,202.8 517,414.9 
State Funds $747.8 $792.4 $822.3 $879.2 $939.6 $959.3 $1,000.1 SI,047.6 51,083.0 $1,140.3 59,411.6 

All Programs - Fiscal Impact 
Total (State and Federal) SO.O S6.3 522.6 S457.4 S900.7 $926.6 $951.0 $971.5 $996.7 $1,028.6 $6,261.2 
Federal Funds ($5.5) (S2.8) $8.8 $408.7 $814.3 $843.7 $851.2 $848.8 $863.8 $864.4 $5,495.3 
State Funds $5.5 $9.1 $13.8 $48.7 $86.4 $82.9 $99.8 $122.7 $132.8 $164.2 $765.9 

Optional Changes to Current Programs 

Pregnant Women (133% - 185%) 
Total (State and Federal) ($1.6) ($3.3) ($3.4) ($3.5) ($3.6) ($3.7) ($3.8) ($22.8) 
Federal Funds ($0.9) ($1.9) ($2.0) ($2.0) ($2.1) ($2.1) ($2.2) ($13.2) 
State Funds (SO.7) ($1.4) (SI.4) ($1.5) ($1.5) ($1.6) ($1.6) ($9.7) 

Breast & Cervical Cancer 
Total (State and Federal) ($2.4) ($5.0) ($5.2) ($5.3) ($5.5) ($5.6) ($5.8) ($34.8) 
Federal Funds ($1.7) ($3.5) ($3.6) ($3.7) ($3 .8) ($3.9) ($4.0) ($24.4) 
State Funds ($0.7) ($1.5) ($1.5) ($1.6) ($1.6) ($1.7) ($1.7) ($10.3) 
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Medicaid Coverage and Spending in Health Reform: 
National and State-by-State Results for Adults at or Below 133% FPl 

Prepared by: 

John Holahan and Irene Headen 
Urban Institute 

May 2010 
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Executive Summary 

The Patient Protection and Affordable Care Act (PPACA) expands Medicaid to nearly all individuals under age 65 

with incomes up to 133 percent of the federal poverty line (FPL) which will extend coverage to large numbers of 

the nation's uninsured population, especially adults. However, the ultimate reach of the program will depend 

heavily on both federal and state actions to implement the new law. The Congressional Budget Office (C80) has 

provided national estimates of the impacts of health reform, but does not provide state-by-state estimates. We 

know that the impact of health reform will vary across states based on coverage levels in states today. This 

analysis provides national and state-by-state estimates of the increases in coverage and the associated costs 

compared to a baseline scenario without the Medicaid expansions in health reform. Nationally and across 

states, this analysis shows that: 

• Medicaid expansions wil/ significantly increase coverage and reduce the number of uninsured 

• The federal government will pay a very high share of new Medicaid costs in all states 

• Increases in state spending are small compared to increases in coverage and federal revenues and 

relative to what states would have spent if reform had not been enacted 

Today there is a great deal of variation across states in terms of Medicaid coverage, the uninsured, state fiscal 

capacity, leadership and priorities. These variations make it impossible to know how each state individually will 

respond to the new health reform law. There are a range of implementation scenarios that will impact the 

number of people who participate or sign up for coverage and these participation rates are directly related to 

the estimates of coverage and cost for health reform. Since it is impossible to predict the behavior of each state, 

this analysis examines two participation rate scenarios that are applied uniformly across states; however, we 

recognize that some states may implement reform to achieve coverage levels above expectations and others 

may be slower to implement reform or face implementation barriers that result in lower coverage levels. The 

two modeled scena rios are: 

1. Standard Participation Scenario. This scenario attempts to approximate participation rates used by the 

CBO to estimate the national impact of the Medicaid expansion and then examines the results by state. 

These results assume moderate levels of participation similar to current experience among those made 

newly eligible for coverage and little additional participation among those currently eligible. This 

scenario assumes 57 percent participation among the newly eligible uninsured and lower participation 

across other coverage groups. 

2. Enhanced Outreach Scenario. This scenario examines the impact and reach of Medicaid assuming a 

more aggressive outreach and enrollment campaign by federal and state governments as well as key 

stakeholders including community based organizations and providers that would promote more robust 

participation among those newly eligible (75 percent participation among the newly eligible that are 

currently uninsured and lower participation across other coverage groups) and higher participation 

among those currently eligible for coverage than in the standard scenario. 
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Even in a scenario with higher participation, we did not assume that there will be full or 100 percent 

participation. We did not model a participation rate lower than the standard, but this scenario might result in 

coverage levels that are not a substantial improvement over what would have occurred in the absence of reform 

(or baseline levels). 

This analysis estimates the impact of the coverage provisions for adults in health refornl between 2014 and 2019 

but does not account for other Medicaid changes in the law. For a more detailed description of the methods 

used in the analysis for this brief and a description of how the changes in the Medicaid match rates are applied 

to different populations, see the full text of the report and boxes 1 and 2 at the end of the executive summary. 

Standard Participation Scenario 

This scenario assumes that states will implement health reform and achieve levels of participation similar to 

current enrollment in Medicaid among those made newly eligible for coverage; however, this scenario assumes 

little additional participation among those currently eligible. These results attempt to approximate participation 

rates used by the CBO. 

National Results 

Medicaid expansions will significantly increase coverage and reduce the number of uninsured. Medicaid 

enrollment is projected to increase by 15.9 million by 2019. This new coverage would result in a reduction of 

uninsured adults under 133 percent of poverty of 11.2 miliion, a 45 percent reduction in 2019 (Figure 1). States 

with more limited coverage and higher uninsured rates pre-reform (like Texas) will see larger decreases in the 

uninsured compared to states with broader coverage and fewer uninsured pre-reform (like Massachusetts). 

The federal government will pay a very high shore of new Medicaid costs in 01/ states. In this scenario, 

federal spending would increase by $443.5 billion and state spending would increase by $21.1 billion between 

2014-2019 (Figure 2). Thus about 95 percent of all new spending would be by the federal government. Spending 

in 2014 is expected to be relatively small, particularly for states because enrollment is being phased-in and the 

fed~ral matching rate for new eligibles is 100 percent. Overall and state spending increases by 2019 as coverage 

is phased in to full implementation levels and federal matching rates for new eligibles fall to 93 percent from 

100 percent. 

2 

Figure 1 

Standard Scenario: 
Changes in Coverage from Medicaid 

Expansion in PPACA in 2019 
(in millions) 

15.9 

-11.2 

Medicaid Uninsured 

Figure 2 

Standard Scenario: Changes in Costs from 
Medicaid Expansion in PPACA 2014-2019 

(in billions) 

Total $464.7 

THE KAISER COMMISSION ON 

Medicaid and the Uninsured 



Increases in state spending are small compared to increases in coverage and federal revenues and relative to 

what states would have spent if reform hod not been enacted (baseline). Nationally, enrollment is expected to 

increase by 27.4 percent compared to baseline. This increase in enrollment far exceeds increases in state 

spending relative to baseline of 1.4 percent. Due to the large increase ;n federal matching rates, the federal 

increases in Medicaid spending compared to 

baseline are expected to be 22.1 percent with 

overall spending increases of 13.2 percent. 

(Figure 3) The federal matching rates pre-reform 

and pre-ARRA average 57.1 percent. The federal 

matching rate after reform is the combination of 

current matching rates on current eligibles, 

expansion state match rate for certain childless 

adults, and the higher federal matching rates on 

new eligibles. The aggregate match rates for 

Medicaid or the share of total Medicaid spending 

financed by the federal government is expected 

to increase from 57.1 percent (under current law) 

to 61.6 percent; however, states that have had 

large increases in the number of new eligibles will 

see the greatest increases in matching rates. 

State-by-State Results 

Figure 3 

Standard Scenario: Enrollment and Spending 
Increases Over Baseline 2014-2019 

27.4% 

Enrollment in 
2019 

22.1% 

1.4% 

State Spending Federal Spending Total Spending 

The impact of the Medicaid expansions under health reform will vary across states based on current levels of 

coverage and current match rates for states. The next section reviews the variation in the impact of costs and 

coverage across states. For state-by-state results of the standard scenario see Table 1. For purposes of this 

discussion we group the results into the experience in three types of states. For each group we will use the 

results from two states as illustrative of the experience for other states in that group: 

• States with low Medicaid eligibility for adults today (Alabama and Texas) 

• States that have broader coverage today for parents but have no Medicaid coverage for childless adults 

(California and New Jersey), and 

• Expansion states that cover both parents and childless adults in Medicaid today (Massachusetts and 

New York). 1 

1 For this analysis we assume that there are seven "expansion states" which include: Arizona, Delaware, Hawaii, Maine, Massachusetts, 
New York, and Vermont. 
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The Medicaid expansion will result in large reductions in the uninsured across states, but especially in states 

that have higher levels of uninsured today. Overall, the Medicaid expansion is expected to result in a decrease 

in the number of uninsured of 11.2 million people, or 45 percent of the uninsured adults below 133 percent of 

poverty. States with low coverage levels and 

higher uninsured rates today will see larger 

reductions (Alabama 53.2 percent and Texas 

49.4). States with broader coverage levels for 

parents today, no coverage for childless adults 

and high uninsured rates will also see large 

reductions in the uninsured (California 41.5 

percent and New Jersey 45.3 percent). States 

with lower uninsured rates today will see smaller 

reductions (Massachusetts 10.2 percent 

reduction and New York 14.8 percent). (Figure 4) 

Overall, Texas and California could each see a 

reduction in the uninsured of about 1.4 million 

compared to baseline in 2019. 

Figure 4 

Standard Scenario: Percent Reduction in Uninsured 
Adults < 133% FPL Due to Medicaid Expansion in 2019 

532% 

Total Pl lX CA NJ MA NY 

E lCpans ion 
States 

The actual federal share of the costs of the Medicaid expansion varies based on state coverage levels today, 

but it ;s always very high. States with low coverage levels today will see the vast majority of the costs of new 

enrollment financed by the federal government over the 2014 to 2019 period because most of their increased 

enrollment is from individuals made eligible by health reform who qualify for the high newly eligible match rate 

(for Alabama, 96 percent and Texas, 95 percent). States with broader coverage of parents today have the 

majority of costs financed by the federal government but at slightly lower levels because they experience a 

higher participation of those currently eligible whose coverage is reimbursed at the states' regular match rates 

(California, 94 percent and New Jersey 94 percent). For expansion states, the level of federal financing varies 

with the proportion of current eligibles to newly 

eligible or those eligible for the expansion match 

rate. Massachusetts, a state with no new 

eligibles, will actually achieve some savings 

because the benefit of the expansion match rate 

for current and new coverage of childless adults 

outweighs any new state costs related to 

increases in participation for parents at the 

regular Medicaid match rate. States with state 

funded coverage programs for adults benefit 

because these adults will be considered newly 

eligible for Medicaid and qualify for the newly 

eligible match rate. Generally, states will benefit 

from a large influx of federal dollars and new 

coverage is likely to reduce the need for state 

payments for uncompensated care. (Figure S) 

4 

figureS 

Standard Scenario: Federal Share of Costs of the 
Medicaid Expansion 2014-2019 

Total AL TX CA NJ MA NY 
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Compared to projected enrollment without health reform, increases in new enrollment and coverage will far 

exceed new state costs, but these increases vary based on current levels of coverage across states. States with 

more modest coverage today are expected to see large increases in enrollment compared to projections without 

health reform. Increases in enrollment will be lower in states that have already covered a large share of these 

populations. Increases in enrollment far exceed increases in state spending relative to baseline estimates and 

this differential is biggest in states with low Figure 6 

coverage today. For example, Texas could see an 

increase in enrollment of 46 percent but an 

increase in state spending of about 3 percent. 

Federal spending in Texas is expected to increase 

by 39 percent compared to baseline. States with 

low coverage today are expected to see large 

increases in federal spending relative to baseline 

both because of the very favorable matching rate 

on new eligibles and because these states also 

have a high regular Medicaid match rate for 

current eligibles. Increases in coverage and 

spending will be lower in states that have already 

covered a large share of these populations. 

(Figure 6) 

Enhanced Outreach Scenario 

Standard Scenario: Enrollment and State 
Spending Increases Over Baseline 2014-2019 

27.4% 

l 
Total 

• Enrollment in 2019 S1 State Spending 

45.5% 

36.9% 38.1% 

20.1% 

I" .2".1, 

PL TX CA NJ 

~Tii .. -MA NY 

Expansion 
States 

This scenario examines the impact on Medicaid and the uninsured assuming a more aggressive outreach and 

enrollment campaign at both the federal and state levels that would promote more robust participation in 

Medicaid and further reduce the number of uninsured in this low-income population compared to the standard 

scenario. The e~hanced scenario also assumes that individuals respond favorably to the new mandate for 

coverage. Even though the large majority of 

those eligible for Medicaid will be exempt from 

the penalties for failure to comply with the 

mandate, a new cu Itu re of coverage along with 

outreach efforts are likely to yield more 

participation. These factors would increase 

participation of both those made newly eligible 

for coverage under health reform and eligible for 

coverage prior to changes in reform. 

Under the enhanced outreach scenario applied 

uniformly across states, Medicaid enrollment 

could increase by 22.8 million by 2019 resulting in 

a 17.5 million reduction in uninsured adults 

under 133 percent of poverty (a 70 percent 

reduction). (Figure 7) 
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Changes in Coverage from Med icaid 
Expansion in PPACA in 2019 . 

15.9 

(in millions) 

• Medicaid .. Uninsured 
22.8 

-112 

Standard Scenario 

-17.5 

Enhanced Scenario 
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Compared to the standard scenario, states will see larger reductions in the uninsured. Similar to the standard 

scenario, states with low coverage levels today will see larger reductions (Alabama 73 percent and Texas 74 

percent). States with broader coverage levels for Figure e 

parents but no coverage for childless adults and 

high uninsured rates will also see large reductions 

in the uninsured (California 68 percent and New 

Jersey 71 percent). States with lower uninsured 

rates today will see smaller reductions 

(Massachusetts 43 percent reduction and New 

York 47 percent). (Figure 8) In this scenario, 

California could see a reduction in the uninsured 

of 2.3 million and Texas could see a 2.1 million 

reduction compared to baseline projections in 

2019. See Table 2 for the state-by-state results of 

the enhanced participation scenario. 

Enhanced Scenario: Percent Reduction in Uninsured 
Adults < 133% FPL Due to Medicaid Expansion in 2019 

12.9% 73.6% 

Total MA NY 

ExpanSion 
States 

Under these higher participation assumptions, new spending for Medicaid would continue to be most1y federal 

(92.5 percent) over the 2014 to 2019 period. State spending could increase by $43 billion while federal spending 

could increase by $532 billion. The share of spending borne by the federal government will be somewhat lower 

under the 'higher participation assumptions, primarily due to higher take-up among those who are eligible under 

pre-PPACA rules. Since the states will receive lower federal matching rates for those previously eligible, states 

will be responsible for a higher share of their Figure 9 

costs. Relative to baseline spending, Medicaid 

enrollment could increase by 39 percent, 

significantly higher than state spending increases 

of 2.9 percent. Federal spending nationally in 

this scenario could be about 21 percent higher 

than baseline projections. (Figure 9) . In this 

scenario, the aggregate match rates for Medicaid 

or the share of total Medicaid spending financed 

by the federal government is expected to 

increase from 57.1 percent (under current law) to 

62.1 percent; however, states with large 

increases in the number of new eligibles will see 

the greatest increases in matching rates. 

limited Outreach Scenario 

Enhanced Scenario: Enrollment and State 
Spending Increases Over Baseline 2014-2019 

• Enrollment in 20 19 • State Spending 

83.5% 

55A% 

41.9% 

'1:_1. ___ 1 ~_ .nla 
Total IlL IX MA NY 

Expansion 
States 

Right now, states are still in the midst of a major economic downturn facing historic declines in revenues and 

increased demand for public programs. The impact of the downturn varies across states and the economic 

recovery will vary across states as well. Heading into health reform, some states will move quickly to promote 

coverage with efforts that may begin in 2010, while others may move more slowly. Some are challenging and 

opposing health reform through amendments to their state statutes and constitutions, ballot initiatives and 

court challenges. Continuing an approach to Medicaid that dates back to its enactment in 1965, hearth reform 

revises the standards with which states that choose to partiCipate in the program must comply. Because 
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Medicaid is voluntary, states may choose to not to participate and thereby forego the federal Medicaid funding 

to which participating states are entitled. States that elect not to implement these new requirements in effect 

would be making the choice not to participate. 

The outcome of state actions will affect the extent to which implementation of health reform reaches its fullest 

potential. If states fall short of implementation expectations, fewer individuals will be covered and more 

individuals will remain uninsured. Under this scenario, states would also forgo large sums of federal funding tied 

to the coverage of those made newly eligible under reform. Even though states would have higher numbers of 

uninsured in this scenario, they will also face a reduction in the federal dollars to support uncompensated care 

since the new law calls for reductions in disproportionate share hospital payments (DSH) of $14 billion over the 

2014 to 2019 period. 

Conclusion 

The changes to the Medicaid program under the Patient Protection and Affordability Care Act (PPACA) 

significantly expand Medicaid coverage for adults. There will be large increases in coverage and federal funding 

in exchange for a small increase in state spending. States with low coverage levels and high uninsured rates will 

see the largest increases in coverage and federal funding. Higher levels of coverage will allow states to reduce 

payments they make to support uncompensated care costs. 

The impact of health reform will vary across states based on coverage levels in states today, state decisions 

about implementation and ultimately the number of individuals who sign up for coverage. It is impossible to 

know how individual states will respond, so this analysis looked at a range of participation assumptions that are 

applied uniformly across states, but in reality this will vary. Some states may not aggressively implement health 

reform and therefore not see significant reductions in the uninsured while other states will have higher levels of 

participation because of effective outreach and enrollment strategies and see greater reductions in the number 

of uninsured. 
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Box 1: Methods Summary 

The Model Database. We use the 2007 and 2008 Current Population Survey (CPS) as our baseline data set (which provides data for 2006 

and 2007). It is generally accepted that the CPS has an undercount of the Medicaid population. We adjust for the undercount with a partial 

adjustment to state administrative data. We then generate a 2009 dataset by growing the population to 2009. We account for the impact 

of unemployment on coverage which has the effect of reducing employer coverage, increasing Medicaid enrollment, and increasing the 

number of uninsured. We also benchmark to 2009 CPS total population estimates by state and estimate population growth to 2019 using 

growth rates based on Census population projections. 

Eligibility Simulation. To estimate the impact of health reform on states, we use a model developed at the Urban Institute's Health Policy 

Center (Health Insurance Policy Simulation Model or HIPSM). The model takes into account state-level eligibility requirements for Medicaid 

and CHIP eligibility pathways and applies them to person- and family-level data from the Annual Social and Economic Supplement to the 

CPS to simulate the eligibility determination process. The model identifies eligibility for Section 1115 waiver programs which is critical for 

determining match rates for coverage in seven states: Arizona, Delaware, Hawaii, Maine, Massachusetts, New York, and Vermont. 

Participation Rates. Once we have identified individuals who are newly eligible for Medicaid, we then assess the likelihood that they will 

participate in Medicaid under reform. The uninsured are likely to participate at relatively higher rates post-reform because they currently 

lack coverage but not all new participation will come from the ranks of the 

uninsured. Participation rates are also likely to increase for those who are currently 

eligible but not participating in Medicaid. Under the standard scenario, we use a set 

of participation rates that attempt to approximate those used by CSO {57% 

participation from the uninsured and lower rates for other coverage groups}. The 

actual participation rates assumed in the CSO estimates are not publicly available. 

We also look at the impact of a scenario with aggressive broader outreach and 

enrollment efforts and stronger response to the individual mandate (even though 

the Medicaid population is largely exempt from these requirements). In this 

scenario we assume 75% participation of the uninsured and lower rates for other 

coverage groups. 

Bac,el:ne 

Covel dge 

Current Eligibles 

ESI 

Non-group 

Uninsured 

New Eligibles 

ESI 

Non-group 

Uninsured 

StCll1ci?J"d Enhaf)ced 
~(Ella! 10 ScellCillo 

3% 5% 

7% 10% 

10% 40% 

25% 25% 

54% 60% 

57% 75% 

Cost per Person. We make estimates on the costs per enrollee using data from HIPSM. These estimates are based on the Medical 

Expenditure Panel Survey (MEPS) but calibrated to reflect differences in health status of Medicaid eligibles who are currently uninsured, 

have non-group coverage, or employer-sponsored insurance. Estimates from MEPS are adjusted to be consistent with targets from the 

Medicaid Statistical Information System (MSIS). Cost per enrollee is then grown to 2019 using growth rates taken from the CBO March 2009 

baseline. 

The Baseline. We use estimates of state and federal Medicaid spending in the baseline, i.e. what would have happened without reform if 

current law continued, to assess the impact of reform. Baseline enrollment and national spending totals for the years 2009-2019 were 

calculated using published CSO estimates from March 2009 to grow data from the 2007 Medicaid Statistical Information Statistics (MSIS) 

and CMS Form-64 Medicaid Financial Report (CMS-64). Using published Federal Medical Assistance Percentages (FMAP) from the 

Department of Health and Human Services, we calculated the federal and state share of spending for each state. These 2007 federal 

spending counts were grown to match 2009 spending from the CBO by enrollment group at the national level. Then these same growth 

rates were applied to each state. Published 2009 FMAP rates were then used to calculate the state and total spending amounts in 2009. 

This process was repeated for each year, 2010 through 2019, using CBO estimates and the most recent FMAP rates for each year, without 

the adjustments made by the American Recovery and Reinvestment Act (ARRA). 

Other Assumptions. These estimates do not account for: increased participation for states with current Medicaid coverage levels above 

133% FPL because after 2014 states are unlikely to continue to cover these individuals on Medicaid; costs associated with the increase in 

physiCian payment rates for primary care; the effects of reform for children; or the fiscal implications of the reductions of disproportionate 

share hospital payments. Finally, the analysis also does not account for any changes in Medicaid between 2010 and 2014. States are 

permitted to extend coverage to childless adults and receive their regular federal medical assistance percentages (FMAP) until 2014. 
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Box 2: Medicaid Match Rates for Coverage in Health Reform Summary 

The health reform law establishes a new, minimum standard for Medicaid coverage that is uniform across the country and fills the biggest 

gaps in coverage for low-income people . Specifically, the PPACA requires states by January I, 2014, to extend Medicaid eligibility to all 

groups of people under age 65 with income up to 133 percent of the FPL who are not otherwise eligible for Medicaid.2 For most states, this 

will mean providing Medicaid to adults without children for the first time, as well as increasing their income eligibility threshold for parents 

to 133 percent of the federal poverty line . The law specifies different match rates for individuals eligible for coverage as of December I, 

2009; those made newly eligible for coverage under health reform and for certain expansion states. 

• Regular Medicaid Matching Rate: The regular Medicaid matching rate is determined by a formula that has been in place since the 

program was enacted in 1965. It ranges from 50 percent to 76 percent, and is designed to provide more federal support to states with 

lower per capita incomes. In 2014, it will continue to be used for "already-eligible" individuals (people who qualify for Medicaid under 

the rules in effect on December 1, 2009). 

• Newly-Eligible Matching Rate : The newly-eligible matching rate assures that the federal government finances much of the cost of the 

Medicaid expansion to 133 percent of the FPL included in the health reform legislation. It is set at 100 percent in FY2014 through 
FY2016, 95 percent in 2017,94 percent in 2018,93 percent in 2019, and 90 percent in 2020 and beyond . Beginning in 2014, it is available 

for non-elderly adults with income up to 133 percent of the FPL who are not eligible for Medicaid under the rules that a state had in 

place on December 1, 2009 . 

• "Expansion" States Matching Rate: The transition-matching rate is designed to provide some additional federal help to "expansion" 
states (states that expanded coverage for adults to at least 100 percent of the FPL prior to enactment of health reform). These states can 

receive a phased-in increase in their federal matching rate for adults without children under age 65 beginning on January 1, 2014 so that 

by 2019 it will equal the enhanced matching rate available for newly-eligible adults. This analysis assumes that there are seven sta~es 

that fall into this category: Arizona, Delaware, Hawaii, Massachusetts, Maine, New York, and Vermont . 

Enhanced Matching Rates for Parents and Childless Adults, 2014 and Beyond 

Medicaid-Eligible Childless Adults in "Expansion" States Only 

Transition Percentage Example: State with 50% Example: State with 

used to Calculate Original FMAP 60% Original FMAP 
Year Enhanced Match Regular FMAP + {{Newly- Regular FMAP + [(New/y-

Eligible Enhanced Match Eligible Enhanced Match 

Rate - Regular FMAPj x Rate - Regular FMAP j x 

Transition Percentage] Transition Percentage] 

2014 50% 75% 80% 

2015 60% 80% 84% 

2016 70% 5% 88% 

2017 80% 86% 88% 

2018 90% 89.6% 90.6% 

2019 100% 93% 93% 

2020 on 100% 90% 90% 

2TO promote coordination, the gross income standard that will be used for the premium tax credits available in the Exchanges also will apply to most exist ing 

Medicaid eligibility groups. A standard five percent of income disregard will be built into the gross income test for Medicaid to compensate for the loss of other, 

existing Medicaid disregards . In addition, states will no longer be able to impose asset tests on most Medicaid populations . 
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Table 1: Standard Participation Scenario 

Total New 

Medicaid 
Enrollees· 

Previously 

Uninsured 
Newly Enrolk:!d 

Uninsured 

Adults < 133% 
FPl 

State Federal Total % Federal 

Spending 
Enrollment 

in 2019 

State Federal Total 
Spending Spending Spending Spending Spending Spending 

Northeast 

Connecticut 
Maine 

Massachusetts· * 

New Hampshire 

New Jersey 

New York 

Pennsylvania 

Rhode Island 

Vermont 
Midwest 

South 

Illinois 

Indiana 
Iowa 

t(ansas 

Michigan 

Minnesota 
Missouri 

Nebraska 

North Dakota 
Ohio 

South Dakota 

Wisconsin 

Alabama 
Arkansas 
Delaware 

District of Columbia 
Florida 

west • 

Total 

Georgia 

Kentucky 
louisiana 
Maryland 

Mississippi 

North Carolina 
Oklahoma 

South Carolina 

Tennessee 
Texas 

Virginia 
West Virginia 

Alaska 

Arizona 
California 

Colorado 
Hawaii 
Idaho 

Montana 

Nevada 
New Mexico 

Oregon 

Utah 

Washington 

Wyoming 

114,083 
43,468 

29,921 

55,918 
390,490 

305,945 
482,366 

41,185 
4,484 

631,024 

297,737 

114,691 
143,445 

589,965 

251,783 
307,872 

83,898 

28,864 
667,376 

31.317 
205,987 

351,567 
200,690 

12.081 
28,900 

951,622 
646,557 

329,000 

366.318 
245,996 
320,748 

633,485 
357,150 

344,109 
330,932 

1,798,314 

372,470 

121,635 

42,794 

105,428 

2,008,796 

245,730 

84.130 
85,883 

57,356 
136,563 
145,024 

294,600 

138,918 
295,662 

29,899 
15,904,173 

75,864 

27,877 

10,401 

34,625 
292,489 

223,175 

282,014 
29,147 

3.214 

429,258 

215,803 
74,498 
89,265 

430,744 

132,511 
207,678 

50,364 

17,198 
462,024 

18,594 
127,862 

244,804 

154,836 
7,916 

15,308 

683,477 
479,138 
250,704 

277,746 
174,484 

256,920 
429,272 
261,157 
247,478 

245,691 
1,379,713 

245,840 
95,675 

33,106 

81,095 
1,406,101 

166,471 

42.381 
59,078 
37,978 

100,813 

111.279 
211,542 

78,284 
189,463 

19,099 
11,221,455 

-Inctudes newly enrolled 1115 walver eligible population. 

48.0% 
47.4% 

10.2% 

48.7% 
45.3% 

14.8% 

41.4% 

50.6% 
10.1% 

42.5% 

44.2% 
44.1% 
50.9% 

50.6% 
44.2% 
45.5% 

53.9% 
45.1% 
50.0% 

51.9% 
50.6% 

53.2% 
47.6% 
15.9% 
49.1% 
44.4% 

49.4% 

57.1% 
50.7% 
46.2% 

54.9% 
46.6% 
53.1% 

56.4% 

43.3% 
49.4% 

SO.6% 
56.1% 

48.4% 

13.6% 
41.S% 

50.0% 

50.0% 
53.9% 

49.6% 
47.0% 

52.6% 

56.7% 

52.5% 
52.2% 

53.0% 

445% 

$263 

-$118 
-$1,274 

$63 
$533 

$50 

$1,054 

$70 

·$26 

$1.202 
$478 
$147 

$166 
$686 

$421 
$431 

$106 
$32 

$830 

$32 
$205 

$470 
$455 

$3 
$42 

$1,233 
$714 

$515 
$337 
$533 
$429 

$1,029 

$549 

$470 
$716 

$2,619 

$498 
$164 

$117 
$56 

$2,982 

$286 

-$28 
$101 

$100 
$188 
$194 

$438 
$174 

$380 

$32 
$21,148 

$4,686 

$1,857 

$2,137 

$1,204 

$9,030 

$8,049 

$17,086 
$1,559 

$112 

$19,259 
$8,535 

$2,800 
$3,477 

$14.252 
$7,836 
$8,395 

$2,345 
$595 

$17,130 

$717 

$4.252 

$10,305 
$9,401 

$387 

$902 
$20,050 
$14,551 

$11,878 
$7,273 
$9,112 

$9,865 
$20,712 
$12,179 

$10,919 

$11,072 
$52.537 

$9,629 
$3,781 

$2,046 
$2,091 

$44,694 

$5,917 
$2,999 
$2,402 

$2,178 
$3,445 

$4,510 

$10,302 

$4,129 
$8,271 

$683 
$443,530 

$4,949 

$1.738 
$864 

$1,267 

$9,563 

$8,099 

$18,140 

$1.629 
$86 

$20,461 

$9,013 

$2,947 
$3,643 

$14,938 

$8,257 
$8.826 
$2,451 

$627 
$17,960 

$748 

$4,457 

$10,776 
$9,856 

$390 

$944 
$21,283 
$15,265 

$12,393 
$7,610 
$9,645 

$10.294 
$21,741 
$12,728 

$11,389 

$11.788 
$55,156 
$10,127 

$3,945 

$2,163 

$2.147 
$47,676 

$6,203 

$2,971 
$2,502 

$2,278 

$3,633 
$4,704 

$10.739 
$4,304 

$8,651 

$715 
$464,678 

94.7% 

100%· 

100%" 
95.0% 

94.4% 

99.4% 

94.2% 

95.7% 
100%* 

94.1% 

94.7% 

95.0% 
95.4% 

95.4% 

94.9% 

95.1% 
95.7% 
94.9% 
95.4% 

95.8% 

95.4% 

95.6% 
95.4% 
99.2% 
95.6% 

94.2% 
95.3% 

95.8% 
95.6% 
94.5% 
95.8% 

95.3% 
95.7% 

95.9% 

93.9% 
95.3% 
95.1% 

95.9% 

94.6% 

97.4% 
93.7% 
95.4% 
100%-
96.0% 

95.6% 
94.8% 

95.9% 

95.9% 

96.0% 
95.6% 

95.6% 

95.4% 

20.1% 

11.8% 

2.0% 

38.8% 

38.1% 

6.0"A> 

21.7% 

20.0% 

2.8% 

25.8% 
29.4% 

25.3% 
42.0% 

30.2% 
32.9% 
29.8% 
36.2% 

44.0% 
31.9% 
25.9% 
20.8% 

36.9% 

27.9% 
6.7% 

16.1% 
34.7% 
40.4% 

37.3% 
32.4% 
32.4% 

41.2% 
38.2% 
51.2% 

38.4% 

20.9% 
45.5% 
41.8% 

295% 

38.5% 

7.7% 
20.1% 

47.7% 

38.0% 
39.4% 

545% 

61.7% 
28.3% 

60.6% 

56.1% 

25.2% 

40.0% 
27.4% 

1.2% 

·1.5% 

·2.1% 

1.1% 

1.2% 

0.0% 

1.4% 
0.7% 

-0.6% 

1.6% 

2.5% 
1.4% 
1.7% 

2.0"A> 

1.2% 
1.7% 

1.5% 
1.4% 
1.6% 
1.1% 

0.9% 

3.6% 
4.7% 
0.1% 

0.9% 

1.9% 
2.7% 

3.5% 

1.7% 

1.7% 
4.8% 

2.6% 
4.0% 

3.6% 

2.5% 
3.0% 
1.8% 
2.4% 

2.1% 

0.2% 
1.5% 
1.8% 

-0.5% 
2..5% 

3.7% 

2.9% 
2.1% 
3.6% 

3.7% 
1.2% 

1.2% 
1.4% 

21.0% 
12.9% 

3.5% 

21.3% 

20.9% 

3.3% 

17.7% 
14.6% 

1.9% 

25.9% 
22.9% 

15.7% 
24.0% 

21.5% 
22.0% 
195% 

23.5% 

16.9% 
19.2% 
16.4% 

12.7% 

35.9% 
38.9% 
6.2% 
8.3% 

24.3% 
28.9% 

32.2% 
21.6% 
29.6% 

37.0% 
29.0% 
48.2% 

36.0% 

20.4% 
38.9% 

35.1% 
20.4% 

36.9% 

4.2% 
23.0% 

37.1% 
46.8% 
27.1% 

40.0% 
49.8% 
21.3% 

50.6% 

35.3% 
26.0% 

26.8% 
22.1% 

·-Massachusetts has a low share of uninsured within the newly enrolled due to low levels of uninsurance in the baseline. 
Note: These estimates relate solely to the Medicaid expansion and do not account for other changes in health reform such as access to subsidized coverage in the exchanges 
or state or federal savings from reduced uncompensated care or the transition of individuals from state-funded programs to Medicaid in 2014. 
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11.1% 
7.7% 

0.7% 

11.2% 

11.1% 

1.7% 

10.5% 
8.1% 

0.9% 

13.8% 

16.1% 
10.3% 
14.8% 

14.8% 
11.6% 
13.0% 
14.4% 

10.8% 
12.8% 
10.5% 

8.0% 

25.7% 

29.1% 
3.3% 

6.1% 

14.3% 
19.8% 

24.0% 
14.4% 

15.6% 
28.9% 
19.7% 
32.7% 

26.3% 

14.3% 
24.7% 
18.4% 

15.6% 

19.5% 

2.9% 
12.3% 
19.4% 

24.0% 
19.4% 

27.9% 

27.1% 
15.5% 

33.1% 

26.2% 
13.6% 

14.0% 
13.2% 



Table 2: Enhanced Outreach Scenario 

Northeast 

Connecticut 

Maine 

Massachusetts· • 

New Hampshire 

New Jersey 

New York 

Pennsylvania 

Rhode Island 

Vermont 

Midwest 

South 

Illinois 

Indiana 

Iowa 

Kansas 

Michigan 

Minnesota 

Missouri 

Nebraska 

North Dakota 
Ohio 

South Dakota 

Wisconsin 

Alabama 

Arkansas 
Delaware 

District of Columbia 

Florida 

West 

Total 

Georgia 
Kentucky 

louisiana 

Maryland 

Mississippi 
North Carolina 

Oklahoma 

South Carolina 

Tennessee 

Texas 

Vircinia 
West Vircinia 

Alaska 
Arizona 

California 

Colorado 
Hawaii 

Idaho 

Montana 

Nevada 

New Mexico 

Oregon 

Utah 

Washington 

Wyoming 

Total New 

Medicaid 

Enrollees· 

154,664 

59,502 

75,569 

76,744 

567,852 

820,623 

682,880 

53,841 

15,509 

911,830 

427,311 

163,264 

192,006 

812,818 

348,684 
437,735 

110,820 

40,017 

901,023 

41,847 

277,116 

455,952 

286,347 

28,839 

38,763 

1,376,753 

907,203 
423,757 

507,952 

348,140 

419,571 
887,560 

470,358 

443,020 

474,240 

2,513,355 

504,466 
156,582 

59,914 

305,634 

2,986,362 

337,706 

110,203 
115,730 

78,840 

196,168 

201,855 

386,845 

180,478 

395,577 

40,041 

22,809,862 

Cover-age in 2019 

% Reduction in 

Previously Uninsured 

Uninsured Adults < 133% 

Newly Enrotted FPl 

113,876 

41,858 

43,508 

52,146 
455,627 

706,575 

458,200 

40,850 

13,443 

694,012 

337,987 

117,621 
131,528 

635,231 

211,781 
324,276 

71,053 

26,457 

670,992 
27,160 

188,043 

335,547 

234,695 
23,317 

22,891 

1,073,391 

721,558 

337,987 

409,869 

267,555 

350,091 

661,292 

367,541 

334,296 

372,894 
2,055,888 

365,514 

129,185 

49,061 

273,008 

2,291,221 

249,208 

64,167 

85,523 

56,889 

156,025 

163,105 

292,651 

113,872 

276,096 

27,488 

17,524,046 

72.1% 

71.1% 

42.9% 

73.4% 

70.6% 

46.7% 

67.2% 

70.9% 
42.9% 

68.8% 

69.1% 

69.6% 
75.1% 

74.6% 

70.7% 

71.0"10 

76.0% 

69.4% 

72.6% 

75.8% 
74.3% 

72.9% 

72.1% 
46.9% 

73.4% 

69.7% 

74.4% 

77.0% 

74.8% 

70.8% 

74.8% 

71.8% 
74.8% 

76.2% 

65.7% 
73.6% 

75.2% 

76.5% 

71.7% 
45.6% 

67.6% 

74.8% 

75.7% 

78.1% 
74.3% 

72.7% 

77.1% 

78.4% 

76.3% 

76.1% 

76.2% 

69.5% 

·Includes newly enrolled 1115 waiver eligible population. 

Spending in 2014-2019 (in millions) 

State 

Spending 

$440 

-$65 

-$628 

$117 

$1,078 

$2,859 

$2,041 

$100 

$8 

$2,468 

$899 

$257 

$260 

$1,096 

$745 

$773 

$155 

$57 

$1.335 
$46 

$314 

$693 

$761 
$90 

$62 

$2.537 

$1,233 

$695 

$536 

$1,060 

$581 
$1,791 

$789 

$615 

$1,523 
$4,514 

$863 

$217 

$219 

$739 

$6,544 

$470 

$30 
$133 

$155 

$338 

$278 

$555 

$227 

$567 

$49 

$43,218 

feder-al 

Spending 

$5.048 

$2.105 

$2.783 

$1,470 

$11.129 

$17,170 

$19.489 

$1.768 
$283 

$22,109 

$10,112 

$3,298 
$4,033 

$16,944 

$9,116 

$10,228 

$2.732 
$709 

$19.578 
$844 

$4,912 

$11,404 

$11,523 

$686 

$1,068 

$24.260 

$17,916 
$13,220 

$8,937 

$10,881 

$10,959 

$24,720 

$13,436 

$12.109 
$13,128 

$62,056 

$11.129 
$4,182 

$2,379 

$4,861 

$54,936 

$6,925 

$3,414 

$2,896 

$2.558 
$4,100 

$5,608 

$11,723 

$4,695 

$9,573 

$818 
$531,958 

Total 

Spending 

$5,488 

$2,040 

$2,155 

$1,586 

$12,207 

$20,030 

$21,530 

$1,868 

$291 

$24,577 

$11,010 

$3,555 
$4,293 

$18.040 
$9,861 

$11,001 

$2,886 

$766 

$20,913 

$890 

$5.226 

$12,097 

$12,284 

$776 

$1,129 

$26,797 

$19,149 

$13,915 

$9,472 

$11,941 

$11.539 

$26.511 
$14,225 

$12,724 

$14,651 

$66,570 

$11,992 

$4,399 

$2,598 

$5,600 

$61,481 

$7,395 

$3,444 
$3,028 

$2,713 

$4,438 

$5,885 
$12,279 

$4,921 

$10,139 

$867 

$575,176 

% Federal 

Spending 

92.0% 

100%· 

100%· 

92.6% 

91.2% 

85.7% 

90.5% 

94.6% 

97.4% 

90.0% 

91.8% 

92.8% 
93.9% 

93.9% 
92.4% 

93.0% 

94.6% 

92.5% 

93.6% 
94.9% 

94.0% 

94.3% 

93.8% 
88.4% 

94.5% 

90.5% 

93.6% 
95.0% 

94.3% 

91.1% 

95.0% 

93.2% 
94.5% 

95.2% 

89.6% 

93.2% 

92.8% 

95.1% 

91.6% 

86.8% 

89.4% 

93.6% 

99.1% 

95.6% 

94.3% 

92.4% 

95.3% 

95.5% 

95.4% 

94.4% 

94.3% 

92.5% 

--Massachusetts has a low share of uninsured within the newly enrolled due to low levels of uninsurance in the baseline. 

Change From Baseline 2014-2019 

Enrollment 

in 2019 

27.3% 

16.2% 

5.2% 

53.3% 

55.4% 

16.0% 

30.8% 

26.2% 

9.7% 

37.2% 

42.2% 

36.1% 

56.2% 
41.6% 

45.6% 
42.4% 

47.8% 

61.0% 

43.1% 
34.6% 

28.0% 

47.9% 

39.9% 

15.9% 

21.5% 

50.2% 

56.7% 

48.1% 
44.9";" 

45.9% 
53.9";" 

53.5% 

67.4% 

49.4% 

29.9% 

63.5% 

56.7% 

37.9% 

53.9% 

22.4% 

29.9% 

65.6% 

49.7% 

53.1% 
75.0% 

88.6% 

39.4% 

79.6% 

72.8% 

33.6% 

53.6% 

39.3% 

State Federal Total 

Spending Spending Spending 

2.0"'<' 

-0.8% 

-1.0% 

2.1% 

2.5% 

1.2% 

2.7% 

1.1% 

0.2% 

3.3% 

4.8% 

2.4% 

2.6% 

3.2% 

2.1% 

3.1% 

2.2% 

2.5% 

2.6% 
1.6% 

1.4% 

5.3% 

7.9% 

1.6% 

1.3% 

3.8% 

4.6% 
4.7% 

2.8% 

3.4% 

6.4% 

4.6% 

5.8% 

4.7% 

5.4% 

5.1% 

3.1% 

3.2% 

3.9% 

2.9% 

3.4% 

2.9% 

0.5% 

3.3% 

5.7% 

5.2% 

3.0% 
4.6% 

4.8% 

1.8% 

1.9% 
2.9% 

22.6% 

14.7% 

4.5% 

26.0% 

25.7% 

7.1% 

20.2% 

16.5% 

4.9% 

29.7% 

27.1% 

18.4% 

27.8% 

25.6% 

25.6% 

23.8% 

27.4% 

20.2% 

22.0% 
19.3% 

14.7% 

39.7% 

47.7% 

11.0% 

9.9% 

29.4% 

35.6% 
35.8% 

26.5% 

35.3% 

41.1% 
34.6% 

53.2% 

39.9% 

24.2% 

45.9% 

40.5% 
22_6% 

42.9% 

9.9% 

28.3% 

43.4% 

53.3% 

32.7% 

47.0% 

59.3% 

26.5% 

57.6% 

40.2% 

30.1% 

32.0% 

26.5% 

12.3% 

9.1% 

1.8% 

14.0% 

14.1% 

4.1% 

12.4% 

9.2% 
2.9";" 

16.6% 

19.6% 

12.4% 
17.5% 

17.9% 

13.9% 

16.2% 

16.9% 

13.2% 

14.9% 

12.5% 
9.4% 

28.9% 

36.3% 

6.6% 

7.3% 

18.0% 

24.9% 
26.9% 

17.9% 

19.4% 
32.4% 

24.0% 
36.6% 

29.4% 

17.8% 

29.8% 

21.8% 

17.4% 

23.4% 

7.5% 

15.8% 

23.2% 

27.8% 

23.5% 

33.3% 

33.1% 

19.4% 

37.9% 

30.0% 

15.9% 

17.0% 

16.4% 

Note: These estimates relate solely to the Medicaid expansion and do not account for other changes in health reform such as access to subsidized coverage in the exchanges 
or state or federal savings from reduced uncompensated care or the transition of individuals from state-funded programs to Medicaid in 2014. 
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Introduction 

This paper examines the impacts of the Patient Protection and Affordable Care Act (PPACA) on state and 

federal Medicaid coverage and associated costs. The PPACA will expand Medicaid coverage to large 

numbers of the nation's uninsured population. Currently, Medicaid provides fairly broad coverage of 

children, but there is less extensive coverage of parents and coverage of non-disabled childless adults is 

generally prohibited unless a state has a waiver. The law would expand Medicaid to nearly all 

individuals under age 65 with incomes up to 133 percent of the federal poverty line (FPl). As has been 

true in the past, undocumented immigrants are not eligib1e for Medicaid. 

There is a great deal of variation today across states in terms of Medicaid coverage, uninsured rate 

and fisca1 capacity so it is no surprise that the Medicaid expansion in health reform will affect states 

differently. While the new coverage requirements do not take effect until 2014, several states have 

raised concerns about the fiscal implications of expanded eligibility for Medicaid particularly because 

states are currently dealing with the severe economic downturn and the resulting sharp decline in their 

revenues. This analysis shows that while there will be significant increases in coverage and new federal 

revenues, there will be only sma1l increases in how much more money states will be expected to spend 

on Medicaid from their own funds. 
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Federal Matching Rates Under PPACA 

Under the PPACA, the federal government will finance the vast majority of spending for those made 

newly eligible for Medicaid. The PPACA will provide states, for all new eligibles, with 100 percent federal 

funding in 2014-2016, 95 percent federal financing in 2017, 94 percent federal financing in 2018, 93 

percent federal financing in 2019 and 90 percent federal financing for 2020 and subsequent years. 

However, some states, prior to passage of the PPACA had already made childless adults eligible for 

Medicaid up to 100 percent FPl at lower federal matching rates than those described above under the 

new law. Policymakers did not want those states that had gone further than others to be financially 

worse off under the PPACA. Consequently, the new law phases in an increase in the federal match rates 

so that by 2019, federal matching rates for childless adults who have been eligible for Medicaid through 

Section 1115 waivers will equal the rate for newly eligible populations at 93 percent 

As Medicaid eligibility expands under the PPACA, new efforts are made at the state and federal level 

for program outreach, enrollment procedures are simplified, and the requirement to obtain coverage 

shifts perceptions of individual responsibility, we also anticipate significant increases in the enrollment 

of uninsured individuals currently eligible for Medicaid. With the exception of the childless adults in the 

waiver states described above, the federal government will pay current matching rates for any new 

enrollees who are eligible under pre-PPACA Medicaid rules. Under PPACA, states are now required to 

maintain eligibility standards in place on March 23, 2010. The different matching rates are shown in 

Table 1. 

tn general, one could think of states as falling into one of three categories: 

• States who will have very large numbers of new eligibles starting in 2014 like Alabama and 

Texas. These tend to be states in the south and some in the west that have low levels of current 

eligibility and coverage. Most of their new enrollees will be newly eligible under PPACA and they 

will receive the high federal matching rates for them. 
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• States that have already covered large numbers of adults, mostly parents, through their 

Medicaid programs, using poverty related provisions of Medicaid law (these states do not cover 

childless adults through waiver programs). These include many states such as California and 

New Jersey. Because of higher participation rates among current eligibles, a smaller share of 

their new enrollees under PPACA will be from those made newly eligible. 

• States that currently cover parents and childless adults in Medicaid today like Massachusetts 

and New York, or "expansion states". 

o Massachusetts and Vermont that already cover childless adults with incomes above 133 

percent of the FPl through Section 1115 waiver programs. These states will have no 

new eligibles; they will, however, receive the higher IIwaiver" matching rates on those 

currently eligible childless adults, including prior and new enrollees. 

a States that have extended coverage through Section 1115 waiver programs to childless 

adults but did not do so for those all the way up to 133 percent of the FPL. These states, 

Arizona, Hawaii, Delaware, Maine, and New York will receive the waiver matching rate 

for the childless adults that are currently eligible under these rules. Because PPACA 

expands eligibility for those up to 133 percent of the FPL, these states will receive the 

law's higher matching rates for their new eligibiles. 

A major determinant of the financial impact on states of the Medicaid reforms in the PPACA will be 

the numbers of eligible people in each of the eligibility categories (current eligibles, new eligibles, 

parents, childless adults) who actually enroll in the program, i.e. the group specific participation rates. 

The Congressional Budget Office (CBO) seems to have assumed relatively modest participation rates in 

Medicaid, primarily because the law imposes no financial penalties for the lowest income people who 

do not obtain health insurance coverage, and this would include much if not all of those eligible for 

Medicaid (CBO, 2009). However, there are likely to be strong outreach efforts on the part of state and 
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federal governments, community based organizations as well as on the part of health care providers. 

Moreover, there will be some new generalized societal pressure to obtain insurance coverage since 

most people will be required to do so. For example, the insurance coverage rate for low-income people 

in Massachusetts is v'ery high, even though this population is not penalized for being uninsured. While 

we do not expect all states to achieve the coverage rates observed in Massachusetts, participation could 

be higher than assumed by CBO. Thus we present results that approximate (BO participation rate 

assumptions as well as a set of assumptions with somewhat higher participation rates. 

The key results below can be summarized as follows. Medicaid enrollment will clearly increase 

under health reform, by about 16.0 million and possibly more. The federal government will pay a very 

high share of new Medicaid spending under reform in all states. States with very low coverage rates 

today are perhaps the greatest beneficiaries because most of their new enrollment is from new eligibles 

for whom there is the extremely high federal matching rate. States with broader current coverage 

today, particularly of parents, have somewhat lower share of new spending borne by the federal 

government but the federal share still approximates 90 percent. The seven states with Section 1115 

waiver programs that have provided extensive coverage to non-parents benefit from the phase-in of the 

"higher expansion rate as well as the higher match on any new eligibles. States with state-funded 

programs that cover adults benefit from the fact that these adults are all considered new Medicaid 

eligibles. Other states that do not have state funded programs but make substantial contributions to 

uncompensated care can thus reduce the spending and will benefit from a large influx of federal dollars. 

While most states will experience some increase in spending, this is quite small relative to the federal 

matching payments and low relative to the costs of uncompensated care that they would bear if they 

were no health reform. 
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We do not address a number of topics that would affect state revenues. We did not assume changes 

in state Medicaid eligibility levels above 133% FPL (after 2014), although the availability of federal 

subsidies for the purchase of coverage through the new health insurance exchanges mean that states 

are likely to stop covering these somewhat higher income people through Medicaid. This change will 

affect a sizable share of the medically needy population and wilt provide Significant savings to states that 

have, in the past, extended coverage in this way. These individuals will then obtain subsidized coverage 

through the new insurance exchanges. If states do continue to cover those with incomes above 133 

percent FPl, there could be higher participation because of reform - we do not account for this either. 

Second, we did not include estimates of increased costs resulting from higher physician payment 

rates under Medicaid. The effects of these rate increases wiH be fully borne by the federal government 

in 2013 and 2014, but not thereafter. 

Third, we did not examine the eligibility provisions that affect children, but these provisions 

generally seem to benefit states financiaUy. Under the new law, states are required to maintain 

coverage levels for children in Medicaid and CHIP through 2019 and funding for CHIP is extended from 

2013 through 2015. If CHIP is reauthorized by 2015, the new law provides states with a 23 percentage 

point increase in the CHIP match rate (up to 100 percent) and if if CHIP is not reauthorized, we assume 

that these children (Le., those above 133% FPq would IikeJy be enrolled in exchanges with all subsidies 

financed by the federal government. 

Fourth, we did not examine the fiscaJ implications of the reductions of disproportionate share 

hospital payments. Most states ~iII be affected by these provisions, but the payment reductions will be 

small in comparison to estimates of the spending changes presented in this paper. 

Finally, we did not examine any changes in Medicaid between 2010 and 2014. States are permitted 

to extend coverage to childless adults and receive their regular federal medical assistance percentages 

(FMAP) until 2014. States with state funded programs for childless adults may well take advantage of 

the opportunity to enroll these populations in Medicaid and wilt achieve significant savings by doing so. 
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Methods 

The Model Database. We use the 2007 and 2008 Current Population Survey (CPS) as our baseline data 

set (which provides data from 2006 and 2007). Two years of data are used to increase sample size, but 

estimates can still be imprecise, particularly in smaller states.1 As described below, we attached 

eligibility indicators to identify those eligible for Medicaid under PPACA rules. The CPS has excellent 

income information and allows us to identify, with a fair degree of accuracy, those who would become 

eligible under the lawfs Medicaid eligibility expansion to individuals with incomes up to 133 percent of 

the FPL. The CPS also provides information on health insurance coverage (or lack of coverage) during the 

past year. However, it is generally accepted that the CPS undercounts the number of people enrolled in 

Medicaid, as evidenced by a substantial discrepancy between state Medicaid administrative data and 

CPS estimates (cites). We make a partial adjustment of the CPS data to state administrative data totals 

(see Dubay, Holahan, and Cook, 2007, for a complete description of this adjustment). We then reweight 

the total population to hit 2009 population estimates. We account for the impact of unemployment on 

coverage using estimates made by Holahan and Garrett (2009). This analysis estimated the impact of 

unemployment on changes in employer and public coverage and the uninsured. Assuming a nine 

·percent unemployment rate, we used these results to reduce employer coverage, increase Medicaid 

enrollment, and increase the number of uninsured. We also benchmark to 2009 CPS total popUlation 

estimates by state in addition to taking into account coverage and income distributions in the 

reweighting process. We estimate population growth to 2019 using growth rates based on Census 

population projections. 

Eligibility Simulation. To estimate the impact of health reform on states, we need to simulate current 

eligibility. Once we identify whether individuals are currently eligible, we can then estimate the impact 

of expanding coverage to 133 percent of the FPL2 Individuals eligible for Medicaid, the Children's Health 
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Insurance Program (CHIP), and state-only financed programs are identified using a detailed Medicaid 

and CHIP eligibility model developed at the Urban Institute's Health Policy Center (Dubay and Cook, 

2009). The model takes into account state-level eligibility requirements for Medicaid and CHIP eligibility 

and applies them to person- and family-level data from the Annual Social and Economic Supplement to 

the CPS, simulating the eligibility determination process. The model also accounts for the pathways by 

which individuals can gain eligibility. Most important for our purposes, it identifies eligibility for Section 

1115 waiver programs. Because Section 1115 waiver eligibles are treated differently under reform in 

seven states, it is important to identify those who are eligible for and currently enrolled through 1115 

waiver programs. The states that we identified as meeting section 1115 program benchmark standards 

include Arizona, Delaware, Hawaii, Maine, Massachusetts, New York .. and Vermont. 

Family-level characteristics used in determining eligibility, such as income, are based on the health 

insurance unit (HIU). The model takes into account childcare expenses, work expenses, and earnings 

disregards in determining eligibility in the baseline. However .. because the CPS does not collect 

information on monthly income, it is not possible to determine how eligibility status changes as a result 

of income fluctuations throughout the year. For non-citizens, the eligibility simulation also takes into 

account length of residency in the United States in states where this is a factor in eligibility. To account 

for the possibility that some foreign born individuals are unauthorized immigrants and therefore not 

eligible for public health insurance coverage, the model imputes legal immigrant status. Legal immigrant 

status is imputed based on a model that identified immigration status on the March 2004 CPS and then 

was used to predict immigration status on the March 2007 and 2008 CPS file used here. Estimates 

derived from the model are consistent with those produced using the March 2008 CPS (PasseJ and 

Cohen/ 2009). 
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Participation Rates. Once we have identified individuals who are newly eligible for Medicaid under 

PPACA rules, we then assess the likelihood that they will participate in Medicaid under reform. The 

uninsured are likely to participate at relatively high rates post-reform, but not all new participation will 

come from the ranks,of the uninsured. Some who now have employer-sponsored or non-group 

coverage will see Medicaid as a preferred alternative, due to low or no premiums, better benefits, and 

lower or no cost sharing. Some are likely to drop private coverage and take up Medicaid once eligible. 

Participation rates are also likely to increase for those who are currently eligible but not participating in 

Medicaid, regardless of whether they currently have employer-sponsored coverage, non-group 

coverage, or are uninsured, due to expanded outreach and simplified enrollment processes expected 

under the PPACA. Thus we make assumptions about increased take-up rates among those populations 

as well. 

In our first scenario, we make Medicaid participation assumptions that approximate those used by 

CBO. We adjust take-up rates so that our expenditure estimates are in line with CBO's estimates. This 

includes lower take-up rates for the early years of the reform plan when CBO assumes lower 

expenditures due to a phasing up of new Medicaid enrollment. In the early years] CBO assumes little 

increase in enrollment of those eligible for Medicaid under pre-PPACA rules. 

In the second scenario, we assume that the take-up rates will be higher than under the CBO-

consistent assumptions. The justification for higher participation rate assumptions are that individuals 

will respond to the presence of the new legal requirement to have coverage even though this 

population is largely exempt from any financial penalties for non-compliance, expectations of strong 

outreach efforts on the part of advocacy organizations, and the incentives providers will face to enroll 

beneficiaries, particularly in the light of reductions of disproportionate share hospital payments. These 

factors will primarily affect take-up by the uninsured and the assumptions made are consistent with the 

participation rates embedded in the Urban Institute's Health Insurance Policy Simulation Model 

THE KAISER COMMISSION ON 

Medicaid and the Uninsured 



(HIPSM). The assumptions are calibrated to reflect evidence on take-up rates in public programs as well 

as the literature on the crowding out of private coverage under publ,ic program expansions. The two 

alternative sets of take-up rates are presented in Table 2 (without the phase-in adjustment). 

Cost per Person. We use estimates of the costs per enrollee from HtPSM. These estimates are based on 

the Medical Expenditure Panel Survey (MEPS) but calibrated to reflect differences in health status of 

Medicaid eligibles who are currently uninsured, have non-group coverage, or employer-sponsored 

insurance. HIPSM estimates are adjusted to be consistent with targets from the Medicaid Statistical 

Information System (MSIS). Costs per enrollee are then inflated to 2019 using growth rates from the 

CBO March 2009 baseline. 

The Baseline. In order to assess the impacts of reform, we must first construct estimates of state and 

federal spending in the absence of PPACA, i.e., baseline spending. Baseline enrollment and nationaJ 

spending totals for the years 2009-2019 were calculated by applying CBOls predicted Medicaid 

enrollment and spending growth rates from the March 2009 baseline to data on enrollment and 

spending from the 2007 Medicaid Statistical Information Statistics (MSIS). We adjust MSIS spending data 

to spending on Medicaid benefits reported by the CMS-64, since the CMS-64 data is considered to be a 

more accurate data source due to its use in the calculation of federal matching payments for the states. 

The Iladjusted" MSIS then provides 2007 estimates of enrollment and spending for children, adults, 

disabled and aged for each state. These 2007 federal spending counts were grown to match 2009 

spending from the eBO by enrollment group at the national level. Then these same growth rates were 

applied to each state. Published 2009 FMAP rates were then used to calculate the state and total 
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spending amounts in 2009 (Federal Register, 2007). This process was repeated for each year, 2010 

through 2019, using CBO estimates and the most recent FMAP rates for each year (Federal Register, 

2008 & 2009), without the adjustments made by the American Recovery and Reinvestment Act (ARRA). 

Nationa 1 Resu Its 

Impact on Coverage. Table 3 presents the 2019 national coverage impacts of the Medicaid provisions in 

PPACA under the two alternative participation rate assumptions. Under the lower participation rate 

assumptions (keyed to CBO assumptions), 15.9 million low-income individuals will be added to Medicaid 

under PPACA. Of these, 15.0 million are those who will be newly eligible under PPACA rules; 94.1 

percent of new enrollees would be those who become eligible after the PPACA Medicaid expansion. In 

addition, 200,000 will be individuals already eligible for Medicaid through Section 1115 waiver programs 

who would newly enroll because of reform. Another 0.8 million are those adults (primarily parents) who 

are currently eligible for Medicaid and who would take up coverage under reform. The table also shows 

that there are 400,000 childless adults already enrolled in Section 1115 waiver programs who would 

receive enhanced matching payments. 

Under the higher participation rate assumption, significantly more of today's uninsured population 

who are currently eligible but not enrolled in Medicaid would enterthe program, including uwaiver" 

populations (i.e., childless adults currently eligible through 1115 waivers). In total, 2.8 million people 

who are currently eligible but not covered by Medicaid would enroll under the higher assumptions, in 

addition to 19.4 million made newly eligible for the program. Total new enrollment under this scenario 

would be 22.8 million, 85.0 percent of which would be newly eligible people. 

Table 3 also shows that Medicaid enrollment would increase by 27.4 percent relative to the baseline 

under the lower participation rate assumption and by 39.3 percent under the higher participation rate 

assumption. Further, Table 3 also shows that the Medicaid coverage under the lower participation rate 
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assumption would reduce the number of uninsured by 11.2 million; 4.7 million new enrollees would 

have had other coverage in the absence of PPACA. Under the higher participation rate assumption, the 

Medicaid expansion would reduce the number of uninsured by about 17.5 million. 

Overall Impact on Cost. In aggregate, across the years 2014-2019, state spending will increase by $21.1 

billion under the lower participation rate assumption and federal spending will increase by $443.5 

billion. Thus about 9S percent of all new spending will be paid for by the federal government. 

Under the higher participation rate assumption, state spending will increase by $43.2 billion while 

federal spending will increase by $532.0 billion. The share of spending borne by the federal government 

will be somewhat lower under the higher participation assumptions, primarily due to higher take-up 

among those who are eligible under pre-PPACA rules. Since the states will receive lower federal 

matching rates for those previously eligible, states wilt be responsible for a higher share of their costs 

(Table 1). 

The second panel of Table 4 shows that new spending in 2014 will be relatively small, particularly for 

states. Spending will be low in 2014 because enrollment is being phased-in and the federal matching 

rate for new eligibles is 100 percent. By 2019, new spending on Medicaid will be about $105 billion 

under the lower participation rate assumptions or $132 billion under the higher. The federal 

government will bear a slightly lower share of overall spending than in 2014. By 2019, enrollment is fully 

phased-in and the federal matching rates on new eligibles will be reduced to 93 percent (90 percent in 

2020 and thereafter). Thus, overall spending is higher and the federal share is slightly lower. The share 

of spending borne by the federal government after 2019 will be slightly below the levels seen in 2019. 

The third panel shows the six year estimates divided into new spending on current and new 

eligibles. Spending on current eligibles includes the waiver populations in Section 1115 waiver program 

states for whom there is an enhanced match under PPACA. Spending on new enrollees who are 
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currently eligible accounts for about one fifth of state spending under the lower participation 

assumption, because states pay a much higher share of the costs attributable to current eligibles than 

they do for those newly eligible. In contrast, spending by the federal government is predominantly for 

new eligibles because of the very high matching rates for this group. 

Under the higher participation rate assumption, state spending on current eligibles exceeds that for 

new eligibles. This is because we assume higher participation rates for those who are currently eligible 

but not enrolled in this scenario. Again, states spend relatively little on new eligibles. Federal spending 

under this participation rate assumption is higher than under the lower participation assumption for 

both current and new eligibles. It is higher for current eligibles because more people are assumed to be 

covered. Federal spending is higher under this scenario for new eligibles because there would be more 

new enrollees and the federal government bears most of the costs associated with them. 

The fourth panel shows new state and federal spending relative to the baseline, that is, spending 

that would have occurred without the PPACA Medicaid expansion. Under the lower participation rate 

assumption, state spending will increase by 1.4 percent while federal spending would increase by 22.1 

percent under the new law. Again, the differential occurs because of the very high matching rate on new 

'eligibles as well as the phase in of higher matching rates on prior state waiver populations. 

Under the higher participation rate assumption, the number of new enrollees will be much greater, 

but there would still only be an increase in state spending of about 2.9 percent relative to the baseline. 

In contrast, the federal government will increase spending on Medicaid by 26.5 percent relative to the 

baseline. Overall (including state and federal spending), the Medicaid expansion envisioned in health 

reform will increase Medicaid spending by 13.2 percent under the lower participation rate assumption, 

and 16.4 percent under the higher. The percentage increases in spending relative to the baseline are 

lower than the percentage increases in enrollment (relative to the baseline) because the new enrollees 

are considerably less expensive than the individuals currently being covered. 
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Results by State: Lower Participation Rates 

Increases in State and Federal Spending. This section highlights results for individual states. Tables 5-8 

provide results of the simulations using the lower participation rate assumptions. Table 5 shows that 

states with Section 1115 waiver programs -- Maine, Massachusetts, New York, Vermont, Delaware, 

Arizona, and Hawaii -- will have a very high share of PPACA Medicaid spending borne by the federal 

government. This occurs because the federal matching rate will increase each year for "waiverll states, 

as described earlier, until it reaches the same rate as is provided for new eligibles under the law. For the 

states that have already covered all or most childless adults with incomes below 133 percent FPL and 

are paying as much as 50 percent of the cost for these enrollees, the enhanced match provides 

substantial fiscal relief. 

Hawaii, Maine, Massachusetts, and Vermont actually save money while states such as Arizona and 

Delaware will have relatively low new spending. Hawaii, Maine, Massachusetts, and Vermont benefit 

because the higher federal matching dollars that they will get for their waiver enrollees will exceed the 

additional state dollars that will be spent on increased enrollment among other previously eligible 

people. The other waiver states such as Arizona and Delaware also will benefit from the enhanced 

match. They have some new enrollees for whom they will receive very high federal matching rates. 

However, unlike Massachusetts and Vermont, spending by Arizona and Delaware on new enrollment 

among previous eligibles will not exceed their gains from the higher match on their waiver enrollees, 

although Hawaii just about breaks even. 

New York will have over 99 percent of its new costs paid by the federal government. New York 

already covers parents with incomes above 133 percent FPL and will receive its current match on these 

enrollees, including any new enrollment among current eligibles. New York will benefit from the higher 

PPACA match on childless adults that it is currently covering (individuals with incomes up to 100 FPL) 
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and will receive the very high federal match for the new eligibles under PPACA with incomes between 

100 and 133 percent of poverty_ 

In general, states with high levels of current eligibility receive a high, but somewhat lower share of 

new spending coming from the federal government. For example, California has relatively more current 

eligibles and fewer new eligibles than the average state, although it does not have a waiver program 

(i.e., it does not cover childless adults via 1115 waiver today). Nonetheless, the federal government will 

still pay 93.7 percent of new Medicaid costs for Californians over the 2014-2019 period. 

The federal government will pay for at least 95 percent of new Medicaid spending for most lower-

income states throughout the country under the PPACA. For example, Alabama, Mississippi, Oklahoma, 

and South Carolina will receive federal payments covering about 96 percent of expenditures, and Texas 

95 percent of their costs. 

There is another set of states including Pennsylvania, Minnesota, Wisconsin, and Washington that 

cover childless adults in programs funded entirely by the states. These states win benefit greatly from 

the PPACA because these groups will be considered new eligibles. They will receive the new higher 

matching rate which will greatly reduce current state spending. Other states that support hospitals and 

clinics providing large amounts of uncompensated care will also benefit from having much of their 

uninsured populations covered by insurance and heavily subsidized by the federal government. 

Increases in Spending by Current and New Eligibles. Table 6 provides the same information, divided by 

current eligibles and new eligibles. The results show federal spending by states on current eligibles is 

very high in the Section 1115 waiver states. Spending on current eligibles includes the "waiver 

popUlation" (childless adults for which there will be a higher match) as well as new participation among 

other currently eligible adults. Table 6 shows that all of the new spending in Massachusetts and 

Vermont is on the current eligibles; these states save money under PPACA because of the higher 
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matching rate for the waiver population. A high share of new spending in New York will be on current 

eligibles; they will receive their current match on currently eligible parents and the higher match on 

childless adults. Thus, New York bears a higher share of new spending than states without as much prior 

eligibility. In contrast, in most other states, particularly in the south and west, the majority of the new 

spending is on new eligibles for whom they will receive an extremely high federal match rate. 

Increases in Enrollment Relative to Baseline; Impact on the Uninsured. Table 7 shows the impact of the 

PPACA Medicaid eligibility expansion on the uninsured population in 2019. Overall, the number of 

uninsured adults with incomes below 133 percent FPL will fall by 44.5 percent. In some states with 

broader eligibility and coverage, there are relatively few new eligibles. Since there are low take-up rates 

among current eligibles, there is less of an effect on the uninsured. This is the case, for example, in 

Arizona, Delaware, Massachusetts, New York, and Vermont. 

Table 7 also shows increased enrollment relative to the baseline, that is, the number of individuals 

the state is already covering. The increase relative to the baseline will be lower in states with broad 

coverage and higher in states with more restrictive eligibility requirements regardless of the impact of 

the expansion. The results in Table 7 show that Massachusetts would have an increase in enrollment of 

2.0 percent, Vermont 2.8 percent, New York 6.0 percent and Arizona 7.7 percent. These states have 

covered large numbers of childless adults through Section 1115 waiver programs and therefore would 

experience relatively tittle new enrollment. On the other hand, states with low levels of coverage prior 

to the PPACA would experience relatively high levels of new enrollment. For example, Alabama would 

increase enrollment by 36.9 percent, Oklahoma by 51.2 percent, Texas by 45.5 percent, and Nevada by 

61.7 percent. 
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Increases in Spending Relative to Baseline; Federal and State. Table 8 shows state by state baseline 

spending in addition to the new Medicaid spending that will occur under PPACA. Overall, state spending 

will increase by 1.4 percent while federal spending will increase by 22.1 percent; overall Medicaid 

spending would increase by 13.2 percent. Thus new state spending is not large compared to the 

underlying baseline. This is particularly striking because of the increased enrollment of 27.4 percent. 

This is because the new enrollees are considerably less expensive than those already covered under 

Medicaid, as well as the very high federal matching payments. 

The increases in spending under PPACA will be lower in states that have already covered a large 

share of these populations either through waivers or other programs. Hawaii, Maine, Massachusetts and 

Vermont will actually spend less relative to the baseline than they are spending today on Medicaid 

(Vermont also receives an additional 2.2 percent increase in their matching rate for baseline spending 

on parents which we have not accounted for). Again, this is because of the increased matching on 

waiver populations. Other waiver states will see very small increases in state spending relative to the 

baseline. The increases in spending relative to the baseline will also be lower for states with more long-

term care coverage, which increases baseline expenditures. New York will spend very little compared to 

current levels because of the high match on their waiver population and on new enrollees, but also 

because of its large expenditure baseline that indudes higher than average long-term care spending. 

California's own spending will increase by only 1.S percent relative to the baseline, despite an overall 

increase of 12.3 percent. 

States with more modest coverage today -- Alabama, Arkansas, Mississippi, Oklahoma, South 

Carolina, and Texas will see very large overall (federal and state) increases in spending relative to the 

current Medicaid base. But even these states will see relatively small increases in their own spending, 

both because they are low-income states and thus have higher than average matching rates on their 

current eligibles, but also because of the very favorable matching rate on new eligibles. Alabama will 
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have spending from state funds increased by 3.6 percent, Arkansas by 4.7 percent, Mississippi by 4.8 

percent, Oklahoma by 4.0 percent, South Carolina by 3.6 percent, and Texas by 3.0 percent. Thus, 

despite rather substantial increases in overall spending on Medicaid in these states, only a relatively 

small share of the cost will be borne by the states themselves. 

Table 8 also shows the change in effective federal matching rates. The federal matching rates pre-

reform and pre-ARRA average 57.1 percent. The effective federal matching rate after reform is the 

combination of current matching rates on current eligibles, expanded matching rates on childless adults 

or Section 1115 waiver programs, and the higher federal matching rates on new PPACA eligibles. States 

that will experience large increases in the number of new eligibles will see the greatest increases in 

effective matching rates. For example, the FMAP in Texas will increase from 60.6 percent to 67.4 

percent, in Oklahoma from 64.9 percent to 72.5 percent. In contrast, states that have greater current 

coverage, particularly of parents, will see relatively small increases in their effective federal matching 

rate. For example, the federal matching rate in New York will increase from 50.0 to 50.8 percent and 

Vermont from 58.7 to 59.3 percent. 

Results by State: Higher Participation Rates 

Increases in Federal and State Spending. Tables 9 through 12 show results from the higher 

participation rate scenario. In this scenario, there are higher participation rates among both current and 

new eligibles. But compared to the first scenario, a larger share of the increase in Medicaid spending 

under PPACA will be attributable to higher take-up among current eligibles. For these people, states will 

receive their current matching rates. Thus, the share of new spending borne by the federal government 

is somewhat lower under this scenario than under the other, but we still find that, in virtually all states, 

over 90 percent of new spending under reform will be paid for with federal dollars (Table 9). 
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Maine and Massachusetts continue to save money even in the higher participation rate scenario. 

Vermont no longer will save under this scenario because the new spending on current eligibles will 

exceed their savings from the higher match on waiver eligibles. New York has a very large share of 

current eligibles because of its coverage of parents with incomes above 133 percent FPL as well as its 

coverage of childless adults. The share borne by the federal government, however, falls relative to the 

scenario assuming lower participation rates because of the higher enrollment of current eligibles in this 

scenario. The share of spending borne by the federal government in low coverage states remains at or 

above 90 percent even under the higher participation rate scenario. 

Increases in Spending by Current and New Eligibles. Table 10 provides information on spending for 

current eligibles and new eligibles. Nationally, 87.2 percent of new spending will be for new eligibles, 

but there are some important exceptions. All new spending in Vermont and Massachusetts will be for 

current eligibles. Since currently covered waiver populations receive an enhanced match under PPACA, 

new state spending will be very low. In general, the share of new spending on new eligibles will be lower 

than the average in states with more current coverage, e.g. California and New York, because of the 

assumption of higher take-up rates among current eligibles. This has a bigger effect in those states with 

more current eligibles than in states with fewer. Again, the results show that over 90 percent of overall 

spending in most states in the south and west is on new eligibles. 

Increases in Enrollment Relative to Baseline; Impact on the Uninsured. Table 11 shows that under the 

higher participation rate scenario, Medicaid will cover 22.8 million additional Americans. Of these, 17.5 

million would have been uninsured in the absence of PPACA. The number of uninsured adults with 

incomes less than 133 percent FPL would decline by 69.5 percent. The impact on the uninsured will be 
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greater in states with low current levels of coverage. This tends to occur because these states tend to 

have low rates of employer-sponsored insurance and higher uninsured rates to begin with. 

Further, Table 11 shows the new enrollment as a percent of number of people projected to be 

enrolled in Medicaid in the baseline. This figure represents a 39.3 percent increase nationally. New 

enrollment is considerably lower in waiver states; 5.2 percent in Massachusetts, 9.7 percent in Vermont, 

16.0 percent in New York, and 22.4 percent in Arizona. In contrast, states with lower coverage in the 

baseline experience much greater increases in enrollment. For example, in Alabama enrollment 

increases by 47.9 percent, in Oklahoma by 67.4 percent, in Texas by 63.5 percent, and in Nevada by 88.6 

percent. 

Increases in Spending Relative to Baseline; Federal and State. Table 12 shows new state by state levels 

of Medicaid spending under reform, in addition to state by state baseline levels of spending. Again, as 

discussed in the previous section, new state spending relative to the baseline will be relatively small. 

Even with the higher participation rate assumptions, new state spending will amount to a 2.9 percent 

increase over baseline spending. Federal spending will increase by 26.5 percent relative to the baseline 

and overall Medicaid spending will increase by 16.4 percent. 

The largest increases in state spending will be in states with less coverage to begin with. These are 

the same states that will have the largest increases in federal spending relative to the baseline. States 

that have had more generous coverage will see less of an increase in state spending as well as less of an 

increase in federal spending. Some of the increases in state spending relative to the baseline are 

affected by long-term care expenditures. Thus states in the northeast and Midwest with significant long-

term care spending will see less of an increase in new spending relative to the total Medicaid baseline, 

all else being equal. 
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Massachusetts will save money under PPACA, even with the higher participation rate assumptions. 

Total Medicaid spending in Massachusetts will increase by only 1.8 percent, simply because there are 

fewer new people to be covered. Vermont and New York are in somewhat the same position. Even with 

the higher participation rates assumptions, state spending in New York and Vermont will increase little 

re1ative to the baseline, 1.2 percent and 0.2 percent respectively. Federal expenditures in New York and 

Vermont will increase by 7.1 and 4.9 percent, respectively. 

Many states in the south and the west will see increases in federal spending of over 30 percent 

relative to the baseline. In general, these states have relatively low long-term care spending and the 

coverage expansion to individuals with incomes up to 133 percent of the FPl represents a sharp increase 

in coverage. Despite the large overall increases in total Medicaid spending, the increase in state 

spending re1ative to the baseline is stiJllow .. i.e. 5.3 percent Alabama, 2.8 percent in louisiana .. 4.7 

percent in South Carolina, 5.1 percent in Texas" 3.0 percent in New Mexico, and 2.9 percent in Arizona. 

Table 12 also shows increases in effective federal matching rates under the higher participation rate 

assumptions. The results are similar to those shown in Table 9 .. but because there is more new coverage 

under this scenario, the average new federal matching rate increase is slightly higher here, rising from 

57.1 percent to 62.1 percent. Again, states that had substantial coverage of parents prior to reform will 

see relatively small increases in the average federal matching rate because these groups will continue to 

receive the current matching rate for these populations. Thus, New York's effective matching rate will 

increase from 50.0 to 51.4 percent and Vermont's from 58.7 to 59.8 percent. In contrast, the average 

matching rate in Texas will increase from 60.6 to 68.1 percent. In Ok1ahoma, the federal matching rate 

will effectiveJy increase from 64.9 percent to 72.8 percent. In all of the states with substantial increases 

in new eligibles, we see that the average matching rate will increase by at least five percentage points 

under PPACA. 
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Conclusion 

The changes to the Medicaid program under the Patient Protection and Affordability Care Act (PPACA) 

wilf expand coverage by an estimated 15.9 to 22.8 million low-income individuals under the 

participation rate scenarios modeled in this paper. We have shown in this paper that most of the cost of 

the new expansion will be borne by the federal government. States will have relatively small increases in 

state spending, but these will be swamped by the new federal dollars that they will receive because of 

the reform. This is particularly true in the states that have low coverage today and will experience the 

largest increases in individuals newly eligible for the program. States that already have extensive 

coverage, particularly of parents, wilt benefit to a somewhat lesser degree, but will still have the 

overwhelming share of new spending borne by the federal government. States that have used Section 

1115 waiver programs to cover childless adults will benefit from provisions that will provide them with 

higher federal matching rates over time. All states will also benefit from the fact that they no longer will 

either need to provide state funded insurance or finance uncompensated care for as large a population 

as they do today. New state spending relative to states' own baselines, what they would have spent in 

the absence of reform, is relatively small; there will be large increases in coverage in exchange for small 

net increases in state spending. By contrast, the increases in federal spending relative to the baseline 

wiIJ be quite la rge. 

Of course, the impact of health reform will vary across states based on coverage levels in states 

today, state decisions about implementation and ultimately the number of individuals who sign up for 

coverage. It is impossible to know how individual states will respond, so this analysis looked at a range 

of participation assumptions that are applied uniformly across states, but in reality this will vary. Some 

states may not aggressively implement health reform and therefore not see significant reductions in the 

uninsured while other states will have higher levels of participation because of effective outreach and 

enrollment strategies and see greater reductions in the number of uninsured. 
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Note 

1 The American Community Survey (ACS) has much larger samples and will offer an opportunity to 
makes these estimates more precise in the future. There is also measurement error, not surprisingly, in 
the simutation of eligibility because the complexity in measuring increase disregards both individuats 
and families, thus making the ability to discriminate between old and new eligibles difficult. 

2 In this analysis we increase Medicaid coverage to individuals with incomes up to 133 percent FPL using 
a gross income measure. The law would have states begin to use the modified adjusted gross income 
(MAGI). We conclude that the MAGI is close to gross income for those who might be Medicaid eligible. 
The MAGI contains both subtractions and additions to adjusted gross income (AGI). These largely affect 
the individual retirement account (IRA) conversions and rollovers which are deducted from AGI and IRA 
deductions, student loan interest deductions, tuition deductions, foreign income and housing 
deductions which are added back into AGJ. Health savings accounts deductions are also included in 
MAGI. We conclude that these are not likely to affect the numbers of people eligible for Medicaid. In 
this analysis, we used a gross income measure of 133 percent FPL. The law allows another five percent 
for disregards. We estimate that this would add $8.8 billion under the lower participation rate 
assumption and $9.6 billion under the higher participation rate assumption to total Medicaid spending. 
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Table 1 
Federal Matching Rate Schedule 

2014 2015 2016 2017 2018 2019 
Current Eligibles CMR CMR CMR CMR CMR CMR 
Waiver Population** 50% 60% 70% 80% 90% 100% 
New Eligibles 100% 100% 100% 95% 94% 93% 

*CMR= the current federal matching rate as of 2009 
**Waiver population matching rates represent the percent of the differnece between the Newly Eligibles Matching 
Rate (NER) and the Current Matching Rate (CMR) that will be applied in addition to the Current Matching Rate for this 
population. For example, the federal matching rate in 2014 for the waiver population would equal the following: CMR + 
.5(N ER-CMR). 

Table 2 
Participation Rates by Simulation Scenario 

Baseline Insurance 
Coverage 

Current Eligibles 
ESt 

Nongroup 
Uninsured 

Waiver P02ulation 
ESI 

Nongroup 
Uninsured 

New Eligibles 
ESI 

Nongroup 
Uninsured 

Participation 
Assumption I 

3% 
7% 

10% 

3% 
7% 

10% 

25% 
54% 
57% 

Participation 
Assumption II 

5% 
10% 
40% 

5% 
10% 
40% 

25% 
60% 
75% 
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Table 3 
National Totals 

Coverage Impacts from Medicaid Expansion in PPACA in 2019 

Participation Assumption I 
Participation Assumption 1/ 

Participation Assumption I 
Participation Assumption II 

Participation Assumption I 
Participation Assumption II 

New Eligibles 
15.0 
19.4 
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Increases in Enrollment, By Population (in millions) 
Current 
Eligibles 

0.8 
2.8 

from Waiver 
Eligibles 

0.2 
0.6 

Total New 
Enrollment 

15.9 
22.8 

% New 
Eligibles 
94.1% 
85.0% 

Increase in Medicaid Enrollment Relative to 
the Baseline 

Baseline 
Enrollment 

58.0 
58.0 

New Medicaid % Change in 
Enrollees Enrollment 

15.9 27.4% 
22.8 39.3% 

Impact on Medicaid Enrollment and the 
Uninsured (in millions) 

Medicaid New 
Enrollees 

15.9 
25.2 

% Decrease in 
Uninsured 

Uninsured Adults under 
11.2 44.5% 
17.5 69.5% 

Waiver 
Enrollees 

0.4 
0.4 
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Participation Rates 
Assumption f 
Assumetion /I 

Participation Rates 
Assumption I 
Assumption II 

Participation Rates 
Assumption I 
Assumption II 

Participation Rates 
Assumption I 
Assumption II 
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Table 4 
National Totals 

Expenditure Impacts from Medicaid Expansion in PPACA, 2014-2019 

State and Federal Spending, 2014-
2019 (in billions} 

State Federal % Federal 
Spending SPending Total Seending 

$21.1 $443.5 $464.7 95.4% 
$43.2 $532.0 $575.2 92.5% 

State and Federal Spending by Year (in billions) 
2014 2019 

State 
Spending 

$0.1 
$1.4 

Federal 
Spending 

$28.7 
$33.6 

Total 
$28.9 
$35.0 

% 
Federal 
99.5% 
96.0% 

State Federal 
Spending Spending 

$7.8 $97.0 
$13.3 $118.6 

. Total 
$104.8 
$132.0 

State and Federal Spending For Current and New Eligibles, 2014-2019 
State Federal Total 

Current Current Current 
Eligibles New Elig~bles Total Eligibles New Eligibles Total Eligibles New Eligibles 

$4.1 $17.1 $21.1 $16.4 $427.2 $443.5 $20.5 $444.2 
$23.8 $19.4 $43.2 $49.6 $482.4 $532.0 $73.4 $501.8 

Increases in Sp!ndinS Over Baseline, 2014~2019 {in billions} 
State Federal Total 

Baseline New Baseline New Baseline New 
$1,504.0 $21.1 (1.4%) $2,005.5 $443.5 (22.1 %) $3,509.5 $464.7 (13.2%) 
$1,504.0 $43.2 {2.9%2 $2,005.5 $532.0 {26.5%} $3,509.5 $575.2 {16A%1 

% Federal 
Spending 

92.5% 
89.9% 

Total 
$464.7 
$575.2 
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Table 5 

Medicaid Expansion to 133%: Additional Spending by States in Reform 
lower Participation Rate Assumption 

(in millions) 

2014-2019 

Total State Total Federal Total % Federal 
S~endin9 S~ndin9 S~endin9 S~ndin9 

Northeast 
Connecticut $263 $4,686 $4,949 94.7% 

Maine -$118 $1,857 $1,738 100%" 
Massachusetts -$1,274 $2,137 $864 100%" 

New Hampshire $63 $1,204 $1.267 95.0% 
New Jersey $533 $9,030 $9,563 94.4% 

New York $50 $8.049 $8,099 99.4% 
Pennsylvania $1,054 $17,086 $18,140 94.2% 
Rhode Island $70 $1,559 $1,629 95.7% 

Vermont -$26 $112 $86 100%" 
Midwest 

Illinois $1,202 $19,259 $20,461 94.1% 
Indiana $478 $8,535 $9,013 94.7% 

Iowa $147 $2,800 $2,947 95.0% 
Kansas $166 $3,477 $3,643 95.4% 

Michigan $686 $14,252 $14,938 95.4% 
Minnesota $421 $7,836 $8,257 94.9% 

Missouri $431. $8,395 $8,826 95.1% 
Nebraska $106 $2,345 $2,451 95.7% 

North Dakota $32 $595 $627 94.9% 
Ohio $830 $17.130 $17,960 95.4% 

South Dakota $32 $717 $748 95.8% 
Wisconsin $205 $4,252 $4,457 95.4% 

South 
Alabama $470 $10,305 $10,776 95.6% 
Arkansas $455 $9,401 $9,856 95.4% 
Delaware $3 $387 $390 99.2% 

District of Columbia $42 $902 $944 95.6% 
Florida $1,233 $20,050 $21,283 94.2% 

Georgia $714 $14,551 $15,265 95.3% 
Kentucky $515 $11,878 $12,393 95.8% 
Louisiana $337 $7,273 $7,610 95.6% 
Maryland $533 $9,112 $9,645 94.5% 

MisSissippi $429 $9,865 $10,294 95.8% 
North Carolina $1,029 $20,712 $21,741 95.3% 

Oklahoma $549 $12,179 $12,728 95.7% 
South Carolina $470 $10,919 $11,389 95.9% 

Tennessee $716 $11,072 $11,788 93.9% 
Texas $2,619 $52,537 $55.156 95.3% 

Virginia $498 $9,629 $10,127 95.1% 
West Virginia $164 $3,781 $3,945 95.9% 

West 
Alaska $117 $2,046 $2.163 94.6% 

Arizona $56 $2,091 $2,147 97.4% 
California $2,982 $44,694 $47,676 93.7% 
Colorado $286 $5,917 $6,203 95.4% 

Hawaii -$28 $2,999 $2,971 100%* 
Idaho $101 $2,402 $2,502 96.0% 

Montana $100 $2,178 $2,278 95.6% 
Nevada $188 $3,445 $3,633 94.8% 

New Mexico $194 $4,510 $4,704 95.9% 
Oregon $438 $10,302 $10,739 95.9% 

Utah $174 $4,129 $4,304 96.0% 
Washington $380 $8,271 $8,651 95.6% 

Wyoming $32 $683 $715 95.6% 
Total $21,148 $443,530 $464,678 95.4% 

"Federal Government essentially picks up all of net new spending while the state actually 
saves money due to the federal government spending more on currently enrolled 1115 
waiver non-parents 
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Table 6 
Medicaid Expansion to 133%: Additional Spending by States in Reform by Eligibility Type 

Current Eligibles* 

State Federal 
S~ndins S~ndins 

Northeast 
Connecticut $79 $79 

Maine -$183 $233 
Massachusetts -$1,274 $2,137 

New Hampshire $16 $16 
New Jersey $180 $180 

New York -$94 $4,426 
Pennsylvania $390 $468 
Rhode Island $9 $9 

Vermont -$26 $112 
Midwest 

Illinois $452 $458 
Indiana $148 $266 

Iowa $38 $63 
Kansas $29 $44 

Michigan $124 $188 
Minnesota $113 $113 

Missouri $103 $177 
Nebraska $13 $20 

North Dakota $9 $15 
Ohio $157 $257 

South Dakota $3 $5 
Wisconsin $38 $55 

South 
Alabama $64 $137 
Arkansas $90 $240 
Delaware -$6 $157 

District of Columbia $6 $15 
Florida $455 $565 

Georgia $144 $261 
Kentucky $45 $106 
Louisiana $51 $128 
Maryland $176 $176 

Mississippi $40 $127 
North Carolina $217 $397 

Oklahoma $68 $132 
South Carolina $37 $87 

Tennessee $295 $531 
Texas $554 $812 

Virginia $119 $119 
West Virginia $14 $40 

West 
Alaska $37 $38 

Arizona $22 $1.225 
California $1,247 $1,247 
Colorado $52 $52 

Hawaii -$141 $189 
Idaho $5 $13 

Montana $14 $30 
Nevada $52 $52 

New Mexico $16 $38 
Oregon $28 $47 

Utah $10 $25 
Washington $52 $54 

Wyoming $5 $5 
Total $4,092 $16,362 

"Includes newly enrolled 1115 waiver eligible population 

Lower Participation Rate Assumption 
(in millions) 

2014-2019 

Total State 
Spendins S~ndins 

$158 $184 
$49 $65 

$864 $0 
$32 $47 

$360 $353 
$4,332 $145 

$858 $664 
$18 $62 
$86 $0 

$909 $751 
$413 $330 
$101 $109 

$73 $137 
$312 $562 
$225 $308 
$281 $328 
$33 $93 
$23 $23 

$414 $674 
$9 $28 

$92 $168 

$201 $406 
$329 $366 
$151 $9 
$21 $35 

$1,019 $778 
$404 $571 
$151 $470 
$179 $285 
$353 $357 
$167 $389 
$614 $811 
$200 $481 
$124 $433 
$826 $421 

$1,366 $2,065 
$238 $380 

$54 $149 

$74 $80 
$1,247 $35 
$2,494 $1,735 

$103 $234 
$48 $112 
$18 $95 
$44 $86 

$104 $135 
$53 $179 
$75 $409 
$35 $164 

$106 $328 
$9 $27 

$20,454 $17,056 

New Eligibles 
% New 

Federal Total Eligible 
S~ndins S~ndins S~ndins 

$4,607 $4,791 96.8% 
$1,624 $1,689 97.2% 

$0 $0 0.0% 
$1,188 $1,235 97.5% 
$8,850 $9,203 96.2% 
$3,623 $3,767 46.5% 

$16,619 $17,282 95.3% 
$1,549 $1,611 98.9% 

$0 $0 0.0% 

$18,801 $19,552 95.6% 
$8,270 $8,600 95.4% 
$2.737 $2,846 96.6% 
$3,433 $3,570 98.0% 

$14,064 $14,626 97.9% 
$7,723 $8,031 97.3% 
$8,217 $8,545 96.8% 
$2,325 $2,418 98.7% 

$580 $604 96.3% 
$16,873 $17,546 97.7% 

$711 $740 98.9% 
$4,197 $4,365 97.9% 

$10,169 $10,575 98.1% 
$9,161 $9,527 96.7% 

$229 $238 61.2% 
$887 $922 97.7% 

$19,486 $20,264 95.2% 
$14,290 $14,861 97.4% 
$11,772 $12.242 98.8% 

$7.145 $7,430 97.6% 
$8,936 $9,293 96.3% 
$9,739 $10,128 98.4% 

$20,316 $21,127 97.2% 
$12,047 $12,528 98.4% 
$10,832 $11,265 98.9% 
$10,541 $10,962 93.0% 
$51,724 $53,790 97.5% 

$9,510 $9,890 97.7% 
$3,741 $3,890 98.6% 

$2,008 $2,088 96.6% 
$866 $900 41.9% 

$43,447 $45,182 94.8% 
$5,866 $6,100 98.3% 
$2,810 $2,923 98.4% 
$2,389 $2,484 99.3% 
$2,148 $2,234 98.1% 
$3,393 $3,529 97.1% 
$4,472 $4,650 98.9% 

$10,255 $10,665 99.3% 
$4,105 $4,269 99.2% 
$8,217 $8,545 98.8% 

$679 $706 98.7% 
$427,169 $444.224 95.6% 
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Table 7 
Medicaid Expansion to 133% of FPL 

Impact of Refonn on Uninsured Populations; Increase in Enrollment Relative to Baseline 
Lower Participation Rate Assumption 

Previously 
Total New Medicaid Uninsured 

Enrollees· Newly Enrolled 
Northeast 

Connecticut 114,083 75,864 
Maine 43,468 27,877 

Massachusetts·" 29,921 10,401 
New Hampshire 55.918 34.625 

New Jersey 390,490 292,489 
New York 305,945 223,175 

Pennsylvania 482,366 282,014 
Rhode Island 41,185 29,147 

Vermont 4,484 3,214 
Midwest 

Illinois 631,024 429,258 
Indiana 297,737 215,803 

Iowa 114,691 74,498 
Kansas 143,445 89.265 

Michigan 589,965 430.744 
Minnesota 251,783 132.511 

Missouri 307,872 207,678 
Nebraska 83.898 50,364 

North Dakota 28.864 17.198 
Ohio 667.376 462.024 

South Dakota 31,317 18.594 
Wisconsin 205,987 127,862 

South 
Alabama 351.567 244,804 

Arkansas 200,690 154,836 
Delaware 12.081 7.916 

District of Columbia 28,900 15,308 
Florida 951,622 683,477 

Georgia 646.557 479.138 
Kentucky 329,000 250,704 
Louisiana 366,318 277,746 
Maryland 245,996 174,484 

Mississippi 320,748 256,920 
North Carolina 633,485 429,272 

Oklahoma 357,150 261,157 
South Carolina 344,109 247,478 

Tennessee 330.932 245,691 
Texas 1,798,314 1.379.713 

Virginia 372,470 245.840 
West Virginia 121.635 95.675 

West 
Alaska 42,794 33,106 

Arizona 105,428 81.095 
Califomia 2,008.796 1,406,101 
Colorado 245,730 166,471 

Hawaii 84,130 42,381 
Idaho 85,883 59.078 

Montana 57.356 37,978 
Nevada 136,563 100,813 

New Mexico 145,024 111,279 
Oregon 294,600 211,542 

Utah 138,918 78,284 
Washington 295,662 189,463 

Wyoming 29,899 19,099 
Total 15,904,173 11,221,455 

"ncludes newly enrolled 1115 waiver eligible population 

.... Massachusetts has a low share of uninsured within the newly 
enrolled due to low levels of uninsurance in the baseline. 
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% Decrease in 
Uninsured Adults 

<133%FPL 

48.0% 
47.4% 
10.2% 
48.7% 
45.3% 
14.8% 
41.4% 
50.6% 
10.2% 

42.5% 
44.2% 
44.1% 
50.9% 
50.6% 
44.2% 
45.5% 
53.9% 
45.1% 
50.0% 
51.9% 
50.6% 

53.2% 
47.6% 
15.9% 
49.1% 
44.4% 
49.4% 
57.1% 
50.7% 
46.2% 
54.9% 
46.6% 
53.1% 
56.4% 
43.3% 
49.4% 
50.6% 
56.7% 

48.4% 
13.6% 
41.5% 
50.0% 
50.0% 
53.9% 
49.6% 
47.0% 
52.6% 
56.7% 
52.5% 
52.2% 
53.0% 
44.5% 

BaseUne 
Medicaid % Change in 

Enrollment Enrollment 

567,331 20.1% 
367,836 11.8% 

1,464.896 2.0% 
144,072 38.8% 

1,025,757 38.1% 
5,136,867 6.0% 
2.219,363 21.7% 

205.565 20.0% 
159,835 2.8% 

2,449,446 25.8% 
1.013.278 29.4% 

452,614 25.3% 
341,840 42.0% 

1,952,376 30.2% 
764.717 32.9% 

1.031.437 29.8% 
231.612 36.2% 

65.637 44.0% 
2.088,824 31.9% 

121.115 25.9% 
988,055 20.8% 

952,205 36.9% 
718,305 27.9% 
181,158 6.7% 
179,890 16.1% 

2.741,705 34.7% 
1,598,648 40.4% 

880,957 37.3% 
1.130,318 32.4% 

758,215 32.4% 
778,772 41.2% 

1,658,226 38.2% 
697,357 51.2% 
896,326 38.4% 

1,584,178 20.9% 
3,955.352 45.5% 

890,205 41.8% 
412,987 29.5% 

111,144 38.5% 
1,364,237 7.7% 
9,985,807 20.1% 

514,871 47.7% 
221,574 38.0% 
217,961 39.4% 
105,156 54.5% 
221,412 61.7% 
512,199 28.3% 
485,926 60.6% 
247,841 56.1% 

1,175,565 25.2% 
74,760 40.0% 

58,045,730 27.4% 
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Table 8 
Medicaid Expansion to 1330/. of FPL 

Change in Total Spending (in millions) 
Lower Participation Rate Assumption 

Total Spending 2014~2019 
Baseline Spending New Spending in Reform 

State Federal State Federal 
S~endina Spending Total Spendina Spendina Total 

Northeast 
Connecticut $22,336 $22,336 $44,672 $263 $4,686 $4,949 

Maine $8,147 $14,358 $22,504 -$118 $1,857 $1,738 
Massachusetts $61,268 $61,268 $122,535 -$1,274 $2,137 $864 

New Hampshire $5.656 $5,656 $11,312 $63 $1,204 $1,267 
New Jersey $43,267 $43,267 $86,534 $533 $9,030 $9,563 

New York $243,371 $243,371 $486,743 $50 $8,049 $8,099 
Pennsylvania $76,746 $96,261 $173,008 $1,054 $17,086 $18,140 
Rhode Island $9,504 $10,704 $20,208 $70 $1,559 $1,629 

Vermont $4,079 $5,800 $9,880 -$26 $112 $86 
Midwest 

Illinois $73,760 $74,352 $148,112 $1,202 $19,259 $20,461 
Indiana $18,784 $37,322 $56,106 $478 $8,535 $9,013 

Iowa $10,672 $17,886 $28,558 $147 $2,800 $2,947 
Kansas $10,055 $14,500 $24,555 $166 $3,477 $3,643 

Michigan $34,465 $66,281 $100,746 $686 $14,252 $14,938 
Minnesota $35,561 $35,561 $71,123 $421 $7,836 $8,257 

Missouri $24,932 $42,985 $67,917 $431 $8,395 $8,826 
Nebraska $7,082 $9,958 $17,040 $106 $2,345 $2,451 

North Dakota $2,307 $3,512 $5,819 $32 $595 $627 
Ohio $50,823 $89,146 $139,969 $830 $17,130 $17,960 

South Dakota $2.762 $4,366 $7.129 $32 $717 $748 
Wisconsin $22.115 $33,395 $55.509 $205 $4,252 $4,457 

South 
Alabama $13,177 $28,708 $41,885 $470 $10,305 $10,776 
Arkansas $9,686 $24,146 $33.832 $455 $9,401 $9,856 
Delaware $5.488 $6,226 $11,713 $3 $387 $390 

District of Columbia $4,641 $10.830 $15.471 $42 $902 $944 
Florida $66,330 $82,559 $148,889 $1,233 $20,050 $21,283 

Georgia $26,677 $50.268 $76,945 $714 $14,551 $15.265 
Kentucky $14,733 $36,944 $51,677 $515 $11,878 $12,393 
Louisiana $19,267 $33,679 $52,946 $337 $7,273 $7,610 
Maryland $30,832 $30,832 $61.663 $533 $9,112 $9,645 

Mississippi $9,006 $26,632 $35,638 $429 $9,865 $10,294 
North Carolina $38,951 $71,423 $110,374 $1,029 $20,712 $21.741 

Oklahoma $13,640 $25,264 $38,903 $549 $12,179 $12,728 
South Carolina $12.984 $30.353 $43,336 $470 $10,919 $11,389 

Tennessee $28,115 $54.214 $82,329 $716 $11,072 $11,788 
Texas $88,000 $135,124 $223,124 $2,619 $52,537 $55,156 

Virginia $27,464 $27,464 $54,928 $498 $9,629 $10,127 
West Virginia $6,761 $18,504 $25,265 $164 $3,781 $3,945 

West 
Alaska $5,551 $5,551 $11,102 $117 $2,046 $2,163 

Arizona $25,571 $49,308 $74,879 $56 $2,091 $2.147 
California $194,004 $194,004 $388,007 $2,982 $44,694 $47,676 
Colorado $15,957 $15,957 $31,914 $286 $5,917 $6,203 

Hawaii $5,966 $6,409 $12,374 -$28 $2,999 $2,971 
Idaho $4,009 $8,860 $12,869 $101 $2,402 $2,502 

Montana $2,706 $5,447 $8,153 $100 $2,178 $2.278 
Nevada $6,483 $6,914 $13,397 $188 $3,445 $3,633 

New Mexico $9,149 $21,125 $30,274 $194 $4,510 $4,704 
Oregon $12,038 $20,366 $32,404 $438 $10,302 $10,739 

Utah $4.742 $11,683 $16.425 $174 $4,129 $4,304 
Washington $31,830 $31,830 $63,661 $380 $8,271 $8,651 

Wyoming $2,553 $2,553 $5,107 $32 $683 $715 
Total $1,504,003 $2.005,461 $3,509,464 $21.148 $443.530 $464,678 
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Percent Change in Federal Matching 
Spending Rates 

Effective 
Post 

State Federal Total Baseline Reform 

1.2% 21.0% 11.1% 50.0% 54.5% 
-1.5% 12.9% 7.7% 63.8% 66.9% 
-2.1% 3.5% 0.7% 50.0% 51.4% 
1.1% 21.3% 11.2% 50.0% 54.5% 
1.2% 20.9% 11.1% 50.0% 54.4% 
0.0% 3.3% 1.7% 50.0% SO.8% 
1.4% 17.7% 10.5% 55.6% 59.3% 
0.7% 14.6% 8.1% 53.0% 56.2% 

-0.6% 1.9% 0.9% 58.nb 59.3% 

1.6% 25.9% 13.8% 50.2% 55.5% 
2.5% 22.9% 16.1% 66.5% 70.4% 
1.4% 15.7% 10.3% 62.6% 65.7% 
1.7% 24.0% 14.8% 59.1% 63.8% 
2.0% 21.5% 14.8% 65.8% 69.6% 
1.2% 22.0% 11.6% 50.0% 54.7% 
1.7% 19.5% 13.0% 63.3% 66.9% 
1.5% 23.5% 14.4% 58.4% 63.1% 
1.4% 16.9% 10.8% 60.4% 63.7% 
1.6% 19.2% 12.8% 63.7% 67.3% 
1.1% 16.4% 10.5% 61.3% 64.5% 
0.9% 12.7% 8.0% 60.2% 62.8% 

3.6% 35.9% 25.7% 68.5% 74.1% 
4.7% 38.9% 29.1% 71.4% 76.8% 
0.1% 6.2% 3.3% 53.2% 54.6% 
0.9% 8.3% 6.1% 70.0% 71.5%~ 

1.9% 24.3% 14.3% 55.5% 60.3% 
2.7% 28.9% 19.8% 65.3% 70.3% 
3.5% 32.2% 24.0% 71.5% 76.2% 
1.7% 21.6% 14.4% 63.6% 67.6% 
1.7% 29.6% 15.6% 50.0% 56.0% 
4.8% 37.0% 28.9% 74.7% 79.5% 
2.6% 29.0% 19.7% 64.7% 69.7% 
4.0% 48.2% 32.7% 64.9% 72.5% 
3.6% 36.0% 26.3% 70.0% 75.4% 
2.5% 20.4% 14.3% 65.9% 69.4% 
3.0% 38.9% 24.7% 60.6% 67.4% 
1.8% 35.1% 18.4% 50.0% 57.0% 
2.4% 20.4% 15.6% 73.2% 76.3% 

2.1% 36.9% 19.5% 50.0% 57.3% 
0.2% 4.2% 2.9% 65.9% 66.7% 
1.5% 23.0% 12.3% 50.0% 54.8% 
1.8% 37.1% 19.4% 50.0% 57.4% 

-0.5% 46.8% 24.0% 51.8% 61.3% 
2.5% 27.1% 19.4% 68.9% 73.3% 
3.7% 40.0% 27.9% 66.8% 73.1% 
2.9% 49.8% 27.1% 51.6% 60.8% 
2.1% 21.3% 15.5% 69.8% 73.3% 
3.6% 50.6% 33.1% 62.9% 71.1% 
3.7% 35.3% 26.2% 71.1% 76.3% 
1.2% 26.0% 13.6% 50.0% 55.5% 
1.2% 26.8% 14.0% 50.0% 55.6% 
1.4% 22.1% 13.2% 57.1% 61.6% 
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Table 9 

Medicaid Expansion to 133%: Additional Spending by States in Retonn 

Higher Participation Rate Assumption 
(in millions) 

2014-2019 
Total 

Total State Federal Total % Federal 
S~ending SE!!!nding SE!!!nding SE!!!nding 

Northeast 
Connecticut $440 $5,048 $5,488 92.0% 

Maine -$65 $2,105 $2,040 100%-
Massachusetts -$628 $2,783 $2,155 100%-

New Hampshire $117 $1,470 $1,586 92.6% 
New Jersey $1,078 $11,129 $12,207 91.2% 

New York $2,859 $17,170 $20,030 85.7% 
Pennsylvania $2,041 $19,489 $21,530 90.5% 
Rhode Island $100 $1,768 $1.868 94.6% 

Vermont $8 $283 $291 97.4% 
Midwest 

Illinois $2,468 $22,109 $24,577 90.0% 
Indiana $899 $10,112 $11,010 91.8% 

Iowa $257 $3,298 $3,555 92.8% 
Kansas $260 $4,033 $4,293 93.9% 

Michigan $1,096 $16,944 $18.040 93.9% 
Minnesota $745 $9,116 $9,861 92.4% 

Missouri $773 $10,228 $11,001 93.0% 
Nebraska $155 $2,732 $2,886 94.6% 

North Dakota $57 $709 $766 92.5% 
Ohio $1.335 $19,578 $20,913 93.6% 

South Da kota $46 $844 $890 94.9% 
Wisconsin $314 $4,912 $5,226 94.0% 

South 
Alabama $693 $11,404 $12,097 94.3% 
Arkansas $761 $11,523 $12,284 93.8% 
Delaware $90 $686 $776 88.4% 

District of Columbia $62 $1,068 $1,129 94.5% 
Florida $2,537 $24,260 $26,797 90.5% 

Georgia $1,233 $17,916 $19,149 93.6% 
Kentucky $695 $13,220 $13,915 95.0% 
Louisiana $536 $8.937 $9,472 94.3% 
Maryland $1,060 $10,881 $11,941 91.1% 

Mississippi $581 $10,959 $11,539 95.0% 
North Carolina $1.791 $24,720 $26,511 93.2% 

Oklahoma $789 $13,436 $14,225 94.5% 
South Carolina $615 $12,109 $12,724 95.2% 

Tennessee $1,523 $13,128 $14,651 89.6% 
Texas $4,514 $62,056 $66,570 93.2% 

Virginia $863 $11,129 $11,992 92.8% 
West Virginia $217 $4,182 $4,399 95.1% 

West 
Alaska $219 $2,379 $2,598 91.6% 

Arizona $739 $4,861 $5,600 86.8% 
California $6,544 $54,936 $61,481 89.4% 
Colorado $470 $6,925 $7,395 93.6% 

Hawaii $30 $3,414 $3,444 99.1% 
Idaho $133 $2.896 $3,028 95.6% 

Montana $155 $2,558 $2,713 94.3% 
Nevada $338 $4,100 $4,438 92.4% 

New Mexico $278 $5,608 $5,885 95.3% 
Oregon $555 $11,723 $12,279 95.5% 

Utah $227 $4,695 $4,921 95.4% 
Washington $567 $9,573 $10.139 94.4% 

Wyoming $49 $818 $867 94.3% 
Total $43,218 $531,958 $575,176 92.5% 

*Federal Government essentially picks up all of net new spending while the state 
actually saves money due to the federal government spending more on currently 
enrolled 1115 waiver non-parents 
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Table 10 
Medicaid Expansion to 133%: Additional Spending by States in Reform by Eligibility Type 

Higher Participation Rate Assumption 
(in millions) 

2014-2019 
Current Eligibles· New Eligibles Total 

% New 
State Federal Total State Federal Total Eligible 

Sl!endins Sl!endins Sl!ending Sl!ending Sl!!nding Sl!ending Sl!ending 
Northeast 

Connecticut $247 $247 $494 $193 $4,802 $4,995 91.0% 
Maine -$137 $317 $180 $72 $1,788 $1,860 91.2% 

Massachusetts -$628 $2,783 $2,155 $0 $0 $0 0.0% 
New Hampshire $60 $60 $120 $57 $1,410 $1,467 92.4% 

New Jersey $656 $656 $1,313 $422 $10,473 $10,895 89.2% 
New York $2,679 $12,679 $15,358 $181 $4,491 $4,672 23.3% 

Pennsylvania $1,320 $1,583 $2,903 $721 $17,906 $18,627 86.5% 
Rhode Island $30 $34 $64 $70 $1,734 $1,804 96.6% 

Vermont $8 $283 $291 $0 $0 $0 0.0% 
Midwest 

Illinois $1,645 $1,666 $3,311 $823 $20,442 $21,265 86.5% 
Indiana $530 $953 $1,483 $369 $9,159 $9,528 86.5% 

Iowa $133 $223 $357 $124 $3,074 $3,198 90.0% 
Kansas $104 $156 $260 $156 $3,877 $4,033 93.9% 

Michigan $441 $669 $1,110 $655 $16,275 $16,930 93.8% 
Minnesota $393 $393 $787 $351 $8,723 $9,074 92.0% 

Missouri $388 $667 $1,055 $385 $9,561 $9,946 90.4% 
Nebraska $48 $70 $118 $107 $2,661 $2,768 95.9% 

North Dakota $31 $53 $84 $26 $656 $683 89.1% 
Ohio $585 $961 $1,546 $749 $18,617 $19,367 92.6% 

South Dakota $12 $21 $33 $33 $823 $857 96.3% 
Wisconsin $123 $181 $304 $190 $4,731 $4,922 94.2% 

South 
Alabama $256 $543 $798 $437 $10,861 $11,299 93.4% 
Arkansas $333 $891 $1,224 $428 $10,632 $11,060 90.0% 
Delaware $80 $436 $516 $10 $250 $260 33.5% 

District of Columbia $21 $48 $69 $41 $1,020 $1,061 93.9% 
Florida $1,643 $2,040 $3,683 $895 $22,219 $23,114 86.3% 

Georgia $552 $1,002 $1,553 $681 $16,914 $17,595 91.9% 
Kentucky $180 $423 $603 $515 $12,797 $13,312 95.7% 
louisiana $195 $486 $681 $340 $8,451 $8,791 92.8% 
Maryland $648 $648 $1,296 $412 $10,233 $10,645 89.1% 

Mississippi $160 $501 $661 $421 $10,457 $10,878 94.3% 
North Carolina $859 $1,567 $2,426 $932 $23,153 $24,085 90.9% 

Oklahoma $269 $520 $789 $520 $12,916 $13,436 94.5% 
South Carolina $141 $330 $472 $474 $11,778 $12,253 96.3% 

Tennessee $1,072 $1,930 $3,002 $451 $11,199 $11,649 79.5% 
Texas $2,142 $3,139 $5,280 $2,372 $58,918 $61,290 92.1% 

Virginia $432 $432 $864 $431 $10,697 $11,128 92.8% 
West Virginia $55 $155 $210 $162 $4,027 $4,189 95.2% 

West 
Alaska $128 $131 $260 $91 $2,248 $2,339 90.0% 

Arizona $697 $3,820 $4,517 $42 $1,041 $1,082 19.3% 
California $4,515 $4,515 $9,029 $2,030 $50,422 $52,452 85.3% 
Colorado $199 $199 $398 $271 $6,726 $6,997 94.6% 

Hawaii -$97 $242 $145 $128 $3,171 $3,299 95.8% 
Idaho $18 $42 $60 $115 $2,854 $2,969 98.0% 

Montana $57 $121 $178 $98 $2,437 $2,536 93.5% 
Nevada $180 $180 $361 $158 $3,919 $4,077 91.9% 

New Mexico $58 $140 $198 $220 $5,468 $5,688 96.6% 
Oregon $89 $149 $238 $466 $11,575 $12,041 98.1% 

Utah $42 $101 $143 $185 $4,593 $4,778 97.1% 
Washington $189 $197 $386 $377 $9,376 $9,753 96.2% 

Wyoming $17 $17 $34 $32 $801 $834 96.1% 
Total $23,799 $49,599 $73,398 $19,419 $482,359 $501,777 87.2% 

*Includes newly enrolled 1115 waiver eligible population 
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Table 11 
Medicaid Expansion to 133% of FPL 

Impact of Reform on Uninsured Populations; Increase in Enrollment Relative to Baseline 
Higher Participation Rate Assumption 

Previously % Decrease in Baseline 
Total New Medicaid Uninsured Newly Uninsured Adults Medicaid % Change in 

Enrollees" Enrolled <133%FPL Enrollment Enrollment 

Northeast 
Connecticut 154.664 113,876 72.1% 567,331 27.3% 

Maine 59.502 41,858 71.1% 367.836 16.2% 
Massachusetts*" 75,569 43,508 42.9% 1.464,896 5.2% 
New Hampshire 76,744 52,146 73.4% 144,072 53.3% 

New Jersey 567,852 455,627 70.6% 1,025,757 55.4% 
New York 820,623 706,575 46.7% 5,136,867 16.0% 

Pennsylvania 682,880 458,200 67.2% 2,219,363 30.8% 
Rhode Island 53,841 40,850 70.9% 205,565 26.2% 

Vermont 15,509 13,443 42.9% 159,835 9.7% 
Midwest 

Illinois 911,830 694,012 68.8% 2,449,446 37.2% 
Indiana 427,311 337,987 69.1% 1,013,278 42.2% 

Iowa 163,264 117,621 69.6% 452,614 36.1% 
Kansas 192,006 131,528 75.1% 341,840 56.2% 

Michigan 812,818 635,231 74.6% 1,952,376 41.6% 
Minnesota 348,684 211,781 70.7% 764,717 45.6% 

Missouri 437,735 324,276 71.0% 1,031,437 42.4% 
Nebraska 110,820 71,053 76.0% 231,612 47.8% 

North Dakota 40,017 26,457 69.4% 65,637 61.0% 
Ohio 901,023 670,992 72.6% 2,088,824 43.1% 

South Dakota 41,847 27,160 75.8% 121,115 34.6% 
Wisconsin 277,116 188,043 74.3% 988,055 28.0% 

South 
Alabama 455,952 335,547 72.9% 952,205 47.9% 
Arkansas 286,347 234,695 72.1% 718,305 39.9% 
Delaware 28,839 23,317 46.9% 181,158 15.9% 

District of Columbia 38,763 22,891 73.4% 179,890 21.5% 
Florida 1,376,753 1,073,391 69.7% 2,741,705 50.2% 

Georgia 907,203 721,558 74.4% 1,598,648 56.7% 
Kentucky 423,757 337,987 77.0% 880,957 48.1% 
Louisiana 507,952 409,869 74.8% 1.130,318 44.9% 
Maryland 348,140 267,555 70.8% 758,215 45.9% 

Mississippi 419,571 350,091 74.8% 778,772 53.9% 
North Carolina 887,560 661,292 71.8% 1,658,226 53.5% 

Oklahoma 470,358 367,541 74.8% 697,357 67.4% 
South Carolina 443,020 334,296 76.2% 896,326 49.4% 

Tennessee 474,240 372,894 65.7% 1,584,178 29.9% 
Texas 2,513,355 2,055,888 73.6% 3,955,352 63.5% 

Virginia 504,466 365.514 75.2% 890,205 56.7% 
West Virginia 156,582 129,185 76.5% 412,987 37.9% 

West 
Alaska 59,914 49,061 71.7% 111,144 53.9% 

Arizona 305,634 273,008 45.6% 1,364,237 22.4% 
California 2,986,362 2,291,221 67.6% 9,985,807 29.9% 
Colorado 337,706 249,208 74.8% 514,871 65.6% 

Hawaii 110,203 64,167 75.7% 221.574 49.7% 
Idaho 115,730 85,523 78.1% 217,961 53.1% 

Montana 78,840 56,889 74.3% 105,156 75.0% 
Nevada 196,168 156,025 72.7% 221,412 88.6% 

New Mexico 201,855 163,105 77.1% 512,199 39.4% 
Oregon 386,845 292,651 78.4% 485.926 79.6% 

Utah 180.478 113,872 76.3% 247,841 72.8% 
Washington 395,577 276,096 76.1% 1,175,565 33.6% 

Wyoming 40,041 27,488 76.2% 74,760 53.6% 
Total 22,809,862 17,524,046 69.5% 58,045,730 39.3% 

-Includes newly enrolled 1115 waiver eligible population 
**Massachusetts has a lower share of uninsured within the newly enrolled due to low levels of uninsurance in the baseline. 
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Table 12 
Medicaid Expansion to 133% of FPL 

Change in Total Spending, 2014·2019 (In millions) 
Higher Participation Rates 

Total Spending 2014·2019 
Baseline Spending New Spending in Reform 

State Federal State Federal 
Seendlng Seendlng Total Seendlns Seendins Total 

$22,336 $22,336 $44,672 $440 $5,048 $5,488 
$8,147 $14,358 $22,504 -$65 $2,105 $2,040 

$61,268 $61,268 $122,535 -$628 $2,783 $2,155 
$5,656 $5,656 $11,312 $117 $1.470 $1,586 

$43,267 $43,267 $86,534 $1,078 $11,129 $12,207 
$243,371 $243,371 $486,743 $2,859 $17,170 $20,030 

$76,746 $96,261 $173,008 $2,041 $19,489 $21,530 
$9,504 $10,704 $20,208 $100 $1,768 $1,868 
$4,079 $5,800 $9,880 $8 $283 $291 

$73,760 $74,352 $148,112 $2,468 $22,109 $24,577 
$18,784 $37,322 $56,106 $899 $10,112 $11,010 
$10,672 $17,886 $28,558 $257 $3,298 $3,555 
$10,055 $14,500 $24,555 $260 $4,033 $4,293 
$34,465 $66,281 $100,746 $1,096 $16,944 $18,040 
$35,561 $35,561 $71,123 $745 $9,116 $9,861 
$24,932 $42,985 $67,917 $773 $10,228 $11,001 

$7,082 $9,958 $17,040 $155 $2,732 $2,886 
$2.307 $3,512 $5,819 $57 $709 $766 

$50,823 $89,146 $139,969 $1,335 $19,578 $20,913 
$2,762 $4,366 $7,129 $46 $844 $890 

$22,115 $33,395 $55,509 $314 $4,912 $5,226 

$13,177 $28,708 $41,885 $693 $11,404 $12,097 
$9,686 $24,146 $33,832 $761 $11,523 $12,284 
$5,488 $6,226 $11,713 $90 $686 $776 
$4,641 $10,830 $15,471 $62 $1,068 $1,129 

$66,330 $82,559 $148,889 $2,537 $24,260 $26,797 
$26,677 $50.268 $76,945 $1,233 $17,916 $19,149 
$14,733 $36,944 $51.677 $695 $13,220 $13,915 
$19,267 $33,679 $52,946 $536 $8,937 $9,472 
$30,832 $30,832 $61,663 $1,060 $10,881 $11,941 

$9,006 $26,632 $35,638 $581 $10,959 $11,539 
$38,951 $71,423 $110,374 $1,791 $24,720 $26,511 
$13,640 $25,264 $38,903 $789 $13,436 $14,225 
$12,984 $30,353 $43,336 $615 $12,109 $12,724 
$28,115 $54,214 $82,329 $1,523 $13,128 $14,651 
$88.000 $135,124 $223,124 $4,514 $62,056 $66,570 
$27,464 $27,464 $54,928 $863 $11,129 $11,992 
$6,761 $18,504 $25.265 $217 $4.182 $4,399 

$5,551 $5,551 $11,102 $219 $2,379 $2,598 
$25,571 $49,308 $74,879 $739 $4,861 $5,600 

$194,004 $194,004 $388,007 $6,544 $54,936 $61,481 
$15,957 $15,957 $31,914 $470 $6.925 $7.395 

$5,966 $6,409 $12,374 $30 $3,414 $3,444 
$4,009 $8,860 $12,869 $133 $2,896 $3,028 
$2,706 $5,447 $8,153 $155 $2,558 $2,713 
$6,483 $6.914 $13,397 $338 $4,100 $4,438 
$9,149 $21,125 $30,274 $278 $5,608 $5,885 

$12,038 $20,366 $32,404 $555 $11,723 $12,279 
$4,742 $11,683 $16,425 $227 $4,695 $4,921 

$31,830 $31,830 $63,661 $567 $9,573 $10,139 
$2,553 $2,553 $5,107 $49 $818 $867 

$1,504,003 $2,005,461 $3,509,464 $43,218 $531,958 $575,176 

Percent Change in Federal Matching 
Spending Rates 

Effective 
Post 

State Federal Total Baseline Reform 

2.0% 22.6% 12.3% 50.0% 54.6% 
-0.8% 14.7% 9.1% 63.8% 67.1% 
-1.0°A, 4.5% 1.8% 50.0% 51.4% 
2.1% 26.0% 14.0% 50.0% 55.2% 
2.5% 25.7% 14.1% 50.0% 55.1% 
1.2% 7.1% 4.1% 50.0% 51.4% 
2.7% 20.2% 12.4% 55.6% 59.5% 
1.1% 16.5% 9.2% 53.0% 56.5% 
0.2% 4.9% 2.9% 58.7% 59.8% 

3.3% 29.7% 16.6% 50.2% 55.9% 
4.8% 27.1% 19.6% 66.5% 70.7% 
2.4% 18.4% 12.4% 62.6% 66.0% 
2.6% 27.8% 17.5% 59.1% 64.2% 
3.2% 25.6% 17.9% 65.8% 70.1% 
2.1% 25.6% 13.9% 50.0% 55.2% 
3.1% 23.8% 16.2% 63.3% 67.4% 
2.2% 27.4% 16.9% 58.4% 63.7% 
2.5% 20.2% 13.2% 60.4% 64.1% 
2.6°A, 22.0% 14.9% 63.7% 67.6% 
1.6% 19.3% 12.5% 61.3% 65.0% 
1.4% 14.7% 9.4% 60.2% 63.1% 

5.3% 39.7% 28.9% 68.5% 74.3% 
7.9% 47.7% 36.3% 71.4% 77.3% 
1.6% 11.0% 6.6% 53.2% 55.3% 
1.3% 9.9% 7.3% 70.0% 71.7% 
3.8% 29.4% 18.0% 55.5% 60.8% 
4.6% 35.6% 24.9% 65.3% 71.0% 
4.7% 35.8% 26.9% 71.5% 76.5% 
2.8% 26.5% 17.9% 63.6% 68.3% 
3.4% 35.3% 19.4% 50.0% 56.7% 
6.4% 41.1% 32.4% 74.7% 79.7% 
4.6% 34.6% 24.0% 64.7% 70.2% 
5.8% 53.2% 36.6% 64.9% 72.8% 
4.7% 39.9% 29.4% 70.0% 75.7% 
5.4% 24.2% 17.8% 65.9% 69.4% 
5.1% 45.9% 29.8% 60.6% 68.1% 
3.1% 40.5% 21.8% 50.0% 57.7% 
3.2% 22.6% 17.4% 73.2% 76.5% 

3.9% 42.9% 23.4% 50.0% 57.9% 
2.9% 9.9% 7.5% 65.9% 67.3% 
3.4% 28.3% 15.8% 50.0% 55.4% 
2.9% 43.4% 23.2% 50.0% 58.2% 
0.5% 53.3% 27.8% 51.8% 62.1% 
3.3% 32.7% 23.5% 68.9% 73.9% 
5.7% 47.0% 33.3% 66.8% 73.7% 
5.2% 59.3% 33.1% 51.6% 61.8% 
3.0% 26.5% 19.4% 69.8% 73.9% 
4.6% 57.6% 37.9% 62.9% 71.8% 
4.8% 40.2% 30.0% 71.1% 76.7% 
1.8% 30.1% 15.9% 50.0% 56.1% 
1.9% 32.0% 17.0% 50.0% 56.4% 
2.9% 26.5% 16.4% 57.1% 62.1% 

THE KAISER COMMISSION ON 

Medicaid and the Uninsured 





-

l~ 3 0 G S T " r f: r N \\1, \V!\ S \l • " G r 0 '\:, D C 2 0 0 0 ') 

P 11 II IV ,. : (2 0 2) 3 4 7 - 5 2 7 0, .F .'t x : (2 0 2) 3 4 7 ' 5 2 7 4 

\VI B sir F: \V \\' W. K F.; . () R (-; ! K eMU 

This publication (#8076) , is available on the Kaiser Family Foundation's website :ll ",'\\~w, kff.org. 



State Legislators' Check List for Health Reform Implementation FY 2010 
July 15, 20 I 0 

Rachel Morgan R.N., BSN, Senior Health Policy Specialist 

National Conferellce of State Legislatures 444 North Capitol Street, N. w., Suite 515 Washington, D. C. 20001 

~ 
<;i, 



ill~ 
11111 1 State Legislators' Check List for Health Reform Implementation FY 2010 

Table of Contents 
iNSURANCE REFORMS .......................................................................................................................................................................................................................................... 2 

HEALTH CARE COVERAGE ................................................................................................................................................................................................................................... 3 

HEALTH CARE WORKFORCE/HEALTH CARE PROViDERS ............................................................................................................................................................................... ~ 

LONG-TERM CARE .................................................................................................................................................................................................. ; ............................................... 7 

MEDICAID ............................................................................................................................................................................................................................................................... 10 

MEDiCARE .............................................................................................................................................................................................................................................................. 28 

:lUALITY, PREVENTION & WELLNESS ............................................................................................................................................................................................................... 33 

Cl.MERICAN HEALTH BENEFIT ECHANGE GRANT ............................................................................................................................................................................................ 38 

2 



--I 
--.J 

--, 
~ 

] 

I _ _ J 

I 
_..1 

I 
---.J 

] 

J 
--1 
-.J 

---.1 

] 

III 1 State Legis/ators' Check List for Health Reform Implementation FY 2010 

j' 

n 
c 

i 1 
u 

lJ 

[J 

[] 

September 2010 

March 2010 

FY 2010 

Within 6 months of enactment analyze and conform as necessary state laws regulating insurance with 
the provisions in the new federal law including the following: 

1. Prohibition on annual and lifetime limits on dollar value of coverage outside those limitations 
permitted by the secretary. 

2. Prohibition on rescission of coverage by insurers. 

3. Required coverage of preventive health services rated A or B by the U.S. Preventive Services 

4. Task Force without cost sharing. 

5. Extension of adult dependent coverage to age 26 by group and individual plans. 

6. Prohibition on the use of preexisting condition exclusions for children. 

7. Prohibition on discrimination based on salary. 

8. Plan incorporation of revised internal and external appeals process requirements. 

9. Assurances of plan and provider compliance with patient protections. 

Establish a health insurance consumer assistance office and ombudsmen ($30 million in grant funding is 
available to states to establish and operate offices through HHS) (effective upon enactment) 

Establish a process for plan reporting requirements for annual review of premium increases ($250 million in 
grant funding is available to states over a 5-year period to assist rate review activities.) (effective during 
the 2010 plan year) 

Determine funding needs for an expansion of outreach to and education of consumers regarding new 
protections and rig hts. 
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[J September 2010 

D June 2010 

Requirements for plan information submission to the secretary and state for public use. (effective 6 months 
after enactment) 

Determine the mechanism by which your state will comply with statutory requirements for a high risk pool 
program from the following options: 

1. Operation of a new high risk pool alongside of an existing state high risk pool, 

2. Establishment of a new high risk pool (in a state that does not currently have a high risk pool), 

3. Build upon other existing coverage programs designed to cover high risk individuals, 

4. Contract with a current HIPAA carrier of last resort or other carrier, to provide subsidized coverage for the 
eligible population, or 

5. Do nothing, in which case HHS would carry out a coverage program in the state, 

(Provides $5 billion to fund pools through 2013) (effective 90 days after enactnlent) 
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Ii FY 2010 

D FY 2010 

Issue of State Interest 

Funding for Public Health Service Act Nursing Programs 
Authorizes $338 million for FY 2010 and sums as necessary for fiscal years 2011 through 2016 to fund the Public 
Health Service Act nursing development programs. 

Issues of State Interest 

Nursing Student Loan Program 

Raises the cap on the maximum annual loan amount each student may receive from $2,500 to $3,300, loan 
amounts for the final two academic years from $4,000 to $5,200, and raises the overall aggregate amount to 
$17,000 from $13,000 beginning in FY 2010 and 2011. After fiscal year 2011, the amounts will be adjusted to 
provide for a cost-of-attendance increase for the yearly loan rate. 

Medical Residency Training 

• Modifies rules governing when hospitals can receive indirect medical education (1M E) and direct graduate 
medical education (DGME) funding for residents who train in a non-provider setting. 

• Modifies current law to allow hospitals to count resident time spent in didactic conference to IME costs in the 
provider setting and toward DGME in the non-provider setting. 

• Directs the secretary to redistribute medical residency slots from a hospital that closes on or after the date that 
is two years before enactment of health reform legislation. 
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FY 2010 
Issues of State Interest 

Pediatric Specialty Loan Repayment Program 

• Establishes a pediatric specialty loan repayment program. 

• Eligible recipients must agree to be employed full-time for a period of not less than two years providing 
pediatric medical subspecialty, pediatric surgical specialty, or child and adolescent mental and 
behavioral health care, including substance abuse prevention and treatment services. 

• Services will be provided in an area with a shortage of the specified services but with a sufficient 
pediatric population to support the subspecialty. 

• Payments will be made on behalf of the recipient by the Department of Health and Human Services on 
the principle and interest of undergraduate, graduate, or graduate medical education loans of not more 
than $35,000 per year for each year of service for a period of not more than three years. 

Preference will be given to applicants who are or will be working in a school setting, have familiarity with 
evidence-based methods, and cultural and linguistic competence health care services, and demonstrate a 
financial need. 

• Authorizes the appropriation of $30 million for fiscal years (FY) 2010 through 2014 for applicants in a 
pediatric medical subspecialty, pediatric surgical specialty, and $20 million for FY 2010 through 2013 for 
applicants in child and adolescent mental and behavioral health care, including substance abuse 
prevention and treatment. 

Primary Care Student Loan Funds 
• Amends existing agreement requirements of a federally supported student loan to include an option for 

repayment by a recipient to practice for 10 years, including residency training in primary health care, or 
until the date the loan has been repaid. 

• Establishes a payment penalty interest rate of two percent per year for noncompliance with the original 
agreement. 

• Revises current student loan guidelines pertaining to submission of parental financial information for an 
independent student to determine financial need to allow the determination of need to be at the 
discretion of the applicable school loan officer. 
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o Issue of State Interest 

Sec. 8002 Community Living Assistance Service and Supports 

• Establishes a new, voluntary, self-funded public long-term care insurance program, to be known as the CLASS 
Independence Benefit Plan, for the purchase of community living assistance services and supports by 
individuals with functional limitations. Requires the Secretary to develop an actuarially sound benefit plan that 
ensures solvency for 75 years; allows for a five-year vesting period for eligibility of benefits; creates benefit 
triggers that allow for the determination of functional limitation; and provides cash benefit that is not less than 
an average of $50 per day. No taxpayer funds will be used to pay benefits under this provision. 

• Creates a new national insurance program to help adults who have or develop functional impairments to 
remain independent, employed and stay a part of their communities. 

• Financed through voluntary payroll deductions (with opt-out enrollment similar to Medicare Part B), this 
program will remove barriers to independence and choice (e.g., housing modifications, assistive technologies, 
personal assistance services, transportation) by providing a cash benefit to individuals unable to perform two 
or more functional activities of daily living. 

Defin itions 

• "Active enrollee" means an individual who has enrolled and paid premiums to maintain enrollment. "Activities of 
daily living" include eating, toileting. transferring. bathing, dressing, and incontinence or the cognitive 
equivalent. 

• An "eligible beneficiary" has paid premiums for at least 60 months and for at least 12 consecutive months. (§ 
3203)1. 
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u Issue of State Interest 

Sec. 8002 Community Living Assistance Service and Supports (continued) 

CLASS Independent Benefit Plan 

• Directs the Secretary of Health & Human Services to develop two alternative benefit plans within specified 
limits. 

• The monthly maximum premiums will be set by the Secretary to ensure 75 years of solvency. 

• There is a five year vesting period for benefit eligibility. 

• The benefit triggers when an individual is unable to perform not less than two activities of daily living for at 
least 90 days. 

• The cash benefit will be not less than $50 per day. 

Not later than October 1, 2012, the Secretary will designate a CLASS benefit plan, taking into consideration the 
recommendations of the CLASS Independence Advisory Council. 

Enrollment and Disenrollment 

• The Secretary will establish procedures to allow for voluntary automatic enrollment by employers, as well 
as alternative enrollment processes for self-employed, employees of non-participating employers, spouses 
and others. Individuals may choose to waive enrollment in CLASS in a form and manner to be established 
by the Secretary. 

• Premiums will be deducted from wages or self-employment income according to procedures established by 
the Secretary. 

Benefits 

• Eligible beneficiaries will receive appropriate cash benefits to which they are entitled, advocacy services, 
and advice and assistance counseling. 

• Cash benefits will be paid into a Life Independence Account to purchase non-medical services and 
supports needed to maintain a beneficiary's independence at home or in another residential setting, 
including home modifications, assistive technology, accessible transportation, homemaker services, respite 
care, personal assistance services, home care aides, and added nursing support. 
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Sec. 8002 Community Living Assistance Service and Supports (continued) 

CLASS Independence Fund 

• The CLASS Independence Fund will be located in the Department of the Treasury and the Secretary of the 
Treasury will act as the Managing Trustee. 

• A CLASS Independence Fund Board of Trustees will include the Commissioner of Social Security, the 
Secretary of the Treasury, the Secretary of Labor, the Secretary of Health & Human Services, and two 
members of the public. 

CLASS Independence Advisory Council 

• The CLASS Independence Advisory Council, created under this Title, will include not more than 15 
members, named by the President, a majority of whom will include representatives of individuals who 
participate or are likely to partiCipate in the CLASS program. 

• The Council will advise the Secretary on matters of general policy relating to CLASS 
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FY 2010 

Analyze and conform as necessary state laws regulating the following provisions related to the State 
Medicaid programs: 

Sec. 2001 Maintenance of Medicaid Income Eligibility (MOE) 

General Provisions 

• Requires states to maintain existing income eligibility levels for all Medicaid populations upon enactment. 
The imposition of any changes in eligibility standards, methodologies or procedures that is more restrictive 
than those in place on the date of enactment will result in the loss of federal matching funding. 

• This maintenance of effort for eligibility (MOE) provision will expire when the HHS Secretary determines 
that the state health exchange is fully operational, except as it applies to coverage of: 

1. individuals with income at or below 133 percent of FPL, for which it will continue through December 
31,2013; and 

2. children under age 19 (or higher if provided for in the state plan), for which it will continue through 
September 30, 2019. 

December 1, 2010 State Financial Hardship Exemption 

April 1, 2010 

March 2010 

March 2010 

• Between January 1, 2011 and January 1, 2014, a state is exempt from the maintenance of effort for 
optional nonpregnant, non-disabled adult populations above 133 percent of the federal poverty level if the 
state certifies to the Secretary that the state is currently experiencing a budget deficit or projects to have a 
budget deficit in the following state fiscal year. 

• 
• 

• 

• 

The state may make the necessary certification on or after December 1,2010. 

Mandating coverage of former foster care children through age 26. (See Sec. 2004 for additional 
detail) (effective April 1 , 2010), 

Concurrent care for children who are eligible for Medicaid or CHIP, to receive hospice services without 
forgoing any other service to which the child is entitled under Medicaid. (see sec. 2302 for additional detail) 
(effective upon enactment), 

Optional Coverage for Freestanding Birth Center Services- Makes coverage of services provided by 
free-standing birthing centers a mandatory benefit under Medicaid. (See Sec. 2301 for additional details) 
(effective upon enactment). 
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October 1,2010 • Comprehensive Tobacco Cessation Services - conform state laws as necessary to provide state 

January 1, 2011 

January 1, 2011 

Medicaid coverage for comprehensive tobacco cessation services for pregnant women without cost­
sharing for the services as is mandatory in the. (Effective October 1, 2010) 

Analyze and respond as necessary according to state needs related to the State Medicaid programs: 

State Financial Hardship Exemption 

• Between January 1, 2011 and January 1,2014, a state is exempt from the maintenance of effort for 
optional nonpregnant, non-disabled adult populations above 133 percent of the federal poverty level if the 
state certifies to the Secretary that the state is currently experiencing a budget deficit or projects to have a 
budget deficit in the following state fiscal year. 

Sec. 2006 Special Adjustment to FMAP Determination for Certain States Recovering from a Major 
Disaster 

• Reduces projected decreases in federal Medicaid matching funds as a result of the regular updating 
process, for states that have experienced major disaster. 

• To qualify as a "disaster recovery FMAP adjustment state", a state must have over the past seven fiscal 
years received a Presidential declaration of a major disaster under the provisions of sec. 401 of the Roben 
T. Stafford Disaster Relief and Emergency Assistance Act and every county or Parrish in the state 
statewide was elig ible for both individual and public assistance. 

Effective Date 

• January 1, 2011 . 
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[J January 1, 2011 Sec. 2005 Puerto Rico and the Territories 

• Beginning in January 1, 2011, and for each fiscal year thereafter, all territories' FMAP rate and spending caps 
will be increased. 

• Requires territories in 2014 to provide coverage to childless adults who met income eligibility standards 
consistent with those already established for parents by the territories. 

• Provides that the cost of providing coverage to newly eligible individuals will not count towards the spending 
cap. 

Territories and the Health Insurance Exchanges 

• Each territory will have a one-time option to "opt-in" to state (or territory)-based insurance exchanges in 2014. 

13 
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March 1, 2010 

Sec. 2601-Waiver Authority for Dual-Eligible Demonstrations 

• Clarifies that Medicaid demonstration authority for coordinating care for dual-eligibles is as long as five years. 

Issue of State Interest 

Sec. 2602-lmproved Coordination and Protection for Dual-Eligibles 

Federal Coordinated Health Care Office (CHCO) 

• Establishes the Federal Coordinated Health Care Office (CHCO) within the Centers for Medicare & Medicaid 
Services (CMS) no later than March 1, 2010. 

• The CHCO would report directly to the CMS Administrator. The purpose of the CHCO would be to bring 
together officials of the Medicare and Medicaid programs at CMS to (1) more effectively integrate benefits 
under the Medicare and Medicaid programs, and (2) improve the coordination between the Federal and state 
governments for individuals eligible for benefits under both such programs in order to ensure that such 
individuals get full access to the items and services to which they are entitled. 

• Establishes the specific responsibilities of the CHCO as follows: 

1. Providing states, specialized MA plans for special needs individuals; physicians and other relevant 
entities or individuals with the education and tools necessary for developing programs that align 
benefits under the Medicare and Medicaid programs for dual eligible individuals. 

2. Supporting state efforts to coordinate and align acute care and long-term care services for dual 
eligible individuals with other items and services furnished under the Medicare program. 

3. Providing support for coordination of contracting and oversight by states and the CMS with respect to 
the integration of the Medicare and Medicaid programs in a manner that is supportive of the goals 
described above. 

• Requires the Secretary, as part of the budget, to submit to Congress an annual report containing 
recommendations for legislation that would improve care coordination and benefits for dual eligible 
individuals. 
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April 1, 2010 

April 1,2010 

Determine participation in state optional expansions as follows: 

Optional Eligibility Expansion to Childless Adults 

• Permitting states to extend Medicaid coverage to non-elderly, non-pregnant adults through a state plan 
amendment (SPA) at their current matching rate. 

• States may phase-in coverage based on income. 

• Lower income individuals must be phased-in first. 

• If a state expands eligibility they are required to extend coverage to individuals with lower incomes before 
extending coverage to individuals with higher incomes. 

• Effective April 1, 2010. 

Treatment of Individuals with Incomes above 133 Percent of FPL 

• States may provide Medicaid coverage to individuals with a Modified Adjusted Gross Income (MAGI) above 
133 percent of FPL through traditional Medicaid or in the form of supplemental wrap benefits. Individuals with 
MAGI above 133 percent of FPL who receive only a benefit wrap from Medicaid may be eligible for tax credits 
in the state exchange. 

• States may phase-in coverage based on categorical group, provided that lower income individuals are 
phased-in first. 

• States must ensure that all children of parents who choose state exchange coverage will continue to receive 
the benefits, including early and periodic screening, diagnostic, and testing benefits (EPSDT), that they were 
entitled to receive under Medicaid. The Medicaid cost-sharing rules and the out-of-pocket limit of five percent 
of family income would continue to apply for children. 

• Effective April 1, 2010. 
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J n March 2010 Determine participation in state optional expansions as follows: 

New Optional Eligibility Category 

• State option to add a new categorically-needy eligibility group to Medicaid. 

• The new g roup would be comprised of: 

1. non-pregnant individuals with income up to the highest level applicable to pregnant women covered 
under the Medicaid or CHIP state plan, and 

2. at state option, individuals eligible under the standards and processes of existing section 1115 waivers 
that provide family planning services and supplies. 

Benefits 

• Benefits would be limited to family planning services and supplies and would also include related medical 
diagnosis and treatment services. 

Presumptive Eligibility 

• States may make a presumptive eligibility determination for individuals eligible for these services through the 
new optional eligibility group. This means that states may enroll these individuals for a limited period of time 
before completed Medicaid applications are filed and processed, based on a preliminary determination by 
Medicaid providers of likely Medicaid eligibility. 

• States will not be allowed to provide Medicaid coverage through benchmark plans unless the coverage 
includes family planning services and supplies. 

Effective Date 

Effective upon enactment and applicable to services provided on or after that date. 
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FY 2010 

Pediatric Accountable Care Organization (ACO) Demonstration Program 

• 

• 

• 

• 

• 

Establishes a demonstration project, authorizing participating states to allow pediatric medical providers 
who meet certain criteria to be recognized as accountable care organizations (ACOs) for the purposes of 
receiving incentive payments, in the same manner as an ACO would be recognized and provided with 
incentive payments under Medicare (as provided for in section 3022 of the bill). 

Requires the Secretary, in consultation with states and pediatric providers, to develop performance 
guidelines to ensure that the quality of care delivered to individuals by the ACOs would be at least as high 
as it would have been absent the demonstration project. 

Requires participating states, in consultation with the Secretary, to establish an annual minimum level of 
savings in expenditures for items and services covered under Medicaid and CHIP that would need to be 
achieved by an ACO in order for the ACO to receive an incentive payment. 

Provides that ACOs that meet the performance guidelines established by the Secretary and achieve 
savings greater than the annual minimal savings level established by the state will receive an incentive 
payment for the year equal to a portion (as determined appropriate by the Secretary) of the amount of the 
excess savings. 

Authorizes the Secretary to establish an annual cap on incentive payments for an ACO. 

Authorizes the demonstration from January 1, 2010 throug h December 31, 2016. 

Medicaid Global Payments Demonstration 

• A demonstration project available to 5 states which establishes the Medicaid Global Payment System 
Demonstration Project, which creates an alternative payment methodology for safety net hospital systems. 

• Participating states must adjust their payments made to an eligible safety net hospital system or network 
from a fee for- service payment structure to a global, capitated payment model. 

• Operation during fiscal FY 2010 to FY 2012. 
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April 2010 Money Follows the Person Rebalancing Demonstration 

• Extends the authorization for the Money Follows the Person Rebalancing Demonstration through 
September 30, 2016. 

• Changes the eligibility rules for individuals to participate in the demonstration project by requiring that 
individuals reside in an inpatient facility for not less than 90 consecutive days. 

• Excludes Medicare-covered short-term rehabilitative services from the counting of the gO-day period. 

Effective 30 days after enactment. 
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Removal of Barriers to Providing Home and Community-Based Services (HCBS) 

• Applies specific measures to remove barriers to providing HCSS. 

• These measures include: 

1. state-level oversight and assessment of HCSS resources, 

2. coordination of HCSS across all providers, and 

3. procedures for patients to file complaints. 

• Gives states the option to provide more types of HCSS through a state plan amendment to 
individuals with higher levels of need rather than through a waiver. 

• Permits states to extend full Medicaid benefits to individuals receiving HCSS under a state plan 
amendment. 

• Provides that states will not be required to comply with requirements for state wideness and will 
be able to phase-in services and eligibility as they become available, targeting the services to 
specific populations. 

• Effective on the first day of the first fiscal year quarter that begins after the date of enactment 
of this Act. 

Aging and Disability Resource Centers 

• Allocates $10 million each fiscal year, beginning in FY 2010 - FY 2014 to continue funding 
ADRCs. 
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Budget Item 

Nationwide Program for National and State Background Checks on Direct Patient Access Employees of 
Long-Term Care Facilities and Providers 

• 
• 
• 
• 

• 
• 
• 
• 
• 

• 

• 

conduct screening and criminal history background checks; 

monitor compliance by LTC facilities and providers; 

provide for a provisional period of employment of a direct patient access employee, as specified; 

provide procedures for an independent process by which a provisional employee or an employee may 
request an appeal, or dispute the accuracy of, the information obtained in a background check, as specified; 

provide for the designation of a single State agency with specified responsibilities; 

determine which individuals are direct patient access employees; 

as appropriate, specify disqualifying offenses, including convictions for violent crimes; and 

describe and test methods that reduce duplicative fingerprinting, as specified. 

Requires states to guarantee (directly or through donations from public or private entities) a designated 
amount of nonfederal contributions to the program. The federal government will provide a match equal to 
three times the amount a state guarantees. 

Federal funds will not exceed $3 million for newly participating states and $1.5 million for previously 
participating states. 

Requires the Secretary of the Treasury to transfer to HHS an amount specified by the HHS Secretary as 
necessary (not to exceed $160 million) to carry out the nationwide program for FY 2010 - FY 2012. Amounts 
provided will remain available until expended. 

22 



11\\ 
I f II! State Legislators' Check List for Health Reform Implementation FY 2010 

n 
l_J 

n 
l--.J 

n ,-----J 

[J 

[J c 

o 

D 

o 

January 1, 2011 

January 1, 2011 

January 1, 2011 

January 1,2011 

January 1, 2011 

Requires States to implement fraud, waste, and abuse programs before January 1, 2011 as follows: 

Sec. 10201 Waiver Transparency· Applies to applications for or renewal of experimental projects, pilots or 
demonstration projects under Section 1115 of the Social Security Act. 

Sec. 6401 Provider screening and other enrollment requirements under Medicare, Medicaid, and CHIP· 
establishing procedures for screening providers and suppliers participating in Medicare, Medicaid, and CHIP. 

Sec. 6402 Enhanced Medicare and Medicaid program integrity provisions; 

• Overpayments· Requires that overpayments be reported and returned within 60 days from the date the 
overpayment was identified or by the date a corresponding cost report was due, whichever is later 

• National Provider Identifier· Requires the Secretary to issue a regulation mandating that all Medicare, 
Medicaid, and CHIP providers include their NPI on enrollment applications. 

• Medicaid Management Information System - Authorizes the Secretary to withhold the Federal matching 
payment to States for medical assistance expenditures when the State does not report enrollee encounter 
data in a timely manner to the State's Medicaid Management Information System (MMIS). 

Sec. 6411 Expansion of the Recovery Audit Contractor (RAC) program· Requires States to establish 
contracts with one or more Recovery Audit Contractors (RACs). These state RAC contracts would be 
established to identify underpayments and overpayments and to recoup overpayments made for services 
provided under state Medicaid plans as well as state plan waivers. 

Sec. 6501 Termination of provider participation under Medicaid if terminated under Medicare or other 
State plan· Requires States to terminate individuals or entities from their Medicaid programs if the individuals 
or entities were terminated from Medicare or another state's Medicaid program. 

Sec. 6502 Medicaid exclusion from participation relating to certain ownership, control, and management 
affiliations Requires Medicaid agencies to exclude individuals or entities from participating in Medicaid for a 
specified period of time if the entity or individual owns, controls, or manages an entity that: (1) has failed to 
repay overpayments during the period as determined by the Secretary; (2) is suspended, excluded, or 
terminated from participation in any Medicaid program; or (3) is affiliated with an individual or entity that has 
been suspended, excluded, or terminated from Medicaid participation. 
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Requires States to implement fraud, waste, and abuse programs before January 1,2011 as follows: 
(continued) 

Sec. 6504 Requirement to report expanded set of data elements under MMIS to detect fraud .. Requires 
states and Medicaid managed care entities to submit data elements from MMIS as determined necessary by the 
Secretary for program integrity. program oversight, and administration. 

Sec. 6505 Prohibition on payments to institutions or entities located outside of the United States -
Prohibits states from making any payments for items or services provided under a Medicaid state plan or waiver 
to any financial institution or entity located outside of the United States. 

Sec. 6506 Overpayments .. Extends the period for states to repay overpayments to one year when a final 
determination of the amount of the overpayment has not been determined due to an ongoing judicial or 
administrative process. When overpayments due to fraud are pending, state repayments of the Federal portion 
would not be due until 30 days after the date of the final judgment. 

24 



I 
IIIII State Legislators' Check List for Health Reform Implementation FY 2010 

[] [J Sec. 6507 Mandatory State use of National Correct Coding Initiative (NCCI) -

• Requires states to use the National Correct Coding Initiative (NCCI) in Medicaid. 

• Amends the Medicaid statute to require states to have an MMIS that, effective for claims filed on or after 
October 1,2010, incorporates compatible elements of the NCGI (or any successor initiative) and other 
elements of that Initiative (or such other national correct coding methodologies) as the Secretary identifies 
in accordance with specified requirements. 

• Provides that not later than September 1, 2010, the Secretary will be required to: 

1. identify those methodologies of the NCCI (or any successor initiative to promote correct coding and to 
control improper coding leading to inappropriate payment) which are compatible to claims filed under 
Medicaid; 

2. identify those methodologies of such Initiative (or such other national correct coding methodologies) 
that should be incorporated into claims filed under Medicaid with respect to items and services for 
which no national correct coding methodologies have been established under such Initiative with 
respect to Medicare; 

3. notify states of the elements identified (and of any other national correct coding methodologies 
identified) and how states are to incorporate such elements (and methodologies) into claims filed under 
Medicaid; and 

4. submit a report to Congress that includes the notice to states and an analysis supporting the 
identification of the elements (or methodologies). 

Rule for changes requiring State legislation 

If the Secretary determines that state legislation is required in order for a Medicaid state plan to meet the 
additional requirements imposed by the provision, the state plan will not be regarded as failing to comply 
before the first day of the first calendar quarter beginning after the close of the first regular session of the state 
legislature that begins after the date of enactment. In the case of a state that has a 2-year legislative session, 
each year of the session would be considered a separate regular session of the state legislature. 
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Medicaid Pharmacy Reimbursement (AMP Fix) 

• Changes the Federal upper payment limit (FUL) to no less than 175 percent of the weighted average 
(determined on the basis of utilization) of the most recent AMPs for pharmaceutically and therapeutically 
equivalent multiple source drugs available nationally through commercial pharmacies. 

• Effective on the first day of the first calendar year quarter that begins at least 180 days after the date of 
enactment of this Act, without regard to whether or not final regulations to carry out such amendments have 
been promu Igated by such date. 

Sec. 2501-lncrease Minimum Rebate Percentage for Single Source Drugs 

• Increases the minimum manufacturer rebate for brand-name drugs purchased by state Medicaid programs 
from 15.1 % of average manufacturer price to 23.1 010 of average manufacturer price 

Increase Minimum Rebate Percentage for Clotting Factors and Drugs Approved by the FDA for Pediatric 
Use Only 

• Increases the minimum manufacturer rebate for brand-name drugs purchased by state Medicaid programs 
from 15.1 % of average manufacturer price to 17.1 % of average manufacturer price 

Limit on Total Rebate Liability 

• Limits total rebate liability on an individual single source or innovator multiple source drug to 100 percent of 
AMP for that drug product. Other features of the drug rebate program, such as the Medicaid's best price 
provision, would remain unchanged. 

Sec. 2501-lncrease Minimum Rebate Percentage for Generic Drugs 

• Increases the minimum manufacturer rebate for non innovator, multiple source drugs to 13% of average 
manufacturer price (AMP). 

• Requires the Comptroller General to review state laws that have a negative impact on generic drug utilization 
in federal programs due to restrictions such as but not limited to limits on pharmacists' ability substitute a 
generic drug or carve-outs of certain classes of drugs from generic substitution . 
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Sec. 2501-lncrease Minimum Rebate Percentage for Generic Drugs (continued) 

Limit on Total Rebate Liability 

• Limits total rebate liability on an individual single source or innovator multiple source drug to 100 percent 
of AMP for that drug product. Other features of the drug rebate program, such as the Medicaid's best price 
provision, would remain unchanged. 

Application of Rebates to New Formulations of Existing Drugs 
For purposes of applying the additional rebate, the bill narrows the definition of a new formulation of a drug to 
a line extension (i.e., extended release formulations) of a single source or innovator multiple source drug that 
is an oral solid dosage form of the drug. 

Sec. 2503 Medicaid Pharmacy Reimbursement (AMP Fix) 

• Changes the Federal upper payment limit (FUL) to no less than 175 percent of the weighted average 
(determined on the basis of utilization) of the most recent AMPs for pharmaceutically and therapeutically 
equivalent multiple source drugs available nationally through commercial pharmacies. 

• Clarifies what transactions, discounts, and other price adjustments were included in the definition of AMP. 

• Clarifies that retail survey prices do not include mail order and long term care pharmacies. 

• Expands the disclosure requirement to include monthly weighted average AMPs and retail survey prices. 
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o Sec. 2701 Quality Measures for Maternity and Adult Health Services under Medicaid and CHIP 

• Similar to the quality provisions enacted in CHIPRA, directs the HHS Secretary, in consultation with the 
states, to develop an initial set of health care quality measures specific to adults who are eligible for Medicaid. 

• Establishes the Medicaid Quality Measurement Program which will expand upon existing quality measures, 
identify gaps in current quality measurement, establish priorities for the development and advancement of 
quality measures and consult with relevant stakeholders. 

• Requires the Secretary, along with states, to regularly report to Cong ress the prog ress made in identifying 
quality measures and implementing them in each state's Medicaid program. 

• States would receive grant funding to support the development and reporting of quality measures. 
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D D [J FY 2010 Sec. 3106 Extension for Certain Payment Rules for Long-term Care Hospital Services (L TCHs) and of 
Moratorium on the Establishment of Certain Hospitals and Facilities 

• Extends the moratorium on the application of payment policies for certain L TCHs which began in 2007 . 
This moratorium will permit L TCH facilities to receive full payment for patients admitted to their facilities 
until December 29,2012 that are over a threshold set by CMS. 

r-- i n January 1, 2011 Conform state standards of practice for physician assistants to include the following: 
L 

Sec. 3108 Permitting Physician Assistants to Order Post .. Hospital Extended Care Services 

On or after January 1, 2011, physician assistance will be permitted to certify the need for post hospital 
extended care services for Medicare payment. 

The following provisions may impact the coverage provided to dual eligibles 

[J l_j March 2010 Sec. 3110 Part B Special Enrollment Period for Disabled TRICARE Beneficiaries 

Creates a special twelve-month special enrollment period (SPE) for military retirees, their spouses (including 
widows/widowers) and dependent children, who are eligible for TRICARE and entitled to Medicare Part 
Abased on disability or ESRD, but who have been declined Part B. The twelve-month SPE would be available 
once in their lifetime and begin on the day after the last day of the initial enrollment period and may choose 
Part B coverage retroactively to the first month of the enrollment period. 

Effective on enactment. 

[J [ March 2010 Sec. 3111 Payment for Bone Density 
Medicare will pay for a bone density study (OXA) 70 percent of the 2006 reimbursement rates once every two 
years, or more frequently if the procedure is determined to be medically necessary during. 

[J D March 2010 Sec. 3114 Improved Access for Certified Nurse-Midwife Services 
Amends the Social Security Act by adding that services provided on or after January 1, 2011, the fee schedule 
for certified nurse-midwife services would not be allowed to exceed 100 percent of the amount provided for the 
same service performed by a physician. This amount is an increase from the 80 percent previously covered. 
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o FY 2010 New Medicare Category 

Sec. 10323 Medicare Coverage Pilot Program for Individuals Exposed to Environmental Health 
Hazards 

• Adds to the existing list of individuals eligible for coverage under Medicare individuals exposed to 
environmental health hazards. 

• An individual with one or more specified lung diseases or type of cancer who lived for six months 
during a specified period prior to diagnosis in an area subject to a public health emergency 
declaration by the Environmental Protection Agency (EPA) as of June 17, 2009, would be deemed 
entitled to benefits under Part A and eligible to enroll in Part B. 

• Also authorizes the secretary to deem any other individual diagnosed with an illness caused by an 
environmental hazard to which an EPA emergency declaration has occurred to be held under the 
same criteria as eligible. 

• Defines an infected individual as follows: 

1. Being diagnosed with one or more of the following diagnosis: 

• Asbestosis, pleural thickening, or pleural plaques, 

• Mesothelioma, or malignancies of the lung, colon, rectum, larynx, stomach, 
esophagus, pharynx, or ovary, or as specified by the Secretary concerning a 
diagnosis caused by the exposure. 

2. Has been present for an aggregate total of six months in the geographic area subject to an 
emergency declaration during a period not less than 10 years prior to the diagnosis, and prior 
to removal actions. 

3. Has filed an application for benefits, and 

4. Is determined to meet the criteria. 

• Grants authority for determinations of eligibility to the Commissioner of Social Security, in consultation 
with the Secretary of Health and Human Services. 
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o [J Sec. 3139 Payment for Biosimilar Biological Products 

• Permits a Part 8 biosimilar product approved by the Food and Drug Administration to be reimbursed at the 
average sales price (ASP) of the reference drug. 
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[J FY 2010 

January 1, 2011 

o FY 2010 

Sec. 3205 Extension for Specialized Medicare Advantage Plans for Special Needs Individuals 

• Extends special needs plans (SNPs) authority created in the Medicare Prescription Drug, 
Improvement, and Modernization Act of 2003 through December 31,2013. 

• Directs the secretary to establish a frailty payment adjustment, similar to PACE 1
, for fully-integrated 

dual-eligible SNPs. 

• Authorizes the secretary to adjust payments to dual-eligible SNP when those plans had fully integrates 
Medicare and Medicaid benefits, including long-term care, and met other criteria. 

• Temporarily extends authority through the end of 2012 for SM Ps that do not contract with state 
Medicaid programs to continue to operate, but not to expand their area of operation. 

• Provides for a transition process for SNP beneficiaries that do not qualify as special needs individuals, 
to fee-for-service Medicare and other Medicare Advantage plans. 

• Provides an exception process for beneficiaries who lose Medicaid coverage to reapply for benefits. 

Sec. 3314 Including Costs Incurred By AIDS Drug Assistance Programs and Indian Health Service 
In Providing Prescription Drugs Toward The Annual Out of Pocket Threshold Under Part D 

• Allows costs paid by the Indian Health Service or under an AIDS Drug Assistance Program to count 
toward the out-of-pocket threshold for costs incurred on or after January 1, 2011. 

Implications for Medicare Assistance Programs 

Sec.3315 Immediate Reduction in Coverage Gap in 2010 

• Increases the 2010 standard initial coverage limit from $2,830 to $3,330, decreasing the period of time 
a Part D beneficiary would need to be in the coverage gap. 

l Program of All Inclusive Care for the Elderly (PACE) is a capitated benefit authorized by the Balanced Budget Act of 1997 {BBA} that features a comprehensive service delivery system and integrated Medicare 

md Medicaid financing. The program is modeled on the system of acute and long term care services developed by On Lok Senior Health Services in San Francisco, California. The model was tested through CMS 

'then HCFA) demonstration projects that began in the mid-1980s. The PACE model was developed to address the needs of long-term care clients, providers, and payers. 

32 



, ~ III I State Legislators' Check List for Health Reform Implementation FY 2010 

o D c January 1,2011 

Title IV-Prevention of Chronic Disease and Improving Public Health 

Subtitle B-Increasing Access to Clinical Prevention Services 

Conform state Medicaid program payment policies to accommodate for benefit changes in the Medicare 
program for dual eligibles. 

Sec.4103 as modified by 10402(b). Medicare Coverage of Annual Wellness Visit Providing a Personalized 
Prevention Plan 

• Amends the Social Security Act to require that Medicare Part B cover, without costs sharing, personalized 
prevention plan services including a comprehensive health risk assessment beginning on January 1, 2011 . 
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LI o 

PREVENTIVE SERVICES 

Conform state insurance laws to reflect the following; 

Sec. 1001 Regard ing Coverage of Preventive Services 

• Requires the group and individual health market to cover the following preventive services without cost-sharing 
requirements: 

1. Items or services with a grade of A or B as recommended by the U.S. Preventive Services Task Force 
(UCPSTF), 

2. Immunizations recommended by the Advisory Committee on Immunization Practices (ACIP), 

3. For infants, children and adolescents, preventive care and screenings provided for in comprehensive 
guidelines supported by HRSA, 

4. For women, such additional preventive care and screenings not described by the USPSTF as 
provided in comprehensive guidelines supported by HRSA. 
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[J n 
; ..•.. .. .J 

September 2010 

Provide budget support sufficient to conduct the following required assessment: 

Sec. 2951 Maternal, Infant, and Early Childhood Home Visiting Programs 

• Requires each state to conduct an assessment of needs within six months of enactment and separate 
from the needs assessment conducted as a condition for receipt of maternal child block grant funding that 
identifies: 

1. Communities with a concentration of 

a. premature birth; 

b. low birth weight infants; 

c. at-risk for infant death due to neglect, or prenatal, maternal, newborn or child health; 

d. poverty; crime; domestic violence; 

e. high rates of high-school drop-outs; 

f. substance abuse; unemployment, or 

g. child maltreatment, 

2. The quality and capacity of existing programs or initiatives for early childhood home visitation in the 
state including 

a. the number and types of individuals and family who receive services under the programs; 

b. the gaps in early childhood home visitation in the state, and 

c. the extent to which the initiatives are meeting the needs of eligible families in the state. 

3. The state's capacity for providing substance abuse treatment and counseling services to individuals 
and families in need of treatment or services. 

• Directs each state to coordinate with other assessments includ ing the assessment for the Maternal Child 
Block grant, the communitywide strategic planning and needs assessment for the Head Start Act, and 
inventory of current unmet needs. 

• Directs each state to submit with the assessment a description of how the state intends to address the 
needs identified, which may include an application for a grant to conduct an early childhood home 
visitation program. 
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Background 

In March, President Obama signed into law the Patient 

Protection and Affordable Care Act (PPACA) and the Health 

Care and Education Reconciliation Act {HCERAL which 

made modifications to the PPACA. Together, this historic 

legislation constitutes the largest change to America's health 

care system since the creation of Medicare and Medicaid. 

To help hospitals understand the numerous provisions, programs, pilots and 

deadlines associated with implementing the health care reform legislation, the 

AHA developed this detailed timeline exclusively for our members. It graphically 

depicts key milestones in three-month increments from 2010 until 2020 and 

organizes the legislation into the following sections. 

Consumers and Purchasers: The new law expands coverage to 32 million 

people through a combination of public program and private-sector health 

insurance expansions. Key insurance reforms include a mandate for individuals 

to have insurance; employer responsibility to provide or contribute to health 

insurance; low-income subsidies to help individuals purchase insurance; an 

expansion of Medicaid eligibility; and the creation of state-based health 

insurance "exchanges." 

Payment and Revenue: The law takes a number of steps to reduce the rate 

of increase in Medicare and Medicaid spending through reduced payment 

updates, decreases in disproportionate share hospital payments, and financial 

penalties. The new law is financed by taxing high-premium health insurance 

plans, raising the Medicare tax for high-income individuals and imposing 

annual fees on the pharmaceutical, medical device, clinical laboratory and 

health insurance industries. 
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Delivery System Reform and Quality: The law adopts several key 

delivery system reforms to better align provider incentives to improve care 

coordination and quality and reduce costs. These reforms include value-based 

purchasing; pilot projects to test bundled Medicare payments; voluntary pilot 

programs where qualifying providers - including hospitals - can form Account­

able Care Organizations and share in Medicare cost savings; and financial 

penalties for hospitals with "excessive" readmissions. 

Wellness and Workforce: The law provides grants and loans to enhance 

workforce education and training, to support and strengthen the existing 

workforce, and to help ease health care workforce shortages. It requires public 

and private insurers to cover recommended preventive services, immunizations 

and other screenings with zero enrollee cost sharing. It also initiates policies to 

encourage wellness in schools, workplaces and communities, and takes steps 

to modernize the public health care system. 

Other: The law includes provisions to reduce waste, fraud and abuse in the 

Medicare and Medicaid programs and new reporting requirements are im­

posed on tax-exempt hospitals. In addition, the law also incorporates several 

oversight programs including new requirements for physician-owned hospitals. 

HEALTH CARE REFORM MOVING FORWARD 
This timeline provides only a brief description and not every provision is depicted. 

(We recommend printing the timeline in color.) For a detailed summary of the 

health care reform legislation, refer to the AHA's April 19 Legislative Advisory. 
It is available at www.aha.org under "Health Care Reform Moving Forward." 

This section of our website features numerous resources and tools to help hospital 

leaders understand health care reform and inform their board, employees and 

community about the implications for the hospital. 



Assumptions/Notes 

• When changes are permanent, they are listed only once in the timeline, followed by "thereaher./I 
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• Some provisions did not include a specific date within a year. If only a year was listed, it was included in 1 st Quarter of the listed year. 

• Few provisions did not include any reference to a due date. Those provisions are listed in Appendix A . 

• A number of provisions extended previous legislative due dates . The assumed start date for those extensions is the date of enactment . 

Only the expiration date will be reflected in the timeline . 

• If a provision began prior to the date of enactment or was a retrospective adjustment, it was included in 2010: 1 st Quarter. 

• Many items in the timeline have the PPACA and HCERA section numbers listed in parentheses. We encourage you to use these section numbers 

as a crosswalk to the April 19 AHA Legistlotive Advisory and the PPACA and HCERA. Assume the section number refers to the PPACA unless 

noted as HCERA. 

<.I) ACO: A((ountable Care Organization FICA: Federal Insurance Contribution Act IME: Indirect Medical Education OPM: Office of Personnel Management 
E AGI: Adjusted Gross Income FMAP: Federal Medical Assistance Percentage IPAB: Independent Payment Advisory Boord OPPS: Outpatient Prospective Payment System 
>-- ASC: Ambulatory Surgical Center FPL: Federal Poverty Level IPF: Inpatient Psychiatric Hospital PFS: Physician Fee Schedule {Medicare} 
C CAH: Critical Access Hospital FQHC: Federally Qualified Health Center IPPS: Inpatient Prospective Payment System PI: Program Integrity 0 
L- CDC: Centers for Disease Control & Prevention FTE: Full-Time Employee IRC: Insurance Research Council PPACA: Patient Protection and Affordable Care Act 
U CHIP: Children's Health Insurance Program FY: Fiscal Year IRF: Inpatient Rehabilitation Facility PQRI: Physician Quality Reporting Initiative 

<C CLASS: Community Living Assistance Services GAO: Government Accountability Office LTCH: Long-Term Care Hospital PSO: Patient Safety Organization 
and Supports Act GME: Graduate Medical Education MA: Medicare Advantage PSTF: Prevention Services Task Force 

CMI: Center for Medicare & Medicaid Innovation HAC: Hospital-Acquired Condition MAC: Medicare Administrative Contractor RAC: Recovery Audit Contractor 
CMP: Civil Monetary Penalty HCERA: Health Care and Education Reconciliation MACPAC: Medicaid and CHIP Payment Access Commission ROI: Return on Investment 
CMS: Centers for Medicare & Medicaid Services Act of 2010 MB: Market Basket RRC: Rural Referral Center 
CPI: Consumer Price Index HCFAC: Health Core Fraud and Abuse Control MEDPAC: Medicare Payment Advisory Commission RTC: Report to Congress 
CY: Calendar Year HHA: Home Health Agency MIP: Medicare Program Integrity RY: Rate Year 
DGME: Direct Graduate Medical Education HHS: Health and Human Services MMSEA: Medicare, Medicaid, and S-CHIP Extension SCH: Sole Community Hospital 
DME: Durable Medical Equipment HIPAA: Health Insurance Portability and A((ountability Act Act of 2007 SECA: Self-Employment Contribution Act 
DOL: Department of Labor HIT: Health Information Technology MUA: Medically Underserved Area SNF: Skilled Nursing Facility 
DRG: Diagnosis-Related Group HPSA: Health Professional Shortage Area NAIC: NQtional Association of Insurance Commissioners VBP: Value-Based Purchasing 
DSH: Disproportionate Share Hospital HRSA: Health Resources and Services Administration NF: Nursing Facil~y USPSTF: U. S. Preventive Services Task Force 
EFT: Electronic Funds Transfer HVBP: Hospital Value-Based Purchasing HPI: Notional Provider Idenlifier 



This timeline is of selected provisions from the new health core reform law. Greater detail is provided in the AHA Legislative Advisory 
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Nonprofit hospitals are required to conduct a community needs 
assessment; adopt financial assistance policy; limit charges to charity 
care patients to the amount billed to insured patients (l0903) 

Publication of certain information on Nursing Home Compare (6103) I States required to maintain CHIP through Sept 30, 2019 (2101) 
_ .::::J::.==.=-__ _ 

Requires hospitals to publicize an annual updated list of their !; Establish medical reimbursement data centers to collect, and publish 
standard charges, including DRGs beginning in plan years aher . publicly, reimbursement data from health insurers (l 01 01) 
March 23, 2010 (1001) 

,.-__ _ _ 0_ ••• • - --.,--'. 

Extends (from Oct 1, 2009 through Sept 30, 2010) 
Section 508 Medicare hospital payment protections 

, 
\ 

Creates IPAS (3403) : 
'-... -_ ..... -_. "---------_.-

,_._---.. _-- - _ . ,~---.-.-.---...... -._-------.-- ---.--- --- ---

Extends the gainsharing demonstration's completion date (3027) Establishes a nationwide program for national and state 
background checks on direct care providers in long-term care 

i facilities (6701-6703) 
I 
I 

Establishes the patient-centered outcomes research institute to set 
a notional research agenda and conduct comparative clinical 
effectiveness research (6301,10602) 

---,_ ._---_. - . . -~~ .... ---. - .-~ -----.--~-, .... --
I Creates 3~year'~;onstration progr~;for up to'15 ~~/rur~­
I, h_ospices -_._-------_.,- -/' 

__ --------....:........... ,~"".~; . ...!. _ C2.. __ .:.: .• I\;,.J.- '.", 

Establishes grants for 
teaching health center 
GME programs (5508) 

Directs negotiated rulemak­
ing, with stakeholders, to 
establish a methodology and 
criteria for designating med­
ically underserved popula­
tions and HPSAs (5602) 

Establishes an Office for 
Women's Health in the 
Office of the HHS Secretary 
and several HHS agencies 

Provides grants and 
contracts to support and 

"I develop a primary care 
training program 

',', Requires better coordination Establishes grants, through ~,> Retroactively establishes 
between the USPSTF and FY 2014, to support )':~ (Oct 1, 2009) grant 

.. (5201-5202) 
Extends the National Healtll 
Service Corps Scholarship tl'[ Establishes a Prevention and <, 

and Loan Repayment . , . Public Health Investment 
Program for 2011-2015 ;'1 Fund to improve health and 
(5207, 10503) restrain cost growth (4002) 

Community PSTF (4003) IIschool-based health , programs (FY 2010-2014) 
,t)~~~:::::t::~=;:! .• ((j' lJ· centers" (4101) '", . through (DC to community-

Implements a nationarpublic~ "'t~</i.;.-~ :"'''fr~'' "r'; .: "':lj;;:Ai~." ,~/ based. or~anizations to reduce 
private partnership ;'t'i.,():"~·t~'. :ryg~~;:~;.t,:~,.,, chromc disease, address 
for a prevention and health '.\~ .' .r', . :.;"'~~~~-:", .. ,t(~:f,.i":".c.~':J' -! health disparities, and pro-
Promotion outreach and . .;.:~r:.'-.:,~,. /r.:~~.·.,f~t.~.;~,":;~ri~.",:.:~,.. mote evidence-based com-

~ , .. ~, ~<· ·~ '· - ... :~~t.-f~-\...~;~ ' " ~~~"""~~~I" 

education campaign (4004) (!!,",r~ig~iii*Jl;~~~~;t;1.:;.'t~~1:f1: munity preventive health 
, , activities; not less than 20% 

of grants must be awarded 
to rural and frontier areas 

Retroactively establishes 
(Oct 1, 2009) community­
based prevention programs 
for Medicare beneficiaries 
and others (4202) 

Allows for redistribution of 
residency positions from a 
hosptlal closed on or aher 
March 23, 2008 (5506) 

Prohibits physician-owned hospi- J (MAC authority to perform addi- J r Authority to suspend Medicare Requires Medicare and Medicaid Requires SNFs and NFs to r Esloblishes Heolth Reform Imple-
tals from converting to ASCs tional PI reviews (1302 of HCERA) and Medicaid payments to a administrative contractors to implement compliance and mentation Fund within HHS to 

provider/supplier pending an submit performance statistics on ethics programs implement the PPACA legislation 
Exponds of exisling PI progroms,] Requires any person with knowl- investigation of fraud fraud referrals, overpayments, with a $1 billion appropriation 
data sources, and data sharing edge of an overpayment to return it and ROI Establishes additional require- (l005) 
across Federal agencies (6402) Provides $10 million each year, for ments for Section 501 (c)(3) 

Violation of claims processing 10 years, to the HCFAC program Requires that all Medicare claims ehoriloble hospilol orgoni10- Il Modifieolion 10 SNf eosl reporting 
Authority to impose administra- statutes constitutes false or be submitted wtlhin 1 year aher tions (pertains to conducting (staff wages and benefits) by 
tive penalties if a beneficiary fraudulent claims; amends CMP Authorizes annual CPI adjustment the date of service (previously community needs assessments stoff type 
knowingly participates in a and anti-kickback statutes (6403) to HCFAC and MIP funding allowed 3 years), beginning with in 2012) 
Federal health care offense services rendered ahar Jan 1, 

2010 (6404) 

a 



Retroactively provides small 
business tax credit of up to 35% 
of premiums for the purchase 
of coverage for employees 
(1421,10105) (Jan 1) 

Requires drug manufacturers to 
pay rebates for beneficiaries in 
managed care plans (2501-
2503) (Jan 1) 

Extends Medicaid drug rebate 
program to drugs dispensed 
through managed care plans 
(2501) (Jan 1) 

Provides S250 rebate for 
Medicare Port D beneficiaries 
who have reached prescription 
drug "donut hole" (3301) 
(Jan 1) 

Retroactively requires MB - ! • Retroactively extends MMSEA 
0.25% for OPPS (Jan 1) , LTCH provisions and therapy 
- - ~ - - -.-... - - ... ,) caps through Dec 31, 2012 

Retroactively extends 340B ex- ':" (Jan 1) 
pansion to children's hospitals, '. --=--=---=-_==~~..:..=.=.-. -
free standing cancer hospitals, Extends and revises the 
CAHs, RRCs and SCHs that meet , Medicare Rural Hospital 
certain outpatient criteria; : Flexibility Program through 
orphon drugs excluded (Jan 1) , , FY 2012 (3129) (Jan 1) 

Retroactively establishes the 
Federal Coordinated Health 
Core Office within CMS to 
coordinate coverage and 
payment for dually eligible . 
beneficiaries (2602) (March 1) 

/Authori~; S11 m'illi;-f;MAC>\ 
PAC (2802) (Jan 1) , 

/fetroactively increases PFS 
payment rote for psychiatric 
services by 5% for 1 year; 
through Dec 31,2010 (3107) 
(Jan 1) 

. -===-~=~~ .. =---... ---'- j , Retroactively modifies how 
Retroactively extends payment " I Retroactively extends Rural I power wheel choirs are 
for the technical component for J ~ Community Hospital Demonstra- \ reimbursed (3109) (Jan 1) 
certain lob services; through I, tion Program; through Dec 31, ~ _____ _ 

'. Dec 31,2010 (Jan 1) ) i 2014 (Jan 1) ) ( Requires a medicalloss ratio ~ 
. - -- .~:---=:-- --- -. =========-=--=--=:: ; of 85% or higher in orderfor 

Reinstates Medicare Dependent : Extends the 1.0 floor for the "'; non-profit Blue Cross Blue Shield 
Hospital Program through I geographic index for physician I ! organizations to toke advantage 
Sept 30, 2012 (Jan 1) ~ work through 2010 (Jan 1) .J i of their special tax benefits 

Retroactively establishes the Medicaid global payment 
demonstration in 5 states (2705) (Oct 1) 

Retroactively authorizes modification of 
certain preventive services covered by Medicare; 
prohibits payment for preventive services that 
have been graded A, B, C, or I by the USPSTF 
(4105) (Jan l) 

{ --- - '\ 
i No provision to be implemented i 
~ _________ .-.J 

; (9016) (Jan 1) 
\ .- - - - - ----_..../ 

Allows state Medicaid option to cover parents and childless adults up to 
133% FPL and receive current low FMAP (2001) (April 1 ) 

Establishes temporary notional high risk pools for adults with pre­
existing conditions and who have been uninsured for 6 months through 
Jon 1, 2014 (1101) (June 21) 

Establishes a temporary notional reinsurance pool for early retirees 
(55-64) and theirfamilies through Jon 1, 2014 (1102) (June 21) 

,.,..--------- - - .--~-.-.. - .-- ---- . 

( MB - 0.25% for IPPS hospitals, IRFs, and LTCHs (April 1) 
\ .• -..... __ ._ --- -_ .. . _- -. - ._ .. .. .. .. . 

Reinstates 3% odd-on payment for rural home health 
providers through 2015 (3131, 10315) 

-------.-~ .-- .- - --- _._-- - -------

Medication management in the treatment of chronic 
diseases program begins (3503) (May 1) 

~-----.--- .. -~ - -- ------

Publication on HHS website of a list of all authorities 
provided under PPACA (April 23) 
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. No provision to be implemented 

Deadline for congressional 
committees of jurisdiction 
to report legislation with 
targeted level of savings 
(3403) (April 1) 

. No provision to be implemented ~ 

No provision to be implemented I . 

No provision to be implemented 

Establishes the Community First Choice Medicaid Benefit ::-"-"""\ 
option for community·based services provided to Medicaid .. 
beneficiaries with disabilities (2401) 

,,~---.---- -----.-----
: MB - 0.25% for IPF (July 1) 
"-- - -----_._---- --
(" Demonstration proje.ct altering payment for laboratory servilj 
I, rendered in on inpatient seffing begins (3113) (July 1) 
, ~,-------------- ------

~ 

i Requires a 10% tax paid by individuals for indoor tanning 
l, services (10907) (July 1) 

...... 

.---.---- ------·----- -1 
Regulations prohibiting federal Medicaid payment 

:\. for hea_I_~~ _car:~Q(,~~~~ con~~~~ d~~uIY _~~ ___ j 

- E~tablish~--~~d~-~nounces performance standards for HVRP) 
~300l) (~ug ~ _ __ ____________ . _ ________ ) 

/G~i~sharing demonstration extension ends (3027) (Sept 30») 
__ _ __ _ , . _. _4' ___ • ___ _ _ ___ _ _ -------" 

Secretary shall adopt operating rules for electronic eligibility 
determinations for health plans and heahh claim status 
transactions (10109) (July 1) 

Establishes physician ownership policies for Stork compliance 
audits (6001) (Sept 23) 

Establishes new state option with enhanced FMAP for 
Community First Choice Medicaid Benefit to provide home 
and community-based services to Medicaid beneficiaries 
(2401) (Od 1) 

.~ " ~ '- '-'----... 

MB - (0.1 % + productivity) for IPPS, lTCH and IRF (Oct 1) ,) 
___ _ ...... ____ . 4 ..... _ _ _ • _____ • _ __ ___ _ _ ~ ______ " 

(MB=~~-for SNF (Oct 1) -----~) 

( Expands tempora;y Medicare paym;~~~~~~;~ ) 
\ certain low-volume hospitals through 2012 (Oct 1) J 

'- ------------~---_../ /'-- --------- ------ - _ .. _ ---- ., 
( MB - (0.3% + productivity) for hospice -
'''-..---.. _ -_--.- . --_ ... -

I Delays for 1 year the implementation of certain "RUGs­
IV" Medicare payment changes 

CMS plan for Medicare wage index reform plan due (3137, . 
3141,10317) (Dec 31) 

~-----.----.- .. ----_. -., -

I Publication of Medicare quality measures; annually 
thereaher (3011 - 3015) (Dec 1) 

~ ._---_ .-. 
\. Initial performance period begins for HVBP (3001) (Od 1) 

Provides grants (FY 2011·2015) for training GME residents 
in preventive medicine specialties (10501) (Oct 1) 

No provision to be implemented 

II 



Freezes income thresholds at 2010 levels for 
income-related Part B premium through Dec 31, 
2019 (3402) (Jan 1) 

.... 

Requires employers to disclose the cost of employer­
sponsored health insurance coverage on employee's 
annual W· 2 form for taxable year aher Dec 31, 
2010(9004) (Jan 1) 

Creation of a voluntary long-term care insurance 
program for adults (CLASS), financed by payroll 
deductions (8002) (Jan 1) 

". -;" Federal grant money available to states to establish 
or expand health insurance consumer assistance 
and ombudsman programs (1001) (March 23) 

Requires insurance company annual reporting on Federal assistance must be available to states to 
the share of premium dollars spent on medical core start health insurance exchanges; funds available 
and where appropriate, includes medical loss ratio \ through Jan 1, 2015 (1311) (March 23) 
requirements as determinants by minimum medico I "'-.---.---
loss ratios (1003, 101 Ol) (Jan 1) 

Requires HHS Secretory to establish a basic health 
program for individuals below 200% FPL and not 
eligible for state Medicaid programs (1331 ) 

Deadline for proposed regulation on nutritional 
labeling of menu items at chain restaurants (4205) 
(March 23) 

,.,--_._-- --- '" -.------.----~.--.-.--.--- ."" ~----..... - .. ~----'---.--.------.'< -

I, MB· 0.25% for OPPS (.Jan 1) . ) ( Annuol fee for bronded prescription I .• Special FMAP adjustment for states 1!1 Study on whether costs incurred under 1 ( MA payments frozen at 2010 level 
~~ __ -==-_-===::.==----=--=; l" pharmaceuticals begins (Jan 1) ) t reco~ering fr~m major disasters (LA I ~PPS by cancer hospit~ls exceed costs i \, (Jan 1) 
; MB· productivity for ASCs, Certain \1 ;=====-----=-=---====-_====: '~urncane relief} (2006) (Jan 1) ).1 mcurred by other hospitals (3138) ! ,;=~--' - ----"-' --::==---===-..:: 
" DME, Ambulance (Jan 1) ,/ ( Additional 1 0% Medicare payment \: ____ ~ (Jan 1 ) ___ ,) r Increases the medical expense tax from 
. -=--=--__ -_~ --=--=-=-==--~-=---= I bonus to primary care practitioners ! ( Increases reimbursement for certified f .- ' , i 10% to 20% for early withdrawal from 
MB - 1.0% for HHAs (Jan 1) ) I and general surgeons through 2015 II nurse-midwife services from 65% to II Exclusion of over-the-counter medicines, I health savings accounts for those under I . __ -=--==-:: \'-.(Jan ~ _ __ ___________ / ~% o.f PFS rate (3114) (Jan ~) I unless pr~scribed by a physician, for \~~e_ ~.5 (900~_~_~~,nl_~ ,__ _ , ) 
MB ( 1 75% d ct· 't ) f \ ~---------.----"---" , health reimbursement arrangements, - -

- • 0 + pro u IVI y or " ,/ E bl' h .. fl f h IPPS ' / '\ I h I.h fl 'bl d' d '/ Clinical Laboratories (Jan 1) , i sta IS es mm~mum .oors or t e , r r Payment cuts for imaging services 11 ean eXI. e spe~ mg accounts an { Requires an annual flat fee on the 
_- _ __ . ___ , ; OPPS, and !FS m cert.am states w~ere I ! bas~d on equipment utilization factors j' I Archer medical savmgs accounts (9003) ! pharmaceutical m~n~facturing sector 
Provider-specific HHA outtier cap of "'; I at least 50% of counties are f~ont,er I 0egm (3135) (Jan 1) i \ , (Jan 1) ./ ' for branded prescnptlOn drugs (9008) 
10%; annually thereaher (Jan 1) ) . (less than 6 people/square mile) .-- -"----,-----.------~ ~.--,----.... ------.,---- I (Jan 1) 

.. ---~ ~------------.. ---- --- " --.. - .. _ .. .. _- _. ..- --- ... - .. -_ . _-_ .. -

Secretary shall publish for com;~~'\ ; 'Extends voluntary Medicare PORI Pro- " , (Estob~hestheCM-1 to test 20 possible "'I ( O;velop;ent ~f-;PhYsici~n Co--;;;p;;" , ( Phase down of Part 0 co~s~rance; 
reco~mended core set of.ad.ult h.e~lth i; gra~ .. hr?ugh 2014; Maintenanc~ of . I mod~l~ of payment reform and provides I it website due (10331) (Jan 1) ; :, 25% (3301) (Jan 1) 
quality measures for MedlcOid eligible ~ I Certlficat~o~ may serv~ as a subst't~te 1\ 51 billion/year for 10 years (3021) J - ,~:::==:::--====-~_::-=-==::.=-~ .. -~/ --..::.= _ . ..:---::-:__==_ 

adults (2701) (Jan 1) i for subm,ss,?n of Quality measures In I \ (Jan 1) / Permits physician assistants to order \ 1 I Manufacturers provide 50% discount on 
_ . __ _ . __ '_~~-'_~ __ .-~.: I PO~I; :ORlolnformal appeals process ! '---: ----===-=:::::..-._. ---.--:::-~ l SNF services (3108) (Jan 1) ) I drugs to participate in Port 0 (3301) 
Awards for state planning grants for \ l beginS, 0.5% bonus for PORI (Jan 1) ;,.-Five year community-based core transl- \ ,---- -.- - ,,--- --.-~/ (Jan 1) 
the Medicaid health home program for I '------- --- ---.-, -.- ---~.. i lions program to reduce readmissions in I 
enrollees with chronic conditions begin ' . PPS hospitals begins (3026) (Jan 1) 
(2703) (Jan 1) 

/ 

Expands coverage for on annual Medicare 
wellness visit during which personalized 
prevention plan is prOVided (4103) (Jan 1) 

C ICD-9·CM crosswalk to ICD·l 0 due (Jan 1)) 

Eliminates cost sharing requirements for certain 
Medicare covered preventive and screening 
services (initial physician exam and personalized 
prevention services and colorectal screening) 
(4104, 10406) (Jan 1) 

,~ 

Provides grants (5-years) to states to implement 
incentives to Medicaid beneficiaries who 
successfully participate in programs for healthy 
lifestyles (4108) (Jan 1) 

Deadline for all Medicare and Medicaid providers and suppliers ' 
to include notional provider identifier on claims and enrollment 
applications (6402) (Jan 1) 

Secretory to submit to Congress an 
implementation plan for VBP in ASCs 
(3306, 10301) (Jan 1) 

"1, \.. ....... _...,.....,.~.........--"-----,-...-,--_,....,, 

II 



No provision to be implemented 

Deadline for congressional 
committees of jurisdiction 
to report legislation with 
targeted level of savings 
(3403) (April 1) I 

" 

No provision to be implemented \ 

No provision to be implemented 

(N . . b" I d' ~slOn to e Imp ementeJ 

Establishes the Community First Choice Medicaid Benefit 
option for community-based services provided to Medicaid 
beneficiaries with disabilities (2401) 

Medicaid FMAP to Puerto Rico and territories increased by 
5% (2005) (July 1) 

,.-..-.",--.=--<t 

( MB - 0.25% for IPF (July 1) 
r--- -------------.- - -- --------- - . -------------, 

I' Demonstration project altering payment for laboratory services ' 
, rendered in an inpatient setting begins (3113) (July 1) 
I, _ ___ .. __ .. _ ._ __ . __ .... ____ ~ _______ .~ 

/ 

Requires a 1 0% t~~p~idb~individual~-for indoor tanning 1 
services (10907) (July 1) j 

\,~--------------------~/ 

[ Regulations prohibiting federal Medicaid payment 
\ for health care-acquired conditions due (2702) (July 1) 

------

I 
I 

.J 
1 · 'Est~Ii~hes and announce~Performan~e standards for HVBP ') 
\. (3001) (Aug 1) ___ ____ _ ___ ~ 

Gai; haring d;~~nst;~n extension end~3027) (S-;~t30) ') 
-------- ---_. _ _ .. _----- --- -..-/ 

Secretary shall adopt operating rules for electronic eligibility 
determinations for health plans and health claim status 
transactions (10109) (July 1) 

Establishes physician ownership policies for Stark compliance 
audits (6001) (Sept 23) 

Establishes new state option with enhanced FMAP for 
Community First Choice Medicaid Benefit to provide home 
and community-based services to Medicaid beneficiaries 
(2401) (Oct 1) 

MB - (0.1 % + productivity) f~r IPPS, LTCH and IRF (Oct 1) 
~----

MB - productivity for SNF (Oct 1) 

( Expands temporary Medicare payment adjustment to 
, certain low-volume hospitals through 2012 (Oct 1) 
.. '----- _ ._ .. _._-------_. 

MB - (0.3% + productivity) for hospice 

(' Delays for 1 year the implementation of certain "RUGs­
i, IV" Medicare payment changes 
'--- - ---_._---_._-_._---------­,r--- --- ----- -- .------- - .- - - -. 
( CMS plan for Medicare wage index reform plan due (3137, 
\ 3141(10317) (Dec 31) I "'-=-------_._. __ ._------_._._----------- ' 

Publication of Medicare quality measures; annually 
thereaher (3011 - 3015) (Dec 1) 
-- -
~----- . . -_ ._- ----~-

(. Initial performance period begins for HVBP (3001) (Oct 1) 

Provides grants (FY 2011-2015) for training GME residents 
in preventive medicine specialties (10501) (Oct 1) 

No provision to be implemented 
__________ ___ J 

a 



~._~~" A~~_' _ 

Requires regulatory standards to be issued by the Architectural and 
Transportation Barriers Compliance Boord for medical diagnostic 
equipment based in hospitals, emergency rooms, clinics and 
physician offices to be accessible to individuals with disabil~ies 
(4203) (March 23) 

Health plans will be required to provide information about the plans' 
benefits and coverage to applicants and enrollees; failure to provide 
information results in 51,000 fine/failure for each enrollee (1001) 
(March 23) 

Deadline for proposed regulation on providing break time for nursing 
mothers (4207) (March 23) 

/--.- --.~- '~ 

/ MB - (0.1 % + productivity) for OPPS 'j \, MB - 1.0% for HHAs (Jan 1) 
.. (Jan 1) ,) ':-_===---===:::::::====--=--____ \ 
~,_-=- ,_~=,=-~~_= __ :- :=_==__==_=::: j MB - (1.75% + productivity) for : 

MB - productivity for ASCs, Dialysis, \, Clinicallaborotories (Jan 1) } 
Certain DME, Ambulance (Jan 1) ' --------,-- ,--------,--~ , 

--_._---_.,,- ,;j 

/-------.--~ 

r Revision of practice expense geographic \ 
i adjustment factor under the PFS due I 
~ (3102; 1108 of HCERA) (Jan 1) J 
,-------,--,-----~ 
~----------'-----' ---~" 

; MA plan payment cut phose-in begins \) 
1. (3201-3210) (Jan 1) J 
'.....,----.------- .. '" ---.---...... ----~--------""'/ 

~------'--------.. ---~" 

{ Requires businesses that pay any I amount over 5600 per year to corporate I 
j providers of property and services to file 
1 on information report with each provider 
I and w~h the IRS (9006) (Jan 1) 
."--------- ----,- -- .. -- .. - ---" 

----- /~'-----.-- _ .. __ .. -'---., -'---'_._-- - '----'----'---...., / ' ----' " , "-_._--'--- - _. - --._-- -
Final recommended core set of adult . I Plan for integrating PORI physician , Medicare shored savings ACO 1 ( Performance quality measurement data ) HHS Secretory sholl develop health plan 
health quality .measures for Medicaid ' : data with Meaningful Use due; 0.5% ; , prog.ram begi,ns, ,(3022) (Jan 1) Il mode available to qualified entities ! : quality re~orti~g requirement~ including 
enrollees published (2701) (Jan 1) PORI bonus through 2014 (3002, ,r ::=_~~~-~ , (10331) (Jan 1) . core coord motIOn and preventIOn of hos-
_ .. --, - - --:.-~~~~ \ 10327) (Jan 1) ) I 8-State Medicaid bundled payment '1 ::===-----,_====:.=:.-,-==---=--..=:" , pital readmissions (1001) (March 23) 
State Medicaid health home demonstra- ~-===-~- --.--"-_, pilot begins and continues through I ( Secretory sholl recommend to Congress \ /.::: -~:::-:-~ .= - . -- '-:- _.-.:. - -- ' 
tion begins and continues through , i Episode grouper and physician resource ; Dec 31,2016 (2704) (Jan 1) ,1 I optio.ns to exp.a.nd Medicare's ho~pital- ,( PSO program to support quality im-
Dec 31..'. 2~1~ (2703) (Ja~ 1) _ . _.~: \use reports.~~(3~03) _ (Ja~ __ /;',:.-=-~==--=====--::_ .-- . -~ I acqUired ~ondltlOns payment. polICY to ;; pr.ov~ment e~orts to reduce IPPS read-
==---=-,.- .- , ~ - - .... , / ------- ------ : Independence at home Med,ca,d ! t other seHrngs of core, rncludrng lTCH, 1 , mIssIons begrns (3025) (March 23) 
Pediatric ACO demonstration with states ' r Publication of specific physician \ :, demonstration begins (3024) (Jan 1) I ~ IRF, IPF and OPPS (3008) (Jan 1) )I'~-=-'~==---=--- -= ---', 
and pediatric providers begins and con- · 1 value-based modifier measures for , " -----.--,--.---~ '---- -- / ! CAH and hospitals with "small numbers" \ 

I tinues through Dec 31,2016 (2706) I implementation and identification of the I I HVBP demonstrations begin (3001) 
1 (Jan 1) I , performance period due (3007) (Jan 1) ! ! (March 23) 
, - -.- ----~--.,-.... --,.-.. ------" ''----_._ ._--_.. - .. _. _-" 

Establishes a 5-year notional public 1'-( Requires all federally funded programs to Secretory to implement approaches to collect health 
education campaign focused on oral health core 
prevention and education (4102) (March 23) 

., collect data on race, ethnicity, primary language 
and other factors (4302) (March 23) ~:; (March 23) .~

~ disparities data in Medicaid and CHIP (4302) 

~i, 
~----------------------~/ ' ~----------------------~~ 

Deadline for HHS regulations on the 
process that grandfathered physician­
owned hospitals must comply with in 
order to expand (6001) (Jan 1) 

.. 

Deadline for implementation of the 
process that grand fathered physician­
owned hospitals must comply with in 
order to expand (6001) (Feb 1) 

Mandates screening of all providers 
and suppliers enrolled in Medicare, 
Medicaid and CHIP before granting 
billing privileges (6401) (March 23) 

Annual treasury RTC on levels of 
charity core, bod debt, unreimbursed 
costs and costs of community benefit 
activities (9007) 

Community needs assessment 
requirement for hospitals (9007) 

II 



No provision to be implemented 

No provision to be implemented 

I No provision to be implemented 

No provision to be implemented 

Deadline for the HHS audit process 
that ensures compliance with the 
regulations for physician-owned 
hospital expansion (May 1) 

HHS Secretary sholl establish federal 
guidance on the initial enrollment process 
for state exchanges (1311) (July 1) 

·MB-=-·(O.l ~~~~ducti~;ifor IPF (July 0') 
.,.--! 

.-' .. - - - - ---------.-~ 

CMS to Inform each hospital of the HVBP I 
adjustments to payments (3001) (Aug 1) ) 
-- - --- ~' 

/' Medicaid9i~baTp~~~~td';~~nstration ' ) 
ends (2705) (Sept 30) j 

No provision to be implemented 

t ... ,..:.,;' I't,: , ........ -h. f ·.c,. _ :.?;t.jj'~!,- . 

Secretory sholl adopt operating rules for 
electronic funds transfers and health care 
payment and remittance advice (July 1) 

1."';~, .. ..£Ii"~(~ ~· / ' 

Secretory sholl promulgate regulations concerning the standards 
for a CLASS independence benefit plan (8002) (Oct 1) 

I. MB - (0.1 % + productivity)for IPPS, IRF, LTCH (Oct 1) 
, ---_._-_._--_.- - - .-

- -
( MB - productivity for SNF (Oct 1) 
, ....... ----.~ 
"..------- -- _._. __ . ... _- -------

( MB - (0.3% + productivity) for hospice through FY 2019 (depending 
\. upon numbe~ ~!~n~red i~ivid~al~ _natio~.~d~) (_1. 039~ (~c~ 1) 
,--------_ ..... . _ .. _ .. .. __ .. _-_ ... _ ---_ . ..... -- .. - ----
( Year 2 geographic variation payments to hospitals in low-cost counties 
! (1109 of HCERA) 
'-.. ._-- --- --.------------------ -- ---- -

HVBP Medicare program begins; 
1.0% of IPPS MB tied to HVBP; Risk 

Maximum reduction to IPPS MB 
update under readmissions policy 
is 1% 

- - ----.---
I adjustment of HVBP quality outcome . 
\, measures due; (3001) (Oct 1) 
\" -===--=.:::::..-=--:-.--::---==-=-~- , [' Appropriation of Medicare Trust 

Selection and publication of LTCH, ',; funds to the Patient-Centered 
IRF, IPF, PPS-exempt cancer hospital, I ' Outcomes Research Trust Fund 
and hospice quality measures due : . (6301) (Oct 1) 
(3004, 3005, 10322) (Oct 1) I 

No provision to be implemented 

Effective dote for unique health plan identifier (1104) (Oct 1) 

II 



HHS Secretary certifies state­
based exchanges will be oper­
ational by Jan 1, 2014and 
HHS will establish a federally 
operated exchange in any 
state failing certification 
(1321, 1322)(Jan 1) 

New tax on insured and self­
insured health plans; levied to 
fund the Patient-Centered 
Outcomes Research Institute 
(6301) (Jan 1) 

Secretary will determine whether 
a state will have a qualified 
exchange operational by Jan 1, 
2014 (1321) (Jan 1) 

'Drug manufacturers shall provid~~-' i Employers must notify employees 
~ a 50% discount on prescriptions I' of the availability of state ex-

when a beneficiary is in the , changes and potential eligibility 
"donut hole" (3301-3315; 1101 l for federal subsidies for insur-
of HCERA) (Jan 1) . I ance purchased through the 

exchange (1512) (March 1) 

HIT rules become operational 
that allow use of a machine­
readable insurance identification 
card (1104, 10109) (Jan 1) 

-, /----- - -------~-- - ---------- -----.- -~------------------~ I/--~---~------~--' ,.------------- - --~ .------ ~ 

:' MB - (0.1 % + productivity) for OPPS ) ( Requires states to pay Medicare rates > ( Requires an annual tax on the sale I i Imposes a new $500,000 limit on the ': i Increases Medicare hospital payroll tax 
. (Jan 1) . } i to primary care physicians serving j 1 of taxable medical devices by a ',' I amount that can be deducted from exec- ; J by 0.9 percentage points on wages in 
'- _-:,:::=:=-===-=-=-_=--==,:===--=-~._ I Medicaid enrollees. Fully funds (100% I I manufacturer, producer or importer I utive compensation for insurance I I excess of $200,000 ($250 000 for mar-

MB - productivity for ASCs, Dialysis, ') I FMAP) add~ional state costs; through i l! equal to 2.3% of the sales price I I providers if at least 25% of the insurance : ried couples filing jointly). 'Increases un-
Certain DME, Ambulance (Jan 1) ,~ __ ~_~~~~~_~~ (Jan 1 ~ ___ --') ~~~~~_~~~) U~~ __ ~_~ _____ ) 'I provider's .grossyrem.ium income from ,' ~ar.n~d income Medicare contribut~on of 

__ -=---:.-.:=-=-:--=--___ . ___ ._~_\ ;.~---------~-----~_,_. l~~-~------~ ~ealth bUSiness IS derived from health I , mdlvlduals, estate:, an~ trusts 3.8% for 
MB - 1.0% for HHAs (Jan 1) J ( $2,500 cap on annual tax-free contribu-! i Increases the adjusted gross income I ' Insurance plans (9014) (Jan 1) .J i taxable year starting With 2013 (9015) 

_ ~::~ _::.=-~ I tion to a flex spending account begins ! I threshold for claiming the itemized I '---------------- ------ ----j, (Jan 1) 
- MB - (1.7 5% + productivity)for ) I for tax years aher Dec 31, 2012 (1403) II ded~ction f~r medical expenses from 

Clinical Laboratories (Jan 1) J i, (Jan 1) ,/ . 7.5% to 10% for tax years after 
_ __.___ __ ~------------- ---- -- \. ~~(~~,~~~~~~~~~n_~~~-/ 

Secretary issues standard format for Public reporting of physician perform- ! I 
, reporting adult quality measures (2701) ance information on Physician Compare 1 

Deadline for establishing the national 
voluntary (5-year) Medicare bundled 
payment pilot for hospitals, physicians 
and post-acute care providers through 
Dec 31, 2018 - may be extended 
nationwide by the Secretary (3023, 
10308) (Jan 1) 

(Jan 1) begins (10331) (Jan 1) 

Amends Medicaid siate option to include any clinical 
preventive service assigned grade A, Bf C, or I by the 
USPSTF. Provides 1 % FMAP increase when states cover 
these clinical preventive services with no cost sharing. 
Approves vaccines and certain services for adults. 
(4106) (Jan 1) 

Drug, device, and supply manufacturers that 
payor transfer items of value to a physician or 
teaching hospital must submit information to the 
Secretary; annually thereaher (March 31) 

,~ ·- ·· :~~~~~~~!;:~t~l.if. ... · ~~~rr.:.!~~~~~:.;.\ _,: " ~ i~~~!~" .'j h~· ; 

Eliminates the deduction subsidy for employers who 
maintain prescription drug plans for their Medicare 
Part D eligible retirees (9012) (Jan 1) 

II 



No provision to be implemented 

No provision to be implemented 

, No provision to be implemented 

No provision to be implemented 

,~ovision to be implemented J 

Consumer Operated and Oriented Plan (CO-OP) Program 
established (1322) (July 1) 

Health Core Choice Compact (2 or more states agree to 
offer one or more plans in both or all states) regulations 
due (1333) (July 1) 

,j). ~(-.<I" '" 

------.--.~---.. -----.---.-~-.---------

(~B - (0.1 % + productivity) for IPF (July 1) ) 
--- .- -- .- .. -.----.------.------.--------~ 

,.-.. ---------.-.-.----~ 

r Complex laboratory tests payment demonstration ends (3113) ) 
"---.--. -~-.--.-- .- --- .- .--- .- -- - -.---.. ----------" 

,~ .. - --- .. --- --- -.-~----- "\ 
! MB penalty (2%) for failure to report IPF quality I 
1, ___ measures (l 0322) (July 1) _~ 
;,- - --- - ._ -- - - - ---_.-_ ..... _-- ----- ------..., 

( IPAB must submit first annual draft report to MedPAC and I 

I 
HHS with a proposal to reduce Medicare spending by ! 

\, targeted amounts (3403) 10320) (Sept 1) _. ! 
~-.. ~.------.------------~ 

( No provision to be implemen~ 

No provision to be implemented 

MB - (0.3% + productivity) 
I for IPPS, IRF, LTCH, Hospice 
t .. (Oct 1) 

, Increased federal match of 
, 23 percentage points up to 

100% for CHIP-covered items 
and services begins (2101) 

MB - productivity for SNF 
(Oct 1) 

: \. (Oct 1) 

$500 million reduction to 
funds available for Medicaid 
DSH (2551) (Oct 1) 

i Medicare DSH payment 
i reductions begin; annually I 

I thereafter (Oct 1) ! 
'--_ . __ . __ .----_._-_._---' 

..... -

Requires on annual flat fee 
of $6.7 billion on the health 

! insurance sedor (9010) 
(Oct 1) 

( 1~;lu~ion oieffi;i~(y me~'\1 ( MB penalty (2:0) f~rlTC~s, 
l ures m HVBP and 1.25% of ! i IRFs and Hospices that fOil 
:1" IPPS MB tied to HVBP (3001) 111 to report quality measures 
,--(Oct _~ .. ____ _ _ _ . __ / I (3004 and 3005) (Oct 1) 

(--Mand;~yq~~itY;eport~g-- · 1 Maximum reduction to 
: program begins for PPS-ex- i I IPPS MB update under 
i empt cancer hospitals (3004, " readmissions policy is 2% 
i. 10322) (Oct 1) __ ~~~-=-= =-- -===.~ 

No provision to be implemented 

1.25% of IPPS MB update 
withheld for HVBP 
redistribution_ 

Requires health plans to file a statement with HHS certifying 
that their data and information systems ore in compliance with 
federal applicable HIPAA standards and associated operating 
rules for electronic fund transfers, eligibility, health claim 
status, health core payment, and remittance advice (Dec 31 ) 

II 



Prohibits health insurers and health plans from 
pre-existing condition exclusions for adults, 
prohibits annual limits, requires guaranteed issue 
and renewability of coverage, and limits premium . 
rating (1201) (Jan 1) 

/ 

Prohibits all health plans from applying 
excessive waiting periods exceeding 90 days 
(1201) (Jan 1) 

----, 

Medicaid FMAP for newly eligible enrollees 
(children, childless adults and porents) is set at 
100% through FY 2017 (200 1) (Jan 1) 

Medicaid FMAP for childless aduhs in early 
expansion states (AI, DE, DC, HI, ME, MA, MN, 
NY, PA, VT, WA and WI) increases to 50% 
(2001) (Jan 1) 

-~"l'~~-"'--"-----"--" "---' , .. -
Health insurance exchanges open in each state to M Imposes individual mandate on purchase of 
individual and small group markets (1311 ) (Jan 1) J) acceptable health insurance subject to penalties 

. __ .:. ~ ':1 for non-compliance for taxable years aher Dec 31, 
OPM enters into con!racts with ~~alth insurers to. 1}~,~~~~~ ) .(Jan 1 ) ___ . . _. .. .. . . 
offer at least 2 multi-state qualified health plans 10 !~;;--. -".~-.. -"-.. --". -. -.. -.-.-.-..... 
each state (1334) (Jan 1) j.( Employers wtlh 200 or more employees must 

- ::.<: j automatically enroll employees in their health 
Creates transitional re-insurance program to cover I \. plans (1511) (Jan 1) 
costs for high-risk individuals in the individual and i ·;~::'·-=-~·~ .,==--::::- - - .. -~ : 
group markets for 2014 - 2016 (1341 ) (Jan 1) 1 f IIFree Rider" employer assessment is imposed on 

~~ .. 1 employers wtlh 50 or more employees that either 
Tax credits and cost-shoring subsidies available 1;1 do not offer coverage or have employees th.at 
through the state exchanges for individuals and i: purchase co~e!age through the exchange With 
fomilies between 100-400% of FPl (1401 ) (Jan 1) j. \.. f~d~~~_s~b~~dles (1512~ ~J.an 1) 

Tax credits for small employers begin with full 
tax credit available for those with 10 or fewer 
employees (1421) (Jan 1) 

. Medicaid program expansion to 133 percent of 
FPl for parents, children and childless adults (2001) 
(Jan 1) 

i Secretory must submit proposed to 

Requires states to offer premium assistance and 
wrap around benefits to Medicaid beneficiaries 
offered employer-sponsored insurance if it is 
cost effective (2003) {Jan 1) 

Permits Medicaid-participating hospitals and eligible 
providers to make presumptive eligibility determina­
tions (2202) (Jan 1) 

Free choice vouchers available for workers who 
qualify for on offord ability exemption (10108) 
(Jan 1) 

Requires plans to cover routine patient core costs of 
qualified individuals participating in certain clinical 
trials (10103) (Jan 1) 

Secretory of labor to report to Congress annually 
on self-insured plans (1253, 10103) (Jan 1) 

MB - (0.3% + productivity) for OPPS 
(Jan 1) 

MB - productivity for ASCs, Dialysis, 
Certain DME, Ambulance {Jan 1) 

MB - (1.7 5% + productivity) for 
Clinical laboratories (Jan 1) 

Requires health plans participating in 
on exchange to pay FQHCs at Medicaid 
rates or higher (1302) (Jan 1) 

! Rebasing of HHA payments begins; 
: 4-yeor phose-in period 

"· ._-.-••• w ,._#." _ ..... , _ _ ~ ____ ,_~ ___ ._ .. _ _ ...... 

" ~----'---------'-------" 

f I PAB must present proposals to the I 

I Congress and the President if IPAB foils 
\ to submit a proposal (3403) (Jan 25) 

Interim report on state Medicaid health home 
program participants due (2703) {Jan 1) 

President to reduce cost growth and '1 

improve quality and it must be trans-
mitted to Congress within 2 calendar 'I! 

days. Exempts IPPS hospitals (3403) 
(Jan 1 S) , 

" .•. - ---~. 

Employer-sponsored health plans can offer financial rewords in the form of discounts or rebates on l·".·: . ...... ~ ... '~.·:·.·.;l.i.. Establishes non-discrimination requirements for employer-provided health promotion or diseases 
premiums or cost-shoring waivers (subject to certain requirements) for participation in wellness L~(-\~.~ prevention (wellness) programs (1201) (Jan 1) 
programs (1201) (Jan 1) ;~" ~::'~~~f;oit-':~T'""<:'<:'~h~ :"';''"' '';~ ,,,,,,,;,,;:, ' ' ! . . , •. ,_ . , _ 

HIT rules become operational that allow for EFT and health core payment and readmittance 
advice (1104, 10109) (Jan 1) 
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Medicaid FMAP for childless adults 
in early expansion states (AI, DE, 
DC, HI, ME, MA, MN, NY, PA, VT, 
WA and WI) increases to 70% 
(2001) (Jan 1) 

States can enter into health core 
choice compacts to allow health 
benefits to be sold across state 
lines (1333) (Jan 1) 

MB - (0.2% + productivity) for ) 
OPPS (Jan 1 ) j l 

MB - productivity for ASC, Dialysis, 
Certain DME, Ambulance, HHAs 
and Clinical Laboratories (Jan 1) 

2.0% penalty applied to PFS 
update for physicians who foil to 
submit PORI measures successfully; , 
annually thereaher (3002, 
10327) (Jan 1) 

Secretory must initiate separate 
programs to test VBP for LTCHs, 
IRFs, I PFs, PPS-exempt cancer hospi­
tals and hospices (10326) (Jan 1) : 

Seuetary may expand scope and 
duration of the national Medicare 
voluntary bundling pilot (3023, 
10308) (Jan 1) 

Extends Medicaid" Money Follows 
the Person" rebalancing demonstra· 
tion (2403) (Jan 1) 

(Ci"cims and encounter information l operating rules enforced (Jan 1) ) 

No provision to 
be implemented 

No provision to 
be implemented 

: No provision to 
; be implemented 

No provision to 
I be implemented 
\-..---~ 

. No provision to 
be implemented 

(' MB - (O.2% ·;~r~d~~ivity) ~' 
! for IPF (July 1) 
"'--- -_ .... .. _ .. -

I-----~· 

, No provision to 
l. be implemented 

States may enroll CHIP eligible 
children in exchange based 
qualified health plans if the 
children are denied CHIP 

. coverage due to enrollment 
caps (2101) (Oct 1) 

'. MB - (0.7 5% + productivity) 
: for IPPS, IRF, LTCH (Oct 1) 

, MB - productivity for SNF 
(Oct 1) 

MB - (0.3% + productivity) for 
Hospice; Potential for "give 
back" (Oct 1) 

S 1.8 billion cut to funds avail­
able for Medicaid DSH (2551) 

\ (Oct 1) 

2.0% of IPPS MB lied to HVBP; 
annually thereaher (300]) 
(Oct 1) 

I State Medicaid health home 
i demonstration ends (2703) 
i (Dec 31) 

Medicaid bundled payment demon­
stration ends (2704) (Dec 31) 

Pediatric ACO demonstration ends 
(2706) (Dec 31) 

( N .. "'\ 
I 0 provIsIOn to : 
! be Implemented i 
\. ) 
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Medigap plans C & F 
shall require nominal 
cost sharing to encour­
age the appropriate use 
of physician servi<es 
(3210) (Jan 1) 

State-based exchanges 
shall be financially 
self-sustaining (1311 ) 
(Jan 1) 

States shall begin annual 
reporting on the number 
and characteristics of 
Medicaid enrollees, in­
cluding estimates of the 
number of newly en­
rolled individuals 
(2001,10201) (Jan 1) 

Medicaid FMAP for 
childless adults in early 
expansion states (AI, DE, 
DC, HI, ME, MA, MN, NY, 
PA, VT, WA and WI) in­
creases to 60% (2001) 
(Jan 1) 

Qualified health plans in 
state-based exchanges 
can no longer contract 
with hospitals with more 
than 50 beds unless the 
hospital participates in a 
PSO and implements a 
mechanism for a compre­
hensive program for hos- I 

pital discharges (1311 ) I 
(Jan 1) 

/ MB - (1.75% + produc- \! (~iO.2% + producti~ 
i tivity) for Clinical ; ity) for OPPS (Jan 1) 

Laboratories (Jan 1) . ':-~-=--=--=-=== 
- --: I IPAB to submit recom-

: M8 - productivity for '-. ! men dation to Congress 
, ASCs, Dialysis, Certain " and the President on i 

, DME, Ambulance and ; slowing growth in na- j; 
" HHAs (Jan 1) J • tiona I health expendi-

/' tures (3403) (Jan 1 S) 

Regulations updating the 
Medicaid adult quality 
measures program due 
and annually thereafter 
(2701 }(Jan 1) 

1.5% penalty applied to 
PFS updQte for physicians 
who fail to submit PQRI 
measures successfully 
(3002, 10327) (Jan 1) 

------_._ --
Implements a budget '- '\ 
neutral value-based 
payment adjustment to 
vary physician payments 
based on quality of care 

, relative to costs (3007) 
(Jan 1) 

CAH and hospitals with 
"small numbers" demon· 
strations on HV8P ends 
(3001) (March 23) 

No provision to be implemented 

(No provision to be implemented) 

No provision to 
be implemented 

No provision to 
L be implemented 

No provision to 
be implemented 

(No provision to ~ 
be implemented 

No provision to 
be implemented 

(MB·=·(Q.2%-~- ~-r~d~i~~ -" ; 
l ity) for IPF (July 1) ; 
'--. __ •• _ - ---_ .... _ -_ ••• _ _ • • < 

( No provision to 

~.i~~~e~t.~ 

Increases FMAP for each state 
for CHIP through FY 2019 
(2101,10203) (Oct 1) 

MB - (0.2% + productivity) 
for IPPS, IRF, LTCH (Oct 1) 

MB - productivity for SNF 
(Oct 1) 

M8 - (0.3% + productivity) 
for Hospice; Potential for 
"give bock" (Oct 1) 

$600 million cut to funds 
I available for Medicaid DSH 
l (2551) (Oct 1) 

'11.'- •. _-_ •. .--. __ ._._ ._-

_. ___ . &.0.' 

!' 1.75% of IPPS MB withheld for 
i HVBP redistribution (3001 ) 
\ (Oct 1) 
' '----- - . __ .. ~ 

Community-based care transi­
tions of care program targeting 
readmissions ends (3026) 
(Dec 31) 

,-----..., 

(I No provision to ~I· 
l be implemented ) 
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Medicaid FMAP for childless adults 
in early expansion states (AI, DE, 
DC, HI, ME, MA, MN, NY, PA, VI, 
WA and WI) increases to 70% 
(2001) (Jan 1) 

States can enler into health care 
choice compacts 10 allow health 
benefits 10 be sold across slate 
lines (1333) (Jan 1) 

MB - (0.2% + productivity) for 
OPPS (Jan 1) 

. MB - productivity for ASC, Dialysis, 
Certain DME, Ambulance, HHAs I 
and Clinicollaboratories (Jan 1) 

2.0% penally applied to PFS 
update for physicians who foil to 
submit PQRI measures successfully; 
annually Ihereaher (3002, 
10327) (Jan 1) 

Secretory must initiate separate 
programs to test VBP for LTCHs, 
IRFs, IPFs, PPS-exempt cancer hospi­

I tals and hospices (10326) (Jan 1) 

Secretary may expand scope and 
duration of Ihe nalional Medicare 
voluntary bundling pilot (3023, 
10308) (Jan 1) 

Extends Medicaid /I Money Follows 
the Person" rebalancing demonstra­
tion (2403) (Jan 1) 

No provision to be implemented 

IClaims and encounter information"l 
l operaling rules enforce~ 

No provision to 
be implemented 

No provision to 
be implemented 

It' No provision to 
be implemented 

No provision to 
be implemented 

No provision to 1, 
be implemented 

: No provision to 
be implemented 

~ ---'---'- '---. , 
{ MB - (0.2% + productivity) 1 
1 for IPF (July 1) 
\ '-------------",..' 

r-- ----- .. 

I No provision to 1 
l be implemented i 
'---------.- - -_ . ./ 

States may enroll CHIP eligible 
children in exchange based 
qualified health plans if the 
children ore denied CHIP 
coverage due to enrollment 
cops (21 Ol} (Oct 1) 

- MB - (0.7 5% + productivity) 
for IPPS, IRF, LTCH (Oct 1) 

MB - productivity for SNF 
(Oct 1) 

MB - (0.3% + productivity) for 
Hospice; Potential for "give 

. bock" (Oct 1) 

i S 1.8 billion cut to funds avail-

l 
able for Medicaid DSH (2551) 

, (Oct 1) ) 
..... -- - -------.-.. - -... --~ 

2.0% of IPPS MB tied to HVBP; ,II 
annually thereaher (3001) I 

(Oct 1) 

State Medicaid health home 
demonstration ends (2703) 
(Dec 31) 

Medicaid bundled payment demon­
stration ends (2704) (Dec 31) 

Pediatric ACO demonstration ends 
(2706) (Dec 31) 

I
r 

No provision to -j 
\. be implemented j 



Medicaid FMAP for newly eligible 
enrollees (children, childless adults 
and parents) decreases to 95% 
(2001) (Jan 1) 

Medicaid FMAP for childless adults 
in early expansion states (AZ, DE, 
DC, HI, ME, MA, MN, NY, PA, VT/ 
WA and WI) increases to 80% 
(2001) (Jan 1) 

States may allow for large groups 
to obtain coverage in the ex­
changes (1312) (Jan 1) 

Permits states to apply to HHS for 
a 5-year waiver of requirements, 
such as individual mandate, quali­
fied health plans and exchanges 
health insurance (alternative cov­
erage programs) (1332) (Jan 1) 

MB - (0.75% + productivity) 
for OPPS (Jan 1) 

I MB - productivity for ASC, Dial­
ysis, Certain DME, Ambulance/ 
HHAs and Clinical Laboratories 
(Jan 1) 

Value-based payment modifier 
applied to PFS update with respect 
to all physicians, physician groups 
and eligible professionals (3007) 
(Jan 1) 

No provision to be implemented I • • 

p' 

~ --~~\ 

r No provision to be implemented i 
\.. ) 

No provision to 
be implemented 

No provision to 
be implemented 

. No provision to 
: be implemented 

~ ~, 

f No provision to 1 

~plemented j 

No provision to 
be implemented 

( MB -~(0.75% + p;~d~~i;it;) ·~ · 
( for IPF (July 1) 
"-_ ..• _----- --.-. __ ._-_. 

(-No-provisi~~~-.. - \ 
i be implemented 
'------•. ----~ 

( No provision to-l l be implemented) 

No provision to 
be implemented 

MB - (0] 5% + productivity) for 
IPPS, IRF, LTCH (Oct 1) 

---~~ 

. MB - productivity for SNF 
(Oct 1) 

MB - (0.3% + productivity) for 
Hospice; Potential for "give back" 
(Oct 1) 

'-..... .. __ .. _---- - _ ._--- - -_ ... 

! 55 billion cut to funds available \ 
.. for Medicaid DSH (2551) (Oct 1) 

......... - - &_- - ~- - " ... _---

- - - _ . .,.- -----.... 

1 No provision to 
i be implemented 

- ~. -. . --. - -

~N .-.-\ 
I 0 prOVISion to I 
I be implemented 
\, 

II 



Medicaid FMAP for newly eligible 
enrollees (children, childless 
adults and parents) decreases to 
94% (200l) (Jan 1) 

Medicaid FMAP for childless adults 
in early expansion states (AZ, DE, 
D( HI, ME, MA, MN, NY, PAl VT, 
WA and WI) increases to 90% 
(2001) (Jan 1) 

I MB - (0.75% + productivity) for ' i 

I, OPPS (Jan 1) _______ ' 
- ... --~-~.--- - --_ •. _- -_ .. - ...... 

MB - productivity for ASCs, 
Dialysis, Certain DME, Ambulance, 
HHAs and Clinical Laboratories 
(Jan 1) 

I mposes on excise tax on insurers \ 
that offer high cost plans ("Cadil­
lac" lax); Subjecllo threshold 
of S1 0,200 for individuals and 

, S27,500 for families; Exempts 
separate vision and dental 
coverage policies from premium I 

amounts (9001) (Jan 1) 

Decision due on whether to ex­
pand SNF, HHA, and ASC VBP pilot 
programs (10326) (Jan 1) 

No provision to be implemented 

r No provision to be implemented I 
~ / 

No provision to 
be implemented 

No provision to 
be implemented 

, No provision to 
- be implemented 

No provision to 
be implemented 

.~\.~.;~ •. jb I-'r~;~'. ' 

I N .. 1 ! 0 prOVISion to I l be implement~ 

No provision to 
be implemented 

~------. . --- - ----- --. 

f 

MB - (0.75% + productivity) 
, for IPF (July 1) 
\--------- --, ..... . 

( No provision to 
j be implemented 
I, 

,- --_. __ ._-- ---

( No provision to 1 l be implemented j 

No provision to 
. be implemented 

{ MB - (0.7 5% + productivity) 
'\ for IPPS, IRF, LTCH (Oct 1) 

,. MB - productivity for SNF 
(Oct 1) 

' -

MB - (0.3% + productivity) for 
Hospice; Potential for "give 
back" (Oct 1) 

S5.6 billion cut 10 funds avail· 
able for Medicaid DSH (2551) 
(Oct 1) 

Notional Medicare voluntary 
! bundled payment pilot ends 
J (3023, 10308) (Dec 31) 

," 

No provision to 
( be implemented) 
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Medicaid FMAP for newly eligible enrollees (children, childless adults and 
parents) decreases to 93% (2001) (Jan 1) 

Medicaid FMAP for childless adults in early expansion states (AI, DE, DC, .. 
HI, ME, MA, MN, NY, PA, VT, WA and WI) increases to 100% thereaher 
(2001) (Jan 1) 

- .- - .. - .. . .. - - '-'---.." - ---- -- ---- ----, 
MB - (0.75% + productivity) for 'j ( MB - productivity for IPPS, IRF, ". 
OPPS (Jan 1) ) ! LTCH, SNF; annually thereafter 

.-.--- - ----~ I (Oct 1) 
MB - -pr~du~ivit;fo~ASC, Dial;:--\i ."---- . -~) 
Certain DME, Ambulance, HHA and : ( MB - (0.3% + productivity) for 'I 
Clinicollaboritories (Jan 1) .J I Hospice; Potential for "give bock" I 
~;-(o.7s'%-~~~~ctivitY;f-:;~\l ~ I) __ . _ _ ____ --} 

I PF (July 1) .' ,.' S4 billion cut to na!io~al state 
- -~---., allotments for MedlcOld DSH (2551) - -- .. -------- -. I 

First year IPAB proposal to reduce \ i, (Oct 1) 
Medicare spending can include rec- ~ '-'-- ---­
ommendations to reduce hospital or ' 
hospice payments (3403) (Sept 1) I 

-_/ 

Allows Secretory to establish a demonstration to provide financial 
incentives to beneficiaries who receive services from high-quality 
physicians (10331) (Jan 1) 

No provision to be implemented 

( No -~roviili,~fo be implemented 

Medicaid FMAP for newly eligible enrollees (children, childless 
adults and parents) decreases to 90% (2001) (Jan 1) 

('-MB "=-productivity for OPPS, ASC, HHA, Dialysis, Certain DME, Am­
~ bulance and Clinicallaboritories and annually thereafter (Jan 1) ) 
'----_ _________ _ _ _ _____ _ _ _ . __ .J' 

(MB- productivity i; IPF; a-~nuall~th;;;after (July 1) 
'--- - ----_._-- - - ---------
.( MB - productivity for Hospice; annuallythe'reafter (Oct 1) 
"'--_ . 

. No provision to be implemented 

No provision to be implemented 

No provision to be implemented 

II 



Health Care Reform Appendix 
Appendix A 
PROVISIONS THAT DID NOT INCLUDE A DUE DATE 

No Date 
• Requirements and definitions for qualified health 

plans and essential health benefits will be deter­
mined by HHS Secretary with opportunities for 
public comment (1301 and 1302) 

• Improvements to the demonstratian project on 
community health integration models in certain 
rural caunties (3126) 

• Health care delivery system research; quality 
improvement technical assistance (3501) 

• Establishing community health teams to support 
the patient-centered medical home (3502) 

• Program to establish shored decision making 
(3506) 

• Patient navigator program (3510) 
• Community-based collaborative core networks 

(10333) 
• Community college and career training grant 

program (1501) 
• CDC study and evaluation of the best employer­

based well ness practices; Educational campaign 
to promote benefits of workplace wellness 
programs to employers (4303) 

Appendix B 
REPORT DUE DATES 

2010 
• Report on the Notional Prevention, Health Promotion and Public Health 

Council due to the President and Congress and annually at the beginning of 
the CY thereafter July 1 

• Biosimilar disposal user fee RTC due (7001-7003) Oct 1 
• HHS study due on additional payment for urban MDHs (3142) Dec 23 
• Plan to modernize CMS data systems due (10330) Dec 23 
• Inter-agency quality working group RTC due (3011 - 3015) Dec 31 

2011 
• National quality strategy RTC and internet website due; annually thereafter 

(3011 - 3015) Jan 1 
• HHS study due on cancer hospitals (3138) Jan 1 
• National Prevention, Health Promotion and Public Health Council RTC due; 

annually thereaher through 2015 Jan 1 
• Efforts with states and Medicaid enrollees to reduce obesity RTC due; every 

3-years through 2017 thereafter (4004) Jan 1 
• RTC for SNF, HHA, and ASC VBP programs due (10301) Jan 1 
• MEDPAC RTC on Medicare payment accuracy for rural health core providers 

due (3125, 10314)Jan 1 
• HHS RTC on providing HHA in low-income or medically underserved areas 

due (3131) March 1 
• MACPAC first annual RTC March 1 S 
• RTC on prescription drug labeling due (3507) March 23 
• RTC on the effects of insurance reforms on large group markets and self-in­

sured group plans (10103) March 23 
• GAO study on the cost, affordability, and rates of denial for plans offered in 

the exchanges March 23 
• GAO study on oral drugs in the treatments of end-stage renal disease due 

(10336) March 23 
• Notional Health Care Workforce Commission high priority area RTC due; 

every year thereafter (5105, 10501) April 1 
• Notional Health Care Workforce Commission general RTC due; every year 

thereafter (5105, 10501) Oct 1 
• RTC for SNF, HHA, and ASC VBP programs due (3006) Oct 1 
• GAO study on improving the 340B program due Oct 1 
• Secretary of Labor RTC on self-insured health plans due (10103) 

2012 
• Adjusting the FPl for different geographic regions RTC due Jan 1 
• HAC RTC due (3008) Jan 1 
• Multi-stakeholder group quality measure input due; annually thereafter 

(3011 - 3015) Feb 1 
• HHS assessment of Notional Quality Strategy due; at least once every three 

years thereafter (3011 - 3015) March 1 
• Health professional patient safety training RTC due; annually thereaher 

(3508) March 23 
• CMI RTC due; once every other year thereafter (3021) Dec 31 

2013 
• Gainsharing demonstration RTC due (3027) March 31 
• RTC with recommended legislation and administrative actions to 

promote healthy lifestyles and chronic-disease self-management 
for Medicare beneficiaries due (4202) Sept 30 

• RTC on pre-Medicare population (55-64) wellness pilot due (4202) 
Sept 30 

• Medicaid global payment demonstration RTC due (2705) Oct 1 
• Emergency psychiatric demonstration RTC and 

recommendations for expansion due (2707) Dec 31 

2014 
• GAO RTC on competition and market concentration in the reformed 

health insurance market due every other year thereaher (1322) 
Dec 31 

• Medicaid adult quality measure program RTC due; every 3 years 
thereaher (2701) Jan 1 

• Medicaid healthier lifestyles grant program RTC due (4108) 
Jan 1 

• Interim preventive care and obesity-related services available 
via Medicaid RTC due (4004) Jan 1 

• I PAB RTC; annually thereaher Jan 1 S 
• Effectiveness of vaccine grant program RTC due (4204) 

March 23 
• RTC with recommendations on improving and identifying health 

care disparities among Medicaid and CHIP beneficiaries due (4302) 
March 23 

2015 
• Physician Compare RTC due (10330) Jan 1 
• MEDPAC HHA payment RTC due (3131) Jan 1 
• GAO IPAB RTC due July 1 
• GAO interim HVBP RTC due (3001) Oct 1 

2016 
• HHS HVBP RTC due (3001) Jan 1 
• RTC on Medicaid healthier lifestyles due (4108) Jan 1 
• Final preventive care and obesity· related services available via 

Medicaid RTC due (4004) Jan 1 
• HVBP CAH and hospitals with usmall numbers" demonstration 

RTCs due (3001) Sept 23 
• MEDPAC and MACPAC tort reform alternative payment RTCs due Dec 23 

2017 
• State health home program RTC due (2703) Jan 1 
• GAO final HVBP RTC due (3001) Oct 1 
• Nurse in·hospital training program RTC due (5509) Oct 17 
• Medicaid bundled payment demonstration RTC due (2407) Dec 31 

Appendix C 
ADVISORY BOARDS, COMMISSIONS, COUNCIlS AND COMMITIEES 

• Advisory Boards for State Cooperatives (1322) 
• Appointments made no later than June 23, 2010 
• Terminates by Dec 31, 201 S 

• Independent Payment Advisory Board (lPAB) (3403) 
• IPAB Consumer Advisory Council 

• Advisory Group on Prevention, Health Promotion, and 
Integrative and Public Health (4001) 

• Interagency Pain Research Coordinating Committee (4305) 
• Appointments made no later than March 23,2011 

• National Health Care Workforce Commission (5101) 
• AppOintments made no later than Sept 30, 2010 

• Commission on Key National Indicators (5605) 
• Appointments mode no later than April 22, 2010 

• Patient·Centered Outcomes Research Institute (6301) 
• Appointments mode no later than Sept 23, 2010 
• Clinical Trials Advisory Panel 
• Rare Disease Advisory Panel 
• Standing Methodology Committee for the Instilute 

• Advisory Board on Elder Abuse, Neglect and Exploitation (6703) 
• CLASS Independence Advisory Council (8002) 
• Personal Care Attendant's Workforce Advisory Panel (8002) 

• Appointments mode no later than June 21, 2010 
• Cures Acceleration Network Review Board (10409) 
• Advisory Committee for Young Women's Breast Health 

Awareness Education Campaign (1 0413) 
• Appointments made no later than May 22, 2010 
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LR 467 Select Committee 
Interim Hearing Patient Protection & Affordable Care Act 

October 7,2010 
Comments on Nebraska Health Workforce Data 

Steve Pitkin, Assistant Dean, University of Nebraska Medical Center College of Nursing, Kearney Division 

Introduction 
Thank you for the opportunity to comment. I am Steve Pitkin, Assistant Dean of the UNMC College of 

Nursing located on the University of Nebraska Kearney campus. 

At the September hearing UNMC Asst Dean of Nursing Pamela Bataillon and Dr. Thomas Tape of General 
Medicine addressed the Primary Care workforce demographics, distribution, supply and demand, and aging of 
providers; the need to develop innovative approaches for educating primary care providers who can use a team 
approach in providing care; and the need for development of a multifaceted state wide approach to workforce 
development, recruitment and retention efforts which involves public a private partnership to ensures an 
adequate health workforce in Nebraska. 

Predicting where the health workforce shortages will be in the state is essentiaJ-to planning for how to 
meet that shortage. We have tools available in the state to collect the data, but they n'eed to interact more to 
generate information useful to address the shortages. 

Current Nebraska Health Workforce Efforts 
Currently three groups - UNMC Health Professions Tracking Service (HPTS), Nebraska Department of 

Health & Human Services Licensing Information System (DHHS), and The Nebraska Center for Nursing (CPN) -
coflect and make available health workforce data with varying levels of detail, delivery modes, and analysis. The 
data collected and reported by each group is important but is not sufficient to support a statewide approach to 
workforce development, recruitment, retention, and educational pipeline. 

UNMC Health Professions Tracking Service 
The Health Tracking Center produces a Directory of Healthcare Resources every two years (See 

Appendix A for the information provided in the directory). In addition HPTS provides summary data and charts 
for selected topics, customized reports, market share assessments!, professional profiles, statistical summaries, 
county and community directories, and Geographical mapping analysis. 

Nebraska Department of Health & Human Services licensing Information System 
The State of Nebraska licensure database is protected by a secure firewall, updated nightly to reflect any 

changes, and provides web accessible "read only" information for credentialed persons, health care facilities and 
services and child care programs. 

Lists of health related occupations and professions, health care facilities and services may be purchased 
on line for a fee (https://www.nebraska.gov/hhsjlistsj). The data is provided as a "cvs" file and contains License 
#, Prefix, First Name, Middle Name, Last Name, Suffix, Entity Name, License Type, Address, City, State, Zip Code, 
County, Telephone #, License Status, Issue Date, and Expiration Date. 

The Nebraska Center for Nursing 
The Nebraska Center for Nursing was created by the legislature to address the nursing shortage. Since 

its inception the Center has created a nursing supply and demand model, published annual reports, fact sheets, 

employer vacancy reports, LPN workforce reports, and RN workforce reports all of which are available on its 

website http://www.center4nursing.com/. 
License Renewal Notices and Workforce Surveys are mailed to each RN and LPN licensed by the State of 

Nebraska. RNs and LPNs may renew their license and complete workforce surveys online or by US mail. Greater 
numbers of RNs and LPNs are renewing their license and completing their surveys online thus decreasing the 
amount of clerical time required to get the data into the two databases. The responses to the Registered 
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Nursing Workforce Survey and the LPN Workforce Survey are merged by license number with preexisting 

demographic data pertaining to each registered nurse and licensed practical nurse in Nebraska Department of 

Health and Human Services database. RN and LPN Biannual Workforce Reports have been generated and posted 

on the Centers web site since 2001 to the present. 
The Center for N~rsing has begun to code its data so the data can be reported on its website using Cloud 

(GIS) Geographic Information System technology. Using this no cost GIS technology option will allow anyone to 
graphically represent multiple layers of data to plan workforce needs and demand. .. 

The tracking data and data analysis reports have been used by a variety of nursing stakeholders to 
address workforce issues and inform public policy concerns. Stakeholders have reduced the nursing shortage 

by: 

• Increasing the number of students admitted to and graduating from Nebraska Nursing programs. 

• Increasing the number of graduate programs that prepare students to become nursing faculty at both 
the Master and doctoriallevel. 

• Increasing the number of students prepared to practice as Advanced Practice Registered Nurses (APRN) 

• Improving or added infrastructure that supports the education of nursing students at all levels. 

Educating the Health Workforce 
Multiple national reports have identified the need to transform health workforce students' education. 

UNMC students' abilities and opportunities to be effective practitioners in the health care delivery system have 
been enhanced by responding to these reports. UNMC's response to the national reports includes: 

• Revising College and Schools curriculums. 

• Incorporating learner centered teaching strategies and delivery modes to educate students. 

• Providing students with interprofessionallearning experiences. 

• Opening a College of Public Health, Sorrell Center for Health Science Education, and College of Nursing 
Center for Nursing Science . . 

• Entering into a public private partnership involving citizens of Nebraska's Northeast region, Northeast 
Community College, UNMC College of Nursing, and Faith Regional Medical Center in Norfolk. Through 
the partnership a facility was built to house an innovative program that educates nursing students from 
two nursing programs in a rural setting. Now a Northeast region citizen has the opportunity to receive a 
nursing education ranging from Nurses Aide through a Ph. D. while remaining in the region. 

The ACA offers a variety of programs that can assist in increasing the number of nursing faculty and 
nursing workforce. One of the most significant reform efforts in this law for nursing education is the 
reauthorization of the Title VIII Nursing Workforce Development Programs. The Title VIII programs are the 
largest source of federal funding for nursing education and have not been reauthorized since 2002. The law 
includes other opportunities such as the Demonstration Grants for Family Nurse Practitioners to increase Access 
to Quality Primary Care" (Sec. 5316); Programs to expand the Nurse Education, Practice and Retention Grant 
program; Graduate Nurse Education Demonstration (Sec. 5509); and updates the loan amounts for nursing 
students who receive nursing student loan program and the nurse faculty loan program. 

Conclusion 

The tools exist in the state to identify where the nursing workforce shortages are going to occur, but 
there needs to be more interoperability between these entities. The Legislature can assist by making the data 
more accessible so it can be used to better predict where shortages will occur rather thal1 just stored in a 
database. 

Given that students educated in rural settings have a greater rate of remaining in the rural area, 
innovative opportunities to educate health workforce students must be created and funded. 

Recommendations 

• Designate a Health Workforce Development and Tracking function. 
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• Be open to and support efforts to pursue grants, pilot programs and demonstration projects that offer the 
chance to increase the workforce. 

• Authorize acceptance of Federal Health Reform funds for pilot projects that enhance innovative programs 

which educate health work students in rural areas. 

• Use the Northeast Region public-private partnership model to increase the number and educational level of 
health science students in rural areas. 

• Create a centralized Health Workforce database which is populated with data taken from DHHS licensure 
and re-licensure data base and Business/Service licensure. 

• Authorize DHHS to: 
o Provide data to populate and update a Health Workforce Database. 

o Add and link Workforce Surveys to re-licensure applications of key health care personnel (Dentists, 

Pharmacists, Medicine-Osteopathic Physician & Surgeon, Physician, Physician Assistant, Nursing­

APRN, RN & LPN, Occupation Therapy, Physical Therapy, Respiratory Care, ~adiography, Mental 

Health Practice, Social Workers, Audiology/Speech-Language Pathology, and Perfusionist. 
o Add and link Employer Vacancy Reports to Licensure and Re-Licensure applications for Hospitals, 

Health Clinics, Home Health Agencies, Hospice, Long Term Care Facilities, Mental Health Centers, 

Rural Health Clinics, Laboratories, Pharmacies, Nursing Homes, and Substance Abuse Treatment 
Centers. 

o Encourage on line licensure and re licensure for select practitioners and facilities. 
Thank you for the opportunity to comment on Health Workforce Data and Education Issues in Nebraska. 
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Appendix 

Web Sites 

Data Sources .' 

Agency Data Source, . 
HPTS DHHS licensure Data and Annual ~y: of Practitioners & Practice Locations 

DHHS licensing and licensure Renewal of Practitioner & Agencies 

CFN Nursing DHHS Licensing and licensure Renewal of LPN, RN, & APRN 
Additional Survey sent with Renewal of LPN & RN licensure renewal 

Information Collected 

Agency Information Collected 

HPTS Data 

DHHS licensing and licensure Renewal of Practitioner & Agencies 

CFN Nursing DHHS licensing and licensure Renewal of LPN, RN, & APRN 
Additional Survey sent with Renewal of LPN & RN licensure renewal 

Information Delivery Mode 
HPTS DHHS CFN 

Directory published every 2 Years Directories Of Individual Web Site 
Practitioners and Agencies Fact Sheets 
Individual Licensure Data Annual Reports 

RN Workforce Reports 

• LPN Workforce Reports 
Employer Vacancy Reports 
Supply and Demand Model for RNs and 
LPNs 

UNMC Health Professions Tracking Service 
The Health Tracking Center produces a Directory of Healthcare Resources every two years. The directory 
includes: 
Practice location in Nebraska and Western Iowa - Community, State, County, Business Name, Practice Type, 
Street Address, Phone Number, Fax Number, and Associated professional and their respective practicing 
specialties. 
Dental Practice locations in Nebraska - Community, State, County, Business Name, Practice Type, Street 
Address, City, State, Zip Code, Phone Number, Fax Number, and Associated professionals and their respective 
practicing specialties. 
Pharmacies in Nebraska - Community, State, County, Pharmacy Business Name, Street Address, City, State, Zip 
Code, Phone Number, and Fax Number. 
Hospitals In Nebraska and Western Iowa - Community, State, County, Hospital/Health System Name, Street 
Address, City, State, Zip Code, Administrator/CEO, Switchboard Number, Phone Number, Fax Number, Total 
number of licensed Acute, Long-Term, Psychiatric, And Rehabilitation Beds. 
life Care Communities and Homes in Nebraska - Community, State, County, Facility Name, Street Address, 
City, Zip Code Phone Number, Fax Number. 
Professionals - Licensed·Medical and Osteopathic Physicians, Nurse Practitioners, and Physician Assistants in 
Nebraska and Western Iowa Name, Primary Specialty, NPI, Primary Practice Clinic N.ame, Street Address, City, 
State, and Zip Code. 85% compliance. 
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LR 467 Select Committee 
Int~rim Hearing - Patient Protection & Affordable Care Act (ACA) 

October 7, 2010 

.' 
Impact & Opportunities 

Allied Health Practitioners Providing Rural Health Care' 
Danvin Bro\\'n~ PA-C, MPH 

Clinical Coordinator of the Physician Assistant Progranl, UNMC School of Allied Health 

Overview 
Thank you for the opportunity to address the committee. I \vill focus my comments today on the potential 
impacts of the Patient Protection & Affordable Care Act (ACA) on rural health care, with an emphasis on the 
role of the allied health workforce in the delivery of this care. 

The current conditions of rural poverty, a limited rural health workforce-especially of primary care 
providers, an aging population with poorer health status-particularly in rural Nebraska, and disparities in 
minority health outcolnes, create both significant challenges to the delivery of, and the absolute need for, 
accessible, affordable, high quality care to citizens in rural Nebraska. According to a recent report by the 
Rural Policy Research Institute many of the provisions of the Patient Protection & Affordable Care Act may 
serve to promote this outcome. 
(Available at !mlrLL~.~}y'1y':JJill!lC.~g!!/ru.1!Li1!~1!~~h~~Pl~J:;!.1r41~QBJ.Il<!I~fQefQyi?jJ2n'Z'~2_(1S.1l!!!l1!m:YJLQ_Q.8 !Q~pgo 

Rural Nebraska 
Nebraska, like many states, has an aging population and this is particularly true of rural Nebraska. In 2008 
the population over age 65 in the U.S. was 12.8%, while the proportion in rural Nebraska was 16%. In 46 of 
Nebraska's 93 counties, 20% or more of the population is 65, and the population oyer age 65 in Nebraska is 
projected to increase by 61.9% by 2030. Health problems and related consequences from chronic conditions 
increase with age and rural elders pay fewer visits to health care providers even though they have more 
chronic illness. Additionally, the rural minority elderly often lack Medicare supplemental insurance and are 
more likely to report that they cannot afford to see a doctor. Available and affordable care is of particular 
concern for rural Nebraskans. The percentage of rural Nebraska adults (ages 18-65) with no health insurance 
rose from 16% in 2002 to 19% in 2006. 

The provision of the ACA requiring health care coverage for approximately 220,000 uninsured Nebraskans 
starting in 2014 ,;yill improve access to care for Nebraskans, particularly the poor in rural areas. The key 
concern remains, whether there will be sufficient providers to deliver care. The expanding number of 
insured, an aging population requiring chronic disease management, and a renc\ved emphasis on primary 
care will significantly increase the demand for physical therapists, physician assistants, medical nutritionists 
and highly skilled laboratory and imaging technologists. 

Primary Care Definition & Providers 
One strategy for increasing access is to increase primary care providers. These providers are generally 
defined as medical doctors in fanlily practice, general internal medicine, and pediatrics. Federal primary care 
Health Profession Shortage Area (HPSA) designations have not considered mid-level providers, such as 
physician assistants (PAs) and nurse practitioners (NPs) as primary care providers. However, Section 5501 of 
the ACA defines a primary care practitioner as an "individual who is a physician ,vith a primary specialty 
designation of famil)k nledicine, internal medicine, geriatric medicine, or pediatric medicine or a nurse 
practitioner, clinical nurse speCialist, or physician assistant, and for whom primary care services are at least 
60% of the allowed charges in a prior period determined appropriate by the Secretary." 

In many prinlary care practices, the presence of PAs and/or NPs allo\\-s patients with routine health problelns 
to be seen more prolnptly. Nurse Practitioners in primary care in the state gre\v by 9% during the last ten 
years and currently 33% of NPs in Nebraska practice in primary care in almost 60 different counties. The 
number of Physician Assistants in primary care has grown by 4% over the past ten years; 50% of Nebraska 
PAs practice in primary care. The 2007 data identified that PAs and NPs in primary care increased the state's 
primary care workforce by nearly 40%. 
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The inclusion of PAs andNPs as primary care providers is critical for Nebraska to meet the anticipated 
demand for health services, as PAs and NPs often playa significant role in providing primary carc, especially 
in rural areas. Research shows that physician assistants and nurse practitioners, working in collaboration 
with physicians, deliver high quality patient care in a cost-effective manner that result in excellent patient 
outcomes. PAs and NPs also enhance health care coordination, often guiding the day-to-day care of patients. 

Allied llealth Workforce Shortages 
Approximately 60% of the total healthcare workforce is comprised of health professionals In allied health 
fields. The UNMC School of Allied Health Professions (SAHP) comprises II educational programs. 
Workforce shortages exist throughout all of these professions. According to the Bureau of Labor Statistics of 
the U.S. Departnlent of Labor, projected increases in workforce demand over the ten year period 2008-2018 
for the II UNMC professions range, from a low of 9% for dieticians to a high of 39% for physician 
assistants, with increased demand for the majority of these eleven professions projected in the high teens. 
Relative to these national workforce predictions \ve need more detailed \vorkforce data on allied health 
professionals in Nebraska to understand more accurately the characteristics and geographic distribution of 
the allied health workforce and where specific needs exist. 

We do know that 100/0-20% of allied health professionals in Nebraska are older than 55 years of age. One 
allied health professiqn, clinical laboratory scientists (CLS-formerly called medical technologists), illustrates 
the significant problem with an aging workforce. The median age of CLS is 49.2 years. In the next 5 years, 
13 % of the baccalaureate laboratory professionals will retire. In the next ten years, 25 % of the workforce will 
be eligible to retire. Currently, only 2 laboratory professionals enter the field for every 7 that retire. When 
approximately 70% of clinical decisions are based on laboratory results, a shortage of laboratory 
professionals could have a significant impact on the quality and timeliness of patient care. 

Interprofessional Education & Key Competencies 
Interprofessional education (IPE) is part of the solution to these workforce shortages. Interprofessional 
education is defined as students from two or more professions learning together \vith the goal of promoting 
collaborative practice. IPE has been shown to increase a student's understanding of systems thinking and 
quality improvement processes, improve professional relationships and identity, and increase collaborative 
teamwork. Improving teamwork is perhaps the most beneficial outcome, given that the root cause of 
approximately 70% of nledical errors can be attributed to poor communication and problems \vith 
coordination betvveen team members. 

~n fact, the 2002 Institute of Medicine (10M) Committee on the Health Professions Education recommended 
that '~all health professionals should be educated to deliver patient-centered care as melllbers of an 
interdisciplinary team, emphasizing evidence-based practice, quality improvement approaches, and 
informatiCS." These five core competencies are applicable to all health professionals in all areas of practice. 
In an effort to improve care for the aging population, the Anlerican Society of Geriatrics has also identified 
competencies for health profession disciplines participating in the care of older adults. 

Conclusions and Recommendations 
Nebraska has a number of existing programs that can help address the workfor~e shortages. The federal 
health reform law offers the opportunity to expand some of these programs. \Ve also anticipate that there 
may be opportunities for pilot programs and demonstration programs that could benefit Nebraska. As the 
opportunities for pilots and demonstration programs are announced UNMC anticipates exploring new 
alternatives which may include state participation. 

Interprofessional Education holds considerable promise and should be a required pal1 of health professional 
education. UNMC is currently developing and assessing IPE curricula and educational delivery 
methodology. Questions remain about IPE however, and there has been little, if any, federal funding 
currently available for educational outcomes research. It must also be recognized that the intended outcomes 
of IPE "viII likely challenge existing supervisory requirements and reimbursement patterns and these will 
need to be examined to keep pace \vith newly developed delivery models. 
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The ACA provides for the establishment of community-based interdisciplinary" interprofessional teams to 
support prinlary care practices \vithin hospital service areas, as well as establishes the Independence at Home 
Medical Practice Demonstration Programo to test models of care that use physIcian and nurse practitioner 
directed teams to reduce expenditures and improve health outcomes. A nurse practitioner or physician 
assistant may participate in, or lead, a home-based primary care team. l~ebraska will need to develop and 
evaluate new models .. of care to determine jf they deliver lower cost, high quality care. Demonstration 
projects could not only evaluate the effectiveness of various team composition and delivery modcls~ but more 
clearly delineate the roles of PAs and NPs In the delivery and management of primary care .. 

The Rural Health Opportunities Prograln (Rl-IOP) which offers early admission to health profession 
programs for students interested in returning to rural practice has been shovin to be successful model for 
increasing the rural health workforce. RHOP began in 1990 and has produced 323 graduates; 145 or 40% 
have been allied health graduates from UNMC. The range for graduates staying in Nebraska varies by 
program, but has been generally high (Physician Assistant-78%~ PhYSIcal Therapist -73%; Clinical 
Laboratory Scientist-62%; Radiography-73%). Last year the UNMC School of Allied Health increased 
RHOP slots by 70%, but the pipeline is long for these students and the total numbers of participants remains 
relatively small. 

Utilizing rural training sites has also proven to be an effective model for keeping health professions 
graduates in rural communities. For example, the Clinical Laboratory Science program has been training 
students in five Nebraska communities since 1992. Ninety percent of these graduates have taken a first 
position in a rural community. While effective, the number of students placed in rural training sites is smalL 
Exploring incentives to increase the number of rural training sites for all health profession students is critical 
to expanding our workforce shortage issues. 

Increasing enrollment in allied health professions programs is another strategy for addressing workforce 
shortages. Indeed, in 2010 UNMC increased enrollment by 25% in both its physical therapy and physician 
assistant education programs. Recently, the UNMC PA Program received $924,000.00 in federal funding to 
support students pursuing careers as physician assistants from the $30.1 million allocated for the expansion 
of physician assistant training under the ACA. These funds provide student sch91arships and educational 
support. Scholarship and/or loan forgiveness programs for students entering other· allied health professions, 
and/or choosing to practice in selected geographic areas of Nebraska may alsD prove valuable in the 
development of an allied health workforce to serve Nebraska. 

Incentives that support increases in enrollment must be accompanied by commensurate increases in clinical 
training sites as previously noted, as well as faculty. Faculty shortages in the allied health professions 
parallel those in nursing. To effectively increase health care professionals, Nebraska \vill need to examine 
strategies to increase health professions faculty and retain them in Nebraska. 

Degree completion programs are aimed at improving and expanding the skills of the existing workforce~ and 
not primarily at expanding the numbers of workers. Such programs, allow health professionals to remain 
working in their home communities during their education. UNMC currently offers four such distance 
education programs. Expanding these programs, and/or adding programs that facilitate retraining of 
individuals who have left active practice nlay present an opportunity for workforce development. Section 
5205 of ACA does provide scholarships for mid-career allied health professionals to receive additional 
education. 

Finally, the UNMC School of Allied Health Professions; particularly Physical Therapy Education, has had 
success in recruiting non-traditional students from nlral communities; those seeking a second career in health 
care. These students are generally ,veIl-established in their communities and highly motive to return to 
practice. Loan forgiveness and stipends, or other novel incentives could expand this pool of future applicants. 

Thank you for the opportunity to comment and provide some perspective on the ~aIlied health professions. 
The School of Allied Health Professions at UNMC remains highly committed to its primary mission of 
developing an allied health workforce that provides accessible; high quality, affordable care for Nebraska. 
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Interim Hearing- Patient Protection & Affordable Care Act (ACA) 
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Comments on Rural Workforce Issues 
Jeffrey D. Harrison, MD, Assistant Dean for Admissions 

Program Director, Family Medicine Residency 
University of Nebraska Medical Center (UNMC) 

A multi-disciplinary team approach will be needed to provide optimal care for the citizens of the 
state as we look to the next 10-20 years. This report will focus only on the physician workforce 
issues, programs in place and potential solutions facing rural Nebraska. ' 

Issues facing rural Nebraska 
Nebraska's rural population is facing an inevitable shortage of healthcare professionals as 
delineated in the Nebraska Health Workforce Planning Project. While Nebraska's current 
overall provider to population ratio is at the national average, little solace should be taken from 
that fact. The current distribution and demographic of the states rural workforce portend a 
worsening of an already inadequate supply of providers. Facts supporting this assertion 
include: 

• 50 of 93 Nebraska counties are primary care designated Health Profession Shortage 
Areas 

• 15 of 38 frontier counties have no health provider 
• 42% of Nebraska's population lives rural; yet only 28% of MD's, 33% of DO's, 38% of 

PA's, 32% NP's, and 32% of RN's are practicing rural 
• One third of rural physicians are pre-retirement age (32 %

) and have indicated plans to 
retire or leave their current practice in the next 5-10 years. 

The vast majority of Nebraska's practicing physicians are MD's (3402). Given that 28% of 
those are rural providers (952) and that 32% plan to leave practice in the next 10 years we are 
facing a need of 305 physicians just to maintain our current status. 

This projected need for rural physicians comes at a time when it is becoming more difficult to 
produce a rural workforce. There are a number of factors that shape this difficulty. 
Demographic data have consistently shown that the most likely person to practice rural is from 
a rural background, has attended a public institution within the state and has a service 
orientation. The most rapidly declining age demographic in Nebraska's 63 rural counties is the 
19-30 year old age group, the very group that would be replacing the current group of 
providers. This decline in potential rural physicians also occurs at a time when the cost of 
medical education (average graduate has> $150,000) is driving many medical students away 
from primary care and towards the medical specialties where typical compensation is more 
than double that of a primary care provider. 

Why is a primary care based workforce critical for the state of Nebraska? The population 
density arid distances between population centers mandates such a workforce. A typical family 
physician needs a population of 2500 patients per full time practice to be financially viable. A 
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typical general internist would need 3500 patients, a typical obstetrician 10,000 patients, and a 
typical orthopedist 16,000 patients. Those patient population needs coupled with the fact that 
Nebraska has 19 counties with fewer than 2500 people exemplify the financial impracticality of 
a specialty based rural workforce. 

In summary, Nebrask8 must replace more than 300 rural physicians in the next ten years to 
maintain the current physician workforce. This need comes at a time when young adults, who 
are statistically the most likely to practice rural, are the most rapidly declining age demographic 
in the 63 rural counties of the state. This is occurring at a time over rising educational debt 
load and the inevitable movement into higher paying specialties that are not financially 
sustainable in Nebraska's rural areas. 

University of Nebraska Medical Center Programs 
The University of Nebraska Medical Center is addressing these issues.. A number of 
programs exist both with UNMC and in collaboration with Chadron State College, Wayne State 
College and the University of Nebraska-Kearney. These programs and their successes will be 
briefly outlined below. 

Rural Health Opportunities Program (RHOP) 
RHOP is a jointly sponsored program between UNMC, Chadron State College and Wayne 
State College that began in 1990. Selection into the program guarantees admission to UNMC 
pending completion of the required undergraduate curriculum and maintenance of academic 
and professional standards. Applicants are selected while still seniors in high school with 
strong preference given to those from rural communities who express a desire to return to 
those communities as well as demonstrating the academic ability to be successful in the 

• program. The partici'pants in this program are granted full tuition scholarships to ease the 
educational burden of medical education. Wayne State and Chadron State both offer 5 
positions each year. 

The medicine RHOP program has graduated 81 physicians since its inception with 54% 
practicing in rural Nebraska and 75% practicing in Nebraska overall. The only programs 
demonstrating this level of success are those accepting students after matriculation into 
medical school. RHOP also has programs in the allied health professions, pharmacy and 
dentistry with similar results. 

Kearney Health Opportunities Program (KHOP) 
KHOP is a jointly sponsored program between the University of Nebraska Medical Center and 
University of Nebraska Kearney that began in 2008. The impetus for this program was based 
on the success of the RHOP program and the large number of applicants to RHOP from 
central Nebraska. Selection into the program guarantees admission to UNMC pending 
completion of the required undergraduate curriculum and maintenance of academic and 
professional standards. This program has two distinct tracks; a traditional program modeled 
after RHOP and a non-traditional program designed for non-traditional students. 

The traditional track offers 5 positions yearly with the first class starting at Kearney in August 
2010. Like RHOP, the program attempts to select applicants who expre~s a desire to practice 
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in a rural location and have demonstrated the academic ability to achieve success. Selected 
students are granted a full tuition scholarship to ease their educational burden. 

The non-traditional track was implemented in 2008 to address a growing number of applicants 
to the College of Medicine who were already degree holders in a science of healthcare related 
field. This program targets individuals living in rural Nebraska who express the desire to earn 
a medical degree and return to practice in a rural setting. Once selected the student spends 
one to two years at UNK completed an individualized course of pre-requisites that allow them 
to enter the College of Medicine. The overall goal is to shorten the typical 11 years process it 
takes to produce a residency trained physician to 8 years. " 

The ACA offers potential funding opportunities that could benefit the RHOP and KHOP 
programs. 

Advanced Rural Training Program (ARTP) and Primary Care Program (PC) 
The Department of Family Medicine and Department of Internal Medicine have sponsored 
graduated training programs for UNMC senior medical students since 1991. Each program is 
designed to attract senior students interested in rural primary care to use their senior year in 
medical school to gain additional skills and training inside highly regarded residency programs. 
The four year curriculum is designed to provide participants the knowledge, skills and 
confidence needed to be a successful rural primary care physician. 

This program is open to 10 senior students per year. Those selected are granted a tuition 
waiver for the senior year of medical school and given a forgivable loan for living. Completion 
of the program waives the tuition cost and practicing two years as a primary care provider in 
underserved Nebraska forgives the loan. To date there have been 180 program participants 
with 75% practicing in underserved Nebraska communities. 

Rural Training Tracks (RITl . 
In 1992 Nebraska became only the third state in the nation to offer a Rural Training Track in 
Family Medicine. This program, called a 1-2 model, is based on the first year of residency 
education at a core site (Omaha) and the final two years in a rural community. The rationale 
for this type of training is based on the fact that 50% of family physicians practice within 50 
miles of where they do their residency training. The initial Nebraska sites were located in 
Grand Island Kearney. Their success led to the expansion of sites into Scottsbluff and North 
Platte in 1996 and eventually Norfolk in 2000. 

Nebraska's RTT's are the largest network in the nation and recognized as one of the most 
successful. There have been over 72 graduates of the program with 80% practicing in rural 
Nebraska. This program offers 2 positions per year at each site. 

The University of Nebraska Medical Center is recognized as an innovative leader in rural 
medical education. This recognition comes in part from the programs noted previously. 
Should each of these programs be 100% successful in putting physicians into rural Nebraska 
practices, there will still be a shortage based on expected retirements over the next 1 0 years. 
As such, Nebraska will need to be proactive in addressing that expected shortfall. 
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Recommendations to meet the long term needs of the state 
The concept of recruiting students while still in high school, then offering a continuum of 
undergraduate, graduate and post graduate training opportunities is known as a pipeline 
program. Faced with the reality of a shrinking rural population, this type of program offers the 
best hope in maintaining a viable and adequately trained rural workforce as outlined in the 
Nebraska Health Workforce Planning Project (issued by University of Nebraska Medical 
Center in September2009). To achieve success in such a program the following factors will 
need to be in place. 

• Continued collaboration between UNMC, Chadron State College, Wayne State College 
and the University of Nebraska Kearney. 

• Targeted scholarships at UNMC, UNK, Chadron State College and Wayne State 
College that support the education of pre health profession students wishing to practice 
in rural Nebraska. 

• Strong undergraduate science programs at UNK, Chadron State and Wayne State that 
not only prepares the student for success at UNMC, but also attracts the best and 
brightest rural students in the state to those campuses. 

• The continued support for all RHOP and nursing disciplines at all University and state 
college campuses. This report has not focused on the interdisciplinary aspect of 
training; however the likelihood of pre-health profession students returning to a rural 
setting increases when they marry others of a like background. 

• The financial $ility of the College of Medicine to offer advanced programs that help 
. ease the burden of medical education for those students interested in rural practice . 

.. 

• Continued support of loan forgiveness programs for those health providers choosing 
rural and underserved practice locations. 

• Continued support for family medicine residency positions that focus on production of 
rural providers. 

• State support for pilot programs that clarify roles within a multi-disciplinary health team 
and seek to define the best practice models in a rural setting for those teams. 

4 



) 

NEBRASKA 

Appleseed 

Rebecca L Gould 
Executiye Director 

94! 0 Street, Suite 910 
lincoln, NE 68508 
402438.8853 
401438.0163 Fax 
www.neappleseed.org 

Affiliated with Appleseed Foundation. 
Washington, D.C 

A member of Community Services Fund. 
lincoln, NE 

CORE VALUES 

COMMON GROUND 

EQUAL JUSTICE 

October 7, 2010 

Senator Tim Gay 
Chair, Health and Human Services Committee 
Nebraska Legislature 
Room 1402, State Capitol 
Lincoln, NE 68509 

Re: LR 467 - Implementation of the Affordable Care Act 

Dear Chairman Gay and LR 467 Committee Metnbers: 

::v La> 

My name is Jennifer Carter and I am the Director of Public Policy and the Health 
Care Access Program at Nebraska Appleseed. Appleseed is a non-profit, non­
partisan legal advocacy organization that works for equal justice and full 
opportunity for all Nebraskans. Our Health Care Access Program is dedicated to 
ensuring access to quality, affordable health care for all Nebraskans. For the last 
two years we have had the opportunity to work on the passage of the Patient 
Protection and Affordable Care Act and now its implementation. 

We are very grateful to this Committee for dedicating so much time to this interirp. 
study and for the careful and serious examination of what implementation of the 
Affordable Care Act will entail. The testimony this Committee has received thus 
far makes clear that there is much work to be done and many serious decisions to 
be made that will significantly impact how Nebraskans access coverage, the quality 
of information they received about coverage, and how they will be able to afford 
coverage. We agree with many previous testifiers that the creation and 
implementation of an Exchange is the key part of implementation. For Appleseed 
and its low-income constituents, the expansion of Medicaid ~nd its seamless 
operation with the Exchange is equally important. But, for either of those 
endeavors to be successful, it is critical that stakeholders from across the state and 
from a variety of perspectives help to lead and inform the implementation of 
reform. 

Stakeholder Input 
'The goal of the Affordable Care Act was to provide more accessible and affordable 
health care coverage. It does this in a variety of ways and with a variety of 
approaches, but the ultimate goal \vas to create a better and more just health care 
system for every American as patient and consun1er. That goal can be easily 
thwarted if not all the stakeholders have an equal seat at the table. It is imperative 
that ample and consistent consumer input be part of this process. 

For example, the Exchange has been referred to as an on-line market, compared 
occasionally to Travelocity. But that is only one way to structure and exchange and 
there needs to be an examination of whether that is the best Exchange structure 
for Nebraskans. Many rural and low-income Nebraskans may not have easy access 
to the internet and persons with disabilities may have even more significant 
challenges using an on-line system. IvIoreover, any Nebraskan n1ight need help 
navigating this ne\v system and understanding the information presented, so 



deciding if and how a person might find assistance will be important. Consumers and advocates can 
be helpful in fmding creative ways to address these concerns. 

These LR 467 hearings have demonstrated that there is a clear need for an ongoing working group 
or task force that brings together representatives from as many key stakeholder groups as possible 
and ensures that there is consumer input into the implementation process. Any task force should 
represent the Legislature, the relevant state agencies, businesses Qarge and small from varying 
viewpoints), the insurance industry, rural Nebraskans, and a variety of consumers and their 
advocates -low-income Nebraskans, persons with disabilities, and seniors for example. While we 
are pleased that the Department of Insurance included in its state planning grant the opportunity for 
public hearings, there needs to be more consistent input from stakeholders over the course of the 
next several years as decisions are made, both large and small, that will have a significant impact 011 

consumer access. The law provides the opportunity for us to work together, plan to get this right 
and implement this law in a way that works best for Nebraskans. That cannot be done with a few 
public hearings, state agencies working separately, and consumers rarely being heard. A central hub 
for collaboration will offer the best way to maximize the opportunities under implementation and 
craft a system that works as well for someone in Alliance as it does in Omaha, and is as accessible to 
someone with means as it is for a person with low-income or a disability. 

Eighteen other states and the Virgin Islands have created task forces or working groups to lead the 
implementation. Some states have already issued preliminary reports outlining the goals of 
implementation. We strongly encourage the members of this Committee to bring legislation to 
create such a working group with meaningful consumer representation that will work together over 
the course of the next several years while reform is implemented. 

Medicaid 
Medicaid provides critical access to health care for our most vulnerable families and has been 
designed to deal with a population that can have particular needs and challenges in a way that is 
more cost effective then serving those falnilies through the Exchange or private market. It makes 
sense then that the Affordable Care Act uses that existing infrastructure as the foundation of 
coverage for our lowest income individuals and families. 

1be ACA expands coverage to individuals up to 133% of the Federal Poverty level and most 
significantly, will make childless adults eligible for coverage. This expansion will help thousands of 
Nebraskans, including parents who are not eligible today because Nebraska's eligibility level for 
adults is so low (approximately 47% FPL). Education and accessibility will be the cornerstones of a 
successful expansion. Nebraskans \vill need to know this program is available and how to apply. 
The Exchange will be one of the best places for this information as states will be required to 
determine Medicaid eligibility through the Exchange. 

Much has been made of the potential costs of the Nleclicaid expansion. The numerous fla\vs in the 
analysis by :tvlilliman have been detailed repeatedly, including vastly overestimating the number of 
newly eligible Nebraskans who will participate in the program, overestimating costs per enrollee, 
assigning costs for provisions that are not in the la\v, and failing to account for the significant 
savings that will result to the state. We understand that Director Chaumont has indicated that the 
report is in part a "worst case scenario." But even the mid-range estimates are unrealistic. Ivlore 
importantly, the Administration and the Department are not using these numbers as outside 
estimates, but are asking Legislators and others to accept these significantly flawed numbers 
\vholesale and use them as a basis for serious policy decisions. 



/ 

More realistic estimates approximate the cost to be 1.5 - 2.2% more than the state would othenvise 
have spent on Medicaid itl the absence of reform. This is an important point to remember. Regardless of 
reform, the lVIedicaid program would have continued to cover our lowest income parents and 
children and aged, blind, and disabled Nebraskans. It is likely that \vithout reform, the number of 
participants \vould have increased due to increasing numbers of uninsured. 

With refornl, the state gets a host of benefits in return for the expansion. 'The expansion is fully 
funded until 2017 and will not cost the state more than 5% over the next 10 years. For this small 
investment, the state receives over $2 billion (by the state's o\vn estimates from December 2009) of 
federal dollars into our local economies. Over 80,000 Nebraskans are estimated to gain access to 
health care. And the amount of uncompensated care will go down, relieving both providers and 
consumers who bear the burden of that cost shift. 

The Affordable Care Act also provides opportunities to reorganize our program to be more 
efficient. Next year the state will have the opportunity to receive a 90% match rate for 
implementing a nledical home model and chronic care management for enrollees with at least two 
chronic conditions. Several new demonstration projects are also available to the states, most starting 
in 2012. 

We recognize that the Affordable Care Act is not perfect and we can work to improve it. But, it i~ a 
good law that will provide needed access to health care to thousands of Nebraskans. It is an 
opportunity, if done right, to strengthen, literally and figuratively, our communities and our state's 
greatest resource, its people. . 

Once again, we thank the LR 467 Committee for their careful attention to this matter. We hope this 
is just the beginning of a long and productive dialogue. 

Sincerely, 

rte 
ctor, Public Policy and the Health Care Access Program 



Health and I-Iulnan Service COlnnlittee 
Nebraska Legislature 
Hearing on fleal thcare Refoml 
October 7, 2010 

Members of the IIealth and 11unlan Services Committee: 

My nanle is Topher Hansen. I an1 the Executive Director of CenterPointe and a member 
of the Nebraska Association of Behavioral Healthcare Organizations (NABHO). laIn 
here today to talk about the irnpact healthcare refolm \vill have on behavioral healthcare 
issues in Nebraska. 

Healthcare refonn will help coverage for mental health and substance use issues achieve 
parity with coverage for other healthcare issues. This will be achieved in a number of 
ways. 

1) Insurance policies cannot be denied based on pre-existing conditions; 
2) Mandatory renewal of policies; 
3) The elimination of annual and lifetime limits; 

All of these changes should benefit people with any chronic illness, not just mental health 
or substance issues. 

Because it is not unusual for people with chronic, untreated behavioral health issues to be 
uninsured, there are two ways the law will make insurance available to people that are 
currentI y uninsured. 

1) Medicaid will expand to 133% of poverty; 
2) State-based purchasing pools known as insurance exchanges. These insurance 

products must meet certain requirements and offer "essential health benefits." 
Here, the legislation stipulates that for both Medicaid and the "essential health 
benefits", that services for mental health and substance use conditions must be 
included and further, that the requirements of the federal Mental Health Parity and 
Addiction Equity Act must be met. 

Giving care to any chronic condition as early as possible helps improve long tenn 
outconles and reduces unnecessary costs fronl lack of care. This should be true for 
individuals needing behavioral health services as well as those individuals with other 
chronic health conditions. 

Thank you. 

Respectfully submitted, 

T opher Hansen, JD 
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Senator Gay and members of the Committee, I am Joni Cover, Executive Vice President of the 
Nebraska Pharmacists Association. Thank you for allowing me to share with you information 
from the pharmacists perspective about Health Care Reform and the Affordable Care Act. 

Over the past few weeks, you have been given an enormous amount of information about various 
aspects of the health care reform legislation. In addition, you've heard that much of the detail of 
the reform legislation is yet to be determined. Pharmacy is no exception to that "to be 
determined" category. Much of what I want to share with you today is about the opportunities for 
phannacy in the legislation, and opportunities the Nebraska Legislature should consider for 
programs to improve health outcomes and increase cost savings. 

According to an article published in the Journal of the American Pharmacists Association, 
improper medication use costs our nation approximately $177 billion a year. Pharmacists­
provided MTM services,..., where pharmacists. coach patient to help them get the maximum 

. benefit from their medications......, can improve health outcomes and reduce overall health care 
costs. 

In the Health Care Reform legislation, several bipartisan provisions were included to establish 
pilot programs focusing on disease state management, including medication therapy management 
or MTM. Pharmacists are uniquely positioned to advance the two central health care goals of 
improving quality care and reducing costs. While most people's experience at the pharmacy 
consists of simply receiving their medicines and occasionally asking questions, pharmacists are 
trained to do far more for patients, particularly regarding MTM and Medication Reconciliation. 

MTM Services include: 
• Formulating a medication treatment plan 
• Monitoring and evaluating the patient's response to therapy 
• Performing a comprehensive medication review to identify, resolve and prevent 

medication related problems, and 
• Coordinating and integrating MTM services within the broader health care 

management services being provided ~o the patient. 

Medication Reconciliation: Patients admitted to a hospital commonly receive new or 
have changes made to their existing medications. As a result, the new medication 
regimen prescribed at the time of discharge may inadvertently omit needed medications 
that patients have been receiving for some time. Alternatively, new medications may 

6221 South 58th Street, Suite A Lincoln, Nebraska 68516 office: 402.420.1500 fax: 402.420.1406 
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unintentionally duplicate existing medications. For example, a physician might prescribe 
a calcium channel blocker to a patient who has hypertension but is already taking another 

medication from the same drug class. Medication reconciliation refers to the process of 
avoiding such inadvertent inconsistencies across transitions in care by reviewing the patient's 
complete medication regimen at the time of admission, transfer, and discharge and comparing it 
with the regimen being considered for the new setting of care. 

MTM keeps patients with chronic illnesses out of the hospital, keeps the elderly out of the 
nursing homes, and keeps employees productive -- results that reduce the highest costs in the 
system while greatly expanding access to care and improving the quality of life for patients. 
Opening up the system by removing impediments to MTM by phannacists accomplishes both 
goals at the same time. There are several examples of successful public and private sector 
programs have demonstrated the improved health outcomes and reduced overall health care costs 
from MTM services -- such as the Ashville Project and the Diabetes Ten City Challenge. The 
Affordable Care Act included the following provisions: 

• Medication Therapy Management(MTM) Delivery Programs 
o Establish grant programs for pharmacist-provided MTM services to increase 

patient access to pharmacist clinical services thereby improving the quality of 
care and reducing overall costs in the treatment of individuals with chronic 
illness. . 

• Improving Current MTM Programs in Medicare Part D 
o Improve current MTM programs that were established in the Medicare 

Modernization Act of 2003. The ACA requires Medicare Part D plans to offer a 
minimum set of MTM services to certain targeted beneficiaries. 

o Establish a care coordination and management performance bonus program for 
Medicare Advantage plans that includes programs with a focus on patient 
education and self-management of health conditions. MTM programs more robust 
than Medicare Part D MTM programs are eligible. 

• Including Pharmacists and Pharmacist-Related Services in Integrated Care Models 
o Establish an Independence at Home demonstration program that includes 

pharmacists on the team of health care providers. 
o Establish a program to provide grants to establish community-based 

interdisciplinary teams that support pharmacy care provider access to pharmacist­
delivered medication management services, including medication reconciliation. 
ie: Medical Home 

• Including Pharmacists andlor Pharmacist-Related Services in Transitional Care Models 
o Establish a community-based care transition program to provide high-risk 

Medicare beneficiaries transitional care interventions, which may include 
conducting comprehensive medication review and management; 

o Establish a national pilot program for integrated care during an episode of care 
provided to a beneficiary around a hospitalization. A payment methodology tested 
under this program shall include compensation for providing applicable services 
such as medication reconciliation. 



Each of these provisions highlights the importance of including pharmacists in the health care 
team and the valuable medication expertise pharmacists provide to patients in various point of 
care settings. We know because of the studies, pilot programs, and MTM successes that when 
patients utilize their medications properly, managed by pharmacists working collaboratively with 
physicians, health outcomes are improved. And, paying pharnlacists for their expertise in 
medication management saves money. 

Currently, there are several state Medicaid programs that have initiated pharmacist disease 
management programs which pay pharmacists for their MTM services which has ultimately 
saved money for the Medicaid programs. Many private payors, self-funded insurance plans and 
state-employee plans have initiated successful programs similar to those outlined in the 
Affordable Care Act. 

Health Information Technology will also have a huge impact on care coordination in the Health 
Care Reform implementation. ePrescribing has been touted as a way to streamline prescribing, 
reduce errors, and save the prescribers and pharmacists time in their daily work-flow. The reality . 
is that it has created new errors, is costly for pharmacies to adopt (pharmacies pay for the 
transaction fees for receiving electronic prescriptions while physicians are incentivized to adopt 
eprescribing), and often frustrating for physicians when the process does not work seamlessly. 
Additionally, pharmacists must be able to access patient electronic medical records to properly 
and safely implement MTM programs, provide medication reconciliation services, and to 
manage medication adherence and disease management for their patients. 

Pharmacists in Nebraska are perfectly situated as the most accessible healthcare provider to 
improve the health of their patients with the implementation of MTM and disease management 
programs. Saving money and improving health outcomes -- meeting the goal of health care 
refonn. 

Thank you for the opportunity to comment. 



Our Nation's Medication Use Problem 
Medications are the first line of defense and have been proven to be our most important weapon in 
the fight against all disease, including chronic diseases such as diabetes and coronary heart disease. 
Unfortunately, improper medication use has been estimated to cost our nation $177 billion annually in 
total direct and indirect healthcare costs. l Poor adherence to medications causes approximately 125,000 
deaths each year, and costs at least $75.6 billion annually.2 

Pharmacists' medication expertise is often required for patients to fully optimize their medication therapy. 
Several public and private sector programs such as the Asheville Project, the Diabetes Ten City Challenge, 
and the Veterans Administration have effectively utilized pharmacist clinical services in collaborative care 
models. 

Every dollar spent on pharmacists' patient care services 
realizes health care savings of $16.70.3 

Minnesota MTM Care Program: estimated annual cost savings amount of $403.30 per patient for MN 
adults achieving the "optimal care" benchmark for diabetes. Even though· a cause and effect relationship 
cannot be firmly established, potential annual cost savings among the 41 medication therapy management 
services (MTMS) recipients with diabetes achieving optimal care would be $15,325.4 Pharmacist-provided 
MTMS decreased health care costs from $11,965 to $8,197 per patient per year.5 . 

. Diabetes Ten City Challenge (DTCC): average total health care costs were reduced annually' 
by $1,079 per patient compared to projected costs if the DTCC had not been implemented; 
improvements in key clinical measures, including A1C, cholesterol and blood pressure; increases in 
preventive care measures,. including the number of people with current influenza vaccinations, eye 
exams and foot exams.6 

Department of Veterans Affairs (VA): by extrapolating the average salary data for pharmacist, 
the VA expects to see an annual $368,000 in savings from each pharmacist by providing clinical 
pharmacy services.? 

Ambulatory Care Settings: annual savings attributable to pharmacists include $3.5 billion in 
8 

hospital cost avoidance by coordinating medications from multiple prescribers. 

Anticoagulation Clinic: annual savings attributable to pharmacists include more than $1,600 
in direct health care costs per patient at a pharmacist-run anticoagulation clinic, compared to. usual 
medical care.9 

Bene6t-to-Cost Ratio: a systematic literature search was conducted to identify published economic 
evaluations of pharmacist clinical services. Among studies reporting data necessary to determine 
a benefit-to-cost ratio (n::::15), the pooled median value was 4.81:1-meaning that for every $1 
invested in pharmacist clinical services, $4.81 was achieved in reduced costs or other economic 
benefits. 10 

1. Ernst FR. Grizzle AJ. Drug-related morbidiry and mortality: updating the cost-of-illness model. JAm Pharm Assoc. 200 1 ;41: 192-9 
2. Ohio State Universiry. hrtp:llresearchnews.osu.edularchivelnocomply.htm. Accessed July 1,2009 
3. Schumock GT, Meek PD. Ploetz PA. Vermeulen LC. Economic evaluations of clinical pharmacy service - 1988-1995. Pharmacother 1996; 16: 1188-208 
4. EY.duacing Effectiveness of the Minnesota Medication Therapy Mana.~ment Care Program accessed September 11,2009 at hup:llarchive.leg.state.mn.usl docs/2000/mandatedl080113.pdf 
5. !sew Bj, Schondelmeyer SW, Artz MB, Lenarz LA. Heaton AH. Wadd WH. et aL Clinical and economic outcomes of medicacion therapy management services: the Minnesota experience. JAm Pharm 

As.;oc 2008;48(2):203-211 

6. Diabetes Ten City Challenge: Final economic and clinical &.sults. JAm Pharm Assoc. 2009;49:e52-e60 
7. Schumock ~T. Buder M6. Meek PD. Vermeukn LC. Arondeker BY, Bauman JL. Evidence of the Economic Benefit of Clinical Pharmacy Serices: 1996-2000 Pharmactherapy 2003; 23(1): 113-132 
8. Perez. A. Hoffman JM. Meek PD. Touchette DR. Vermeulen Le. et al. Ecomomic Evaluation of Clinical Pharmacy Services 2001-2005. Pharmacotherapy 2008:28(11 ):285e-323e at http://www.accp. 

comldocslposicionsiwhitePapers/EconEY.dClinPharmSvcsFmalkjsedit-grs.pdf 
9. Persdl SO. Osborn CY, Richard R. et al. Limited health literacy is a barrie. to medication reconciliation in ambulatory care .. J Gen Intern Me<!. 2007; 22:1523-6 
10. Chiquette E, Amato MB. Bussey HI. Comparison of an anticoagulation clinic with usual medical care: ancicoaguJation control. patient outcomes, and health care costs.Arch Intern Med. 

1998;158: 1641-77 



Institute of Medicine (10M): " ... because of the immense variety and complexity of medications now 
available ... the pharmacist has become an essential resource ... and thus access to his or her expertise must be 
possible at all times." 1 

Centers for Medicare and Medicaid Services (CMS): " ... we believe that MTMP [medication therapy 
management programs] must evolve 'and become a cornerstone of the Medicare Prescription Drug 
Benefit."2 More recently, CMS stated that in their ongoing attempt "to maximize access to MTM", that the 
Agency wants to "raise the level of the MTM interventions offered to positively impact medication use."3 

Agency for Healthcare Research and Quality (AHRQ): Agency for Healthcare Research and Quality 
(AHRQ): (' ... pharmacists were most likely to prevent the errors from reaching the patients (40 percent of 
intercepted medication errors), while physicians and patients were almost equally likely to intercept the 
medication error (19 percent and 17 percent of intercepted errors, respectively)."4 

Medicare Payment Advisory Commission (MedPAC): Medicare Payment Advisory Commission 
(MedPAC): « ••• a Medicare n1edical home would be responsible for monitoring its patients~ medications. 
Medical homes should conduct periodic reviews of a patient's regular medications in addition to reviews 
immediately after an acute event, such as a hospitalization ... Ideally, these medicati~n reviews would be 
coordinated with a pharmacist."5 

George Halverson, Chairman and CEO of-Kaiser Foundation Health Plan, Inc. and Kaiser 
Foundation Hospitals: "We ... had teams of nurses, caregivers, and pharmacists actually, because 
pharmacists are the most underutilized resource in health care; use[d] pharmacists to help advise if patients 
were not taking the drug, what the right drug would be, and the result of that was 730/0 reduction in deaths 
for heart disease and coronary heart disease for the entire heart population that we have in Colorado."6 

Kendall Powell, Chairman and CEO of General Mills: "No one understands these medications. They are 
too complex. We have white collar, professional, highly educated people at General Mills who do not know 
how to follow their meds. And so what we're doing now - again on this prevention tact - is we're sitting 
them down with a pharmacist. For as long as they need to, to understand what they're taking, why, the 
consequences of withdrawal, all the interactions. And again it makes a huge difference in the management 
of chronic disease."7 

New York Times: '~t this point in the health reform process, it's all about the numbers. While the 
Congressional Budget Office has begun to score health reform proposals to help calculate the price tag for 
reform, it hasn't scored the potential savings to the federal government of chronic disease prevention-and 
management programs. It's admittedly difficult to quantify the long-term impact of prevention initiatives, 
but we are seeing more and more evidence from smaller-scale programs like the Ten City Challenge of the 
potential economic impact of such coordinated approaches. We believe such programs are critical long-term. 
investments that will help bend the curve and also improve and save lives."8 

l. Institute of M~dicine. To Err Is Human: Building a Safer Health System. Washington. D.C.: National Academy Press; 2000. 
2. Final CMS Rules Published in Federal Register on January 28. 2005 (70 F R 4280) 
3. CMS 2010 Call Letrer 
4. AHRQ February 2009 Research accessed May 4, 2009 at hrtp:llwww.highperformancepharmacy.com/pdf/case_ srudiesl263.pdf 
5. Medicare Payment Advisory Commission. Report to the Congress: Medicare Coverage of Nonphysician Practitioners. 2002. Available on-line at: hup;lIwww.medpac.gov/publications/ 

congressionaLreporrs/jun02_NonPhysCoverage.pd( 
6. HIMSS09 Keynote Address, accessed May 18.2009 at hctp:llwww.himssconference.org/general/videos.aspx 
7. During a breakout session of (he White House Forum on Health Reform on March 5, 2009. 
8. June 23, 2009 
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State Medicaid Programs Utilizing 
the Services of Pharmacists 

Missouri Medicaid Pharmacy­
Assisted Collaborative Disease 
Management Program. 
In Missouri, pharmacists and primary care providers 
work collaboratively to improve health outcomes and 
reduce lU111ecessary healthcare utilization for certain 
Medicaid recipients. It is estimated that the program 
has helped reduce per capita annual program expen­
ditures by $6,804 and has generated annualized pro­
gram savings of $2.4 million. l 

Minnesota Medication Therapy 
Management Care Program 
A year-long evaluation of Minnesota's MTM program 
found that pharmacists identified and resolved 789 
drug therapy problems in 259 recipients (3.1 drug 
therapy problems per recipient). Inadequate therapy 
(e.g. dose too low for effectiveness, needs additional 
preventive therapy, and noncompliance) represented 
73% of resolved drug therapy problems. 2 

Importantly, the most successful pharmacists in the 
fIrst year of the MTMS program were those with es­
tablished collaborative practice relationships with 
physicians and other primary care providers and were 
also part of an integrated health delivery system. This 
finding is consistent with health care delivery im­
provements advanced in chronic care and the medical 
home model. 

Iowa Medicaid Pharmaceutical 
Case Management (PCM) 
The Iowa peM program provides an opportunity for 
physicians and pharmacists to closely manage the total 
medication regimens of their most complex patients. 

Importantly, Iowa Medicaid compensates pharmacists ' 
and physicians for the additional care associated with 
drug therapy management services. 

The peM program Significantly improved rriedicat.~on.> 
safety and did not measurably affect Medicaid expe~~~~~ ' 
tures. Data suggested that emergency room and outp,~" " 
tient facility utilization may have decreased for patiellt:$ .. , ' 
of pharmacies who adopted PCM most intensely) 

Other State MTM Programs , . . :: -':1: 

The following states have implemented MTM p-rq::>:'. 
grams and pharmacy-assisted disease managem¢nl :: ,: 
programs for Medicaid beneficiaries. ' . . ,.' , 

• Florida (Medicaid Drug Therapy Managemt::r£" .,J(-J,P """ 
Behavioral Health) 

• Iowa (Medicaid Pharmaceutical Case Mun:uJ!e"';;. : 

ment Program) 

• Maryland (P3 Diabetes Disease Management 
gram) 

• Minnesota (Medicaid Medication Therapy 
agement Program) 

• Missouri (Medicaid Pharmacy-Assisted LOj~lal'}Q3~>;,~\:. 

rative Disease Management Program) 

• Mississippi (Medicaid MTM) 

• Ohio (RxEase, Pilot Program, pharmacists pr()?' ~ ; 
vide MTM to patients with chronic diseases suil:,: 
as diabetes, asthma, and cardiovascular disease) 

• Virginia (Virginia Healthy Returns) 

States who utilize the services of pharmacists beyond 
Medicaid: 

• Wyoming Pharm Assist Program 

• Montana PharmAssist Program (has not yet imple­
mented) 

2006 Disease Management Directory & Guidebook,"Phannacist-Led OM Delivers Clinical Fmancial Dividends,pp.7-10,and Missouri 
Medicaid OM Program Shows Positive First-Year Outcomes, pp.583-84. 

2 Evaluating Effectiveness of the Mirmesota Medication.Therapy Management Care Program, Final Report, Submitted December 14, 
2007.(Available at: http://www.dhs.state.mn.us/main/groups/business_partners/documents/pub/dhs 16_140283. pdf (Page 4) 

3 Iowa Medicaid Pharmaceutical Case Management (PCM), Report of the Program evaluation, December 2002, available at: 
http://www.iarx.org/Documents/PCM%20Final%20Rep0rr.1020Executive%20Summary.pdf 
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The second key to lowering healthcare costs is to help people get the right care 
when they do get sick. Early and consistenttreatment can help people better 
manage their chronic diseases. It can also prevent them from getting sicker. 

Intervention: The Pharmacy Care Program 

The City of Asheville partnered with the North Carolina Association of Pharmacists 
(NCAP) to provide a pharmacy care program to demonstrate the value of 
pharmacist-directed case management 

The City offered a wellness program to its employees with diabetes or asthma. For 
employees with diabetes, co pays were waived for disease-related medications and 
supplies for patients who agreed to: 

• Attend diabetes classes . 
• Get lab work every 6 months. 
• Meet with a participating pharmacist once a month for 30 minutes. 

The City paid for all services, including the counseling time of community 
pharmacists. 

Intervention Can Bring Real-Ufe Results. 

John: A Real Story of Results 

John is a 54-year-old business manager who suffers 
from type 2 diabetes and asthma. This is a typical day in 
John's life: 

• He works hard for the City of Asheville. 
• When he isn't managing people at work, he's 

managing his own chronic diseases. 
• He is tired of living two detail-oriented lives. 
• He knows he can take time off from work. But 

he can't take time off from diabetes or asthma. 
• With so many responsibilities, he wishes he 

knew how to handle them more effectively. 
• He's tempted to give up. He's tempted to let the diabetes and asthma take 

their courses . 
.. Maybe giving up would be easier. But John is not a quitter. He decides to 

enroll in the pharmacy care program to see if maybe there is hope. 

Now, 6 months after committing to better lifestyle choices, John is still in the 
pharmacy program. He's a changed man: 

• He attends diabetes education classes. He is relieved that somebody is 
finally managing him for a change. 

• He visits with a pharmacist in the prog ram once a month during his lunch 
break. He receives counseling on how to better deal with his diabetes and 
asthma. 

• He does his part to take care of himself witt:! the education he receives. 
• He regularly checks his blood sugar at home. 
• He has a foot exam every 6 months. 
• His cholesterol has improved. 
• His medical claims have decreased . 
• He feels better. And he uses more of his paid time off for vacations instead 

of sickness. 

Because John is doing his .part, the City of Asheville is paying for his medications. 
He's a believer in better health. 

A Partnership of Success 

Promoting an active partnership with the pharmacist achieved dramatic results for the 
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City of Asheville: 

• Direct costs went down by $2.431 per patient over 5 years. 
• The town realized about $18,000 per patient in annual productivity gains as 

the number of missed work days dropped by half. 1 

• While some costs increased, total healthcare costs decreased. This 
demonstrated the power of effective health management 

• Watch a video to learn more about the City of Asheville and diabetes 
management. 

• Read about how the Ten City Challenge and Pitney Bowes case studies 
address the importance of intervention. 

References: 
1. Cranor C, Bunting BA, Christenson DB. The Ashe-.1He Project Iorg-term clinical and 

economic outcomes of a community pharmacy diabetes care program J Am Pharm Assoc 
2003; 43: 173-184. 
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Case Study: The Diabetes Ten City Challenge 
The Diabetes Ten City Challenge (DTCC} supports participating employers within 10 cities to help 
manage diabetes within their covered populations. The DTCC uses community pharmacists, financial 
incentives, and a self-management tool to help participants with their care plan. 

Economic Evaluation of First-Year Data 

Results of the DTCC have shown the following cost savings: 

• Average total healthcare costs were reduced annually by $1,080 per patient (compared with 
projected costs). 

• Average savings of $593 per patient per year through employer incentives like waived 
copays on diabetes medications and supplies. 

Percent improvement in patients achieving national HEDIS goals: 

• 23% blood glucose (HbA1c <7%). 
• 39% blood pressure «130/80 mmHg). 
• 11 % cholesterol (LDL-C < 1 00 mg/dL). 

Prevention increased: 

• Flu vaccinations from 32% to 65%. 
• Eye exams from 57% to 81%. 
• Foot exams from 34% to 74%. 

Program Components 

• Employers established a voluntary health benefit for employees, dependents, and retirees with 
diabetes. 

• Thirty employers in 10 cities waived copayments for diabetes medications and supplies if 
participants met regularly with a specially trained pharmacist "coach". 

• Pharmacists communicated with physicians after every visit and referred patients to other 
healthcare providers for additional care or education as needed. 

DTCC Personal Trium phs 

- TAMPA BA Y, FL. In the first year of implementing the DTCC as part of the comprehensive health 
management and support programs for employees of the Manatee County Government and the 
Pinellas County Sheriffs Office, the county's cost for diabetes-related hospital admissions dropped 
from $500,000 to around $70,000 and has stayed in that range for three years. 

-DAL TON, GA. This city represents a smaller market with a high percentage of manufacturing jobs. 
The results have been positive with patients receiving one-on-one guidance from health 
professionals. In fact, one participant lost 20 pounds and reduced his HbA1c to 5.8 from an original 
level over 7 during the program. He also used his employers health club membership to swim 
more, and won six medals at the state senior competition. 

-HONOLULU, HI. Personal health and dietary coaching have made a difference in the lives of 
patients in Hawaii. One man in the study noted that "A lot of times you only see a doctor for five 
minutes, you talk briefly and you're out of there. With my pharmacist coach, I am able to sit down, 
talk about what's going on and not feel rushed." After sitting with his coach and learning about the 
high glycemic levels of many traditional Hawaiian foods, this participant lowered his HbA1c level 
from 11 to 6.9 over two years. 

-CUMBERLAND, MD. Western Maryland Health System, a large employer and the only hospital in 
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Allegany County, Maryland, immediately recognized the benefit of joining the DTCG. They 
welcomed the potential savings of the proactive approach_ Cumberland-area study participants 
appreciated the plan as well_ A local pastor and his wife leamed how to manage their diabetes 
together, using blood moniton-ng and exercise_ The pastor dropped 36 pounds and his wife lost 11 . 
And now they're enthusiastically spreading the good news of proactive health management to their 
entire congregation. 

To learn more, go to www.DiabetesTenCityChallenge.com 

The DTCC program was sponsored by the American Pharmacists Association with support from 
GlaxoSmithKline. 

Reference: Journal of the American Pharmacists Association, May/June 2009. Diabetes Ten City Challenge: 
Final economic and clinical results. 

What Is VBHM? I Lower Your Healthcare Costs I Make Benefit Design Work for You I Case Studies I Resources 

This website is funded and developed by GlaxoSmithKline. 
This site is intended for US residents only. 

© 1997-2010 GlaxoSmithKline. All Rights Reserved. 
Legal Notices I Privacy Statement I Contact Us 
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(308) 237-2026 
LR 467, October 7, 2010 

CENTERfor~ 
RURAL AFFAIRS~ ... 

Good Afternoon and thank you to the members of this interim committee for the 
opportunity to speak today. My name is Melissa Florell. I have lived in rural Nebras.ka my entire 
life. I grew up on a farm in northeast Nebraska and now my husband, children, and I farm near 
Kearney. My perspective on health care reform is both personal and professional as I practice as 
a registered nurse. Through talking to friends, family, and my patients, I've realized that our 
nation's health care system is inaccessible to many people, especially those living in rural areas. 
The high cost of health care inhibits economic growth and reinvestment in small busiIlesses, 
including family farms. Farm families are more likely to be uninsured or underinsured than non­
farm families and a staggering number carry medical debt. 

The cost of health insurance continues to rise while benefits decrease, causing hardships 
for many families, including my own. Because I choose to work part-time as a nurse in order to 
complete an advanced nursing degree and playa more active role in our farm operation, I am not 
eligible for health care benefits through my employer. For this reason we purchase insurance on 
the private market. Ourfamily's J?ealth insurance (we are a healthy family of 5) with a $3000 
deductible h~s a monthly premium of over $750. When we reapplied to our insurance company 
a year ago in order to attempt to qualify for a lower premium, my sons who have no chronic 
illnesses were excluded. Health care costs are a monthly conversation in our home, and the 
saddest part is that many farm families struggle even more with health care costs than we do. 

A 2007 survey conducted by The Access Project found that families purchasing health 
insurance on the private market spend $4359 more annually than those receiving insurance 
coverage through their employers. These individual insurance plans only cover an average of 
63% of medical costs, compared to group insurance which covers an average of 75% of costs. 

Agriculture continues to be an integral part of the rural economy and for this economy to 
remain strong quality health insurance must be accessible. These are personal stories, but they 
are not isolated incidents. They are examples of why the current insurance market does not 
provide adequate options for rural residents, especially those who are self-employed. So many 
people I know wait too long to seek care, because they feel they can't afford it, or fear becoming 
uninsurable. 

The Patient Protection and Affordable Care Act supports initial steps to improve access 
to and the availability of health care in our country, including rural Nebraska. In addition to the 
challenge of obtaining adequate and affordable health insurance, rural residents also face a 
critical shortage of primary care providers. Primary care providers offer routine primary care, 
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health promotion and disease prevention, and treat chronic health care conditions- fundamental 
needs of the rural population who are consistently found to have higher incidence of chronic 
illnesses such as arthritis, asthma, heart disease and untreated mental disorders than urban 

residents. The shortage leads to diminished health status and quality of life for rural residents. 
The primary care workforce is composed of physicians, nurse practitioners, physician assistants 
and registered nur~es, and shortages exist in all areas of this workforce. In order to build strong 
rural communities we must invest in all parts of the health care workforce. 

Title V of the PPACA contains provisions with the potential to positively impact the rural 
health care workforce. Rural physician training grant and interdisciplinary community based 
linkages programs are both intended to recruit prospective primary care providers from rural 
areas and support them, financially and academically, in their preparation. Bothprograms 
contain support for Area Health Education Centers (AHECs). AHECs work to adapt national 
initiatives to address local and regional health care issues. They also use community-based 
training to recruit, train, and retain rural health care providers. The health reform law also 
contains provisions supporting the recruitment and retention of registered nurses and advanced 
practice nurses. Registered nurses make up the largest sector of the health care workforce and 
are facing severe, increasing shortages. The law authorizes $338 million dollars for FY 2010 for 
existing and revised title VIII nursing workforce development pro'grams. including advanced 

education grants, nursing workforce diversity grants, and nurse education, quality and retention 
programs. Faculty nurse education is also supported through loan repayment and scholarship 
programs to support increasing capacity for registered nurse programs. Grant programs for 
Nurse Managed Health Clinics, Family Nurse Practitioner training program, and' a demonstration 
project to reimburse hospitals for costs associated with training advance practice nurses 
recognize and support the important contribution these practitioners play in primary care. 

Nebraska's effective implementation of national health care reform can help to ensure 
vibrant, healthy rural communities and the new state-level health insurance Exchange that will be 
created under the Affordable Care Act will serve as a major insurance marketplace when it 
begins 2014. The Exchange will provide many currently un and underinsured Nebraskans with a 
simple way to obtain quality, affordable coverage. ,This is especially true for rural Nebraskans 
who are less likely to have access to health insurance than those in non rural areas. As Nebraska 
policy makers decide how to structure the Health Insurance Exchange, they must consider the 
unique circumstances of rural residents. 

Rural places and their residents are more isolated and this is particularly true of low­
income rural residents who need access to affordable health insurance most. Information about 
the Exchange will be difficult to spread to these populations without a specific emphasis and 
significant resources. 

I am concerned about what seems like the conventional wisdom that the Exchange must 



be web-based to be effective and efficient. This may be true for the largest nUlnber of people 
across the nation, but it is not necessarily true for many rural people in our state. Generally, rural 
people have less access to high speed telecommunications technology. Again, that is particularly 

true for low-income rural residents. A web-based Exchange will leave out a significant portion of 
the rural population and provide less than optimum service for a larger share of the rural 
population. If that is the case, health care reform will accomplish little to address the health 
insurance disparities currently endured by many rural people. 

Small businesses and self-employed individuals make up a substantial percentage of the 
Nebraska's rural population compared to urban areas. Historically these workers have the highest 
likelihood of being uninsured due to the high cost resulting from very small risk pools. The 

Exchange must be structured to insure that rural small businesses can pool their employees with 
other small businesses in order to spread the risk and lower insurance costs. It would also be 
most optimum to create one insurance pool with both small business and individual consumers. 
Regulations should create incentives for states to create one insurance pool, and allow people 
buying in both the individual and the small business pool to be captured in that one insurance 
pool. Such a structure will be extremely beneficial to rural small businesses and their employees 
and families. The opportunity for broader pools will address many of the issues that lead to high . 
rates of uninsurance and underinsurance in rural areas. 



ADVOCATES FOR A 

HEALTHY NEBRASKA 

PH N 
Public Health is Your Health Too 

TO: Senator Tim Gay, Co-chair 
Senator Lavon Heidemann, Co-chair 
Senator Rich PahIs, Co-chair 
Senator Mike Gloor 
Senator Galen Hadley 
Senator Kathy Campbell 
Senator Keith Mello 
Senator Tanya Cook 
Senator Jeremy Nordquist 

From: Kay Oestmann, President 
Public Health Association of Nebraska 

Date: October 7, 2010 

Subject: Patient Protection and Affordable Care Act-Public Health 

Opportunities for Public Health 

'-tJ / ---

1321 SOUTH 3J1H STREET 

LINCOLN, NEBRASKA 68510 
PHONE 402.483.1039 

FAX 402.483.0570 
WWW.PUBLICHEALTHNE.ORG 

The Act provides for expanded and sustained national investment in prevention and public health 
programs authorized by the Public Health Service Act for prevention, wellness, and public health 
activities, including prevention research and health screenings 

Competitive grants will be available for state and local governmental agencies as well as 
community-based organizations. The purpose of the funding will be to reduce chronic disease 
rates, address health disparities, and develop a stronger evidence-base of effective prevention 
programmIng. 

Fiscal Year 2010 Appropriation-$250 million for public health and prevention: 
$44 million for approved but not funded ARRA grants 
$16 million for tobacco cessation activities 
$20 million for primary and behavioral health integration 
$16 million for obesity prevention and fitness 
$20 million for Epidemiology and Lab Capacity state grants 
$50 million for state public health infrastructure ' 
$15 million for public health training centers 
$30 million for HIV I AIDS 
$8 million for public health workforce 
$10 million for Conlmunity and clinical preventive services task forces 
$20 l11illion for surveillance 



Community Transformation Grants (CPPW): 
Reduce chronic disease rates, address health disparities, and develop a stronger evidence base 
of effective prevention programming 
20% of the grants are targeting to rural and frontier areas 
Expand The Communities Putting Prevention to Work (CPPW) program 
Omaha is currently receive funding through this provision 

Healthy Living, Living Well 
Community-based public health interventions include efforts to inlprove nutrition, increase 
physical activity, reduce tobacco use and substance abuse, improve mental health and promote 
healthy lifestyles. 

Major Opportunities: 
Build a system of care that focuses on prevention and primary care 
Develop and expand the field of public health systems and services research. 

Current Health Statistics 
One in 4 Americans has heart disease; one in 3 has high blood pressure. 
Twenty-four million Americans have type 2 diabetes, and another 54 million are pre-diabetic, at 
high risk for developing type 2 diabetes. An estimated 2 million adolescents have pre-diabetes. 

Financial Burden of Specific Diseases 
Percent of US Health Care Costs by Top Diseases that Can Be Impacted by Physical Activity, 
Nutrition, and Smoking 

Health Conditions 

Diabetes, high blood pressure, or 
Combination of the 2 diseases 

Diabetes or high blood pressure who also have 
Heart disease or stroke and/or kidney disease 

Heart disease or stroke and/or kidney disease who 
Do not have diabetes or high blood pressure 

Cancer 

Arthritis 

COPD 

Percent of flealth Care 
Costs in the U. S. 

9.4 percent 

16.0 percent 

6.2 percent 

3.1 percent 

1.1 percent 

2.0 percent 



-' 

Source: Urban Institute calculations using data form the 2003-2005 Medical Expenditure Panel 
Survey (MEPS) 

Impact of funding prevention activities 
(Prevention for a Healthier America- Trust for America Report) 

Annual Intervention cost on Investn1ent at $1 ° per person: $17,470,000 

Savings in medical care costs: 
1-2 years: $35,500,000 
5 years: $18,100,000 

This return on investment represents medical cost savings only and does not include the 
significant gains that could be achieved in worker productivity, reduced absenteeism at work and 
school, and enhanced quality of life. 

Nebraska 
Total Annual Intervention Costs (at $10 per person): $17,470,000 

Nebraska Return on Investment of $1 0 per person: 

Total State Savings 
State Net Savings 
ROI for State 
*In 2004 dollars 

1-2 years 
$35,500,000 

1.04: 1 

5 years 
$119,700,000 

5.86:1 

10-20 years 
$131,500,000 

6.53:1 

Indicative Estimates of State-level Savings by Payer: Proportion of Net Savings for an 
Investment of $10 Per Person 

1-2 years 5 years 10-20 years 

Medicare Net Savings $4,880,000 
(Proportion of net savings) 

$27,600,000 $30,700,000 

Medicaid Net Savings 
(Federal share) $1,040,000 $5,920,000 

(Proportion of net savings) 

Medicaid Net Savings 
(State share) $707,000 $3,990,000 
(Proportion of net savings) 

Private Payer and 
Out of Pocket Net $11,400,000 $64,700,000 
Savings (proportion of net savings) 

$6,600,000 

$4,450,000 

$72,100,000 



* In 2004 Dollars 

*Source: TFAH calculations from preliminary Urban Institute estimates, based on national 
parameters applied to state spending data. 

Conclusion 

Health reform is a journey and not a destination. 

r 
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From: Kay Oestmann [kay@sedhd.org] 

Sent: Wednesday, October 27, 2010 6:23 PM 

To: Sen. Gay, Tim; Sen. Heidemann, Lavon; Sen. Pahls, Rich; Sen. Gloor, Mike; Sen. Hadley, Galen; 
Sen. Campbell, Kathy; Sen. Mello, Heath; Sen. Cook, Tanya; Sen. Nordquist, Jeremy 

Cc: Chaffee, Michelle 

Subject: Info from LR 467 

Senators: 

Reflecting on my comments to the committee during the LR 467 Hearing, I realized some of your questions may 
not have been answered adequately. I have included additional information below. 

Number of local health departments: 

Currently there are 21 Local Health Departments of which 4 represent a single county. (Douglas, 
Lincoln/Lancaster, Scottsbluff, and Dakota) 

A map of the local health departments/ districts is attached. 

Local Health Districts receiving funding from their counties: 

Eight of the departments receive some level of funding from their counties, seven of the departments received 
county funding prior to the implementation of LB 692 (Health Care Cash Fund). 

The legislation (LB 692) stipulated that current funding received by existing health departments could not be 
supplanted. 

Funding received from State General Funds: 

The local health departments/districts receive a total of 1.8 million from the state budget for surveillance 
activities which includes communicable disease investigations such as pertussis (whooping cough), TB, rabies. 
Weekly contacts with schools, hospitals, nursing homes, day cares, and Doctor's offices check on influenza like 
illness. In this way departments are able to predict when the flu is entering their districts enabling them to 
respond and educate their citizens. This funding also assists in follow up of food borne illness and environmental 
illnesses associated with water quality or vectors. Part of the funding assists districts in identifying those factors 
that put their counties at risk so they may approach them through community coalitions and response. 

No other funding is received from state general funds. 

Health Care Cash Fund (Tobacco Settlement): 

The Health Care Funding Act allocates $5.6 million each year for state wide local public health. 

The funds received are separated into two categories: infrastructure and population base. For example, the total 
amount of funding may range from $1,116,935 for the state's largest health district to $168,780 for the smallest 
district. The infrastructure funding assists departments in day to day expenses: such as rent, utilities, and basic 
staffing. Per capita funding is used to assist in the development of programs identified as needs in the community 
assessment. In addition the health departments work in partnership with their local communities to seek other 
funding sources to meet identified public health needs. 
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By statute all health districts report annually on use of the funding to DHHS. A report is compiled by the Division 
of Public Health and submitted to the Legislature. It is available for all Senators on January 1 of each year. 

Patient Protection and Affordable Care Act - Public Health Funding 

At this time none of the ·funds identified for public health have been specifically designated for local public health. 

The funds that have been released to date have designated the state as the only qualified applicant. 

The health directors have met with Dr. Schaefer to offer assistance with grant applications. 

The health directors have also requested the local health departments be allowed to apply for funds in the event 
the state chooses not to pursue a funding opportunity. 

Thank you for your interest in Public Health. 

Please feel free to contact me at any time for additional information. 

Kay Oestmann, President 
Public Health Association of NE (PHAN) 

Kay Oestmann 
Heal th Director 
Southeast District Health Department 
25! 1 Schneider Ave. 
Auburn Ne 68305 
Phone: 402-274-3993 
Toll Free: 877-777-0424 
Website: www.sedhd.org 

This message is intended for the use of the individual or entity it is addressed and 
may contain information that is privileged, confidential and exempt from disclosure 
under applicable law. If the reader of this message is not the intended recipient or 
the employee or agent responsible for delivering this message to the intended 
recipient, you are hereby notified that any dissemination, distribution or 
copying of this communication is strictly prohibited. If you have received this 
communication in error, please notify us immediately by email reply or telephone 
@ 877-777-0424 and immediately delete this message and any attachments. 
Thank You. 
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LOCJ\L t-f EAL1-H DEPARTMENT FACT SHEE-r 
Public Health 
Preve n t. Pro m o t e. Protect. 

• 

• 

Background 

Prior to 2001, the local public health system in 

Nebraska was weak, fragmented, and severely 

underfunded. Local public health departments 

covered only 22 of the state's 93 counties. 

In January 2001, when the Tobacco Master 

Settlement Agreement was issued, Nebraska's 

Legislature passed the Health Care Funding 

Act, LB 692. This legislation assures a 

minimum of $ 50 million in interest per year in 

perpetuityfor use in health-related activities. 

Local public health currently receives only 10% 

of the funds allocated from the Health Care 

Funding Act. 

Operation 

Local health departments are as necessary as 

police, firefighters and medical personnel to 

respond to emergencies and protect the 

community's health and safety. The 

departments are staffed by qualified health 

professionals who apply proven, cost-effective 

methods to prevent disease, promote health 

and prevent public health threats. 

The local health department is the foundation 

of the local public health system that also 

includes local physiCians, hospitals, academia, 

business, media, and other local and state 

governmental agencies. 

• By law, the Health Care Funding Act allocates 

• 

$ 5.6 million each year for statewide local public 

health. This translates into just $3.14 for each 

person living in Nebraska. 

Based on public health need, LB 1060 was 

passed in 2006. This legislation provides 

funding for ongoing disease surveillance, 

communicable disease investigation and 

control, and the development of statewide 

standards for data collection and measurement. 

What Local Health Departments Do 

Local health departments use a systematic 

approach to public health programs and 

services. By Nebraska State Statute local public 

health departments provide: 

Assessment of Community Health 

Status 

Prevention 

Public Health Education 

Environmental Health 

Public Health Nursing 

Screening and Immunizations 

Surveillance and Communicable 

Disease Control 

Preparedness Against Public Health 

Threats 

Public Health Policy 

Local public health priorities are identified as a 

result of each local health department's 

assessment of the community. The 

departments mobilize community partnerships 

and resources to solve health problems. 

Funding Leveraged into Nebraska 

All local health departments are successful in 

leveraging other funds. Federal grant funds are 

being used by local health departments for 

bioterrorism planning, public education efforts 

related to West Nile Virus and the Clean Indoor 

Act, Preventive and Maternal and Child Health 

block grants, and Radon testing. Some 

departments also receive funds from private 

foundations and directly from the Federal 

government. 

Going Forward 

Nebraska's economy is tied to the health of 

everyone in the state. Public health issues such 

as ris i ng obesity rates, cancer, su bstance 

abuse, infectiOUS diseases and exposure to 

environmental hazards can affect young and 

old alike. Nebraska needs strong, effective local 

public health to make positive changes in the 

health of all people in Nebraska. 

FRiENDS OF PUBLIC HEALTH IN NEBRASK.A 

4S2"! Hill Drive Li nco ln , NF 68510 40 2·A89509l 

Friends o.f Public l-/ealth in N2braska is th e advocacy affi//lm' o r the fo/!O!y.ing o/~q.;in/.z:ations .· Tile Pub//("/-l{lci/rh 

/1ssocia tio!7 or Nebraska and tli N t:. braskd A ss(J(iatiorl or l ocal !-Iea/th Directors 
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Nebraska's Network of Local Public Health Departments 
Working Together to Advance the Health of All Nebraskans 

Prevent. Promote. Protect. 

In 2001, Nebraska's Legislature passed LB 692, a historic law that created a statewide local public 

health infrastructure to ensure all people in Nebraska would have access to a local public health 

department. The LB 692 funds were critical in building a local public health system across the state and 

remain vital to addressing ongoing public health needs in local communities. 

Nebraska Local Health Departments 

Legend 
~ Local Health Departments 

that do not Quality for 
LB 692" Funding 

100 .... lIes 
L-______ ~ ______ ~I 

:-LB 69i-p-;;;~;dd~;i~~ -;h~-200i--l 
I Legislative Sess ion and pro-vides t 
~ funds to quallfytng local public ~ 

L~~~~~_~_~~~~.~.~~~~.~._~~~ ._*.~_ .. _* _ ~ __ .J MepCreetedby. 
Puljic Heillih OIS ~~ 

Source " Nebr aska Depanrnert of Heafth and Human Services OHHS CJS 6110 

g~s. 
NEBRASKA 
~~h"""'on~ 
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LR 467 Select Committee 

Interim Hearing - Patient Protection & Affordable Care Act 

October 7, 2010 

Necessary Steps to Correct the Primary Care Workforce Shortage 

Bob Rauner, MD, MPH, FAAFP 

Nebraska Academy of Family Physicians 

One of the most overlooked areas of the Patient Protection and Affordable Care Act is the necessity for 

reducing long term health care costs. There are three initiatives available that have the best evidence for 

both improving health and saving money in the long term: 

1. Improvements in health information technology. 

2. The -patient-centered medical home. 

3. Efforts to decrease the prevalence of obesity and increase physical activity. 

Improvements in health information technotogy are already in the implementation phase with programs 

and incentives created by the HITECH Act. 

The evidence for the benefit of the patient-centered medical home was already discussed in detail by 

Dr. Tom Tape; however it currently has two major obstacles: a decline in the number of medical 

students entering primary care and a payment system that does not provide the incentives necessary to 

encourage the patient-centered medical home. 

The primary care workforce is already below Nebraska's current needs (see attached shortage area 

map) and likely to get worse in the next 10 years given the current age distribution of primary care 

physicians in Nebraska (see attached age distribution). There are several current trends which will 

continue to make this worse: 

1. Current age of the family physician workforce is weighted toward those in their 50's. 

2. Declining numbers of medical students choosing to enter family medicine. 

3. Ageing of the population. 

4. Increasing disease burden of the population due to increasing prevalence of obesity. 

5. Potential expansion of health insurance to the uninsured thereby increasing demand. 

Potential solutions: 

1. Expanded options for loan repayment/tuition forgiveness. 

2. Preferential admission of to medical student based on proven demographic characteristics that 

predict entering primary care. 

3. Set expectations with accountability for UNMC in training an adequate number of primary care 

physicians. 

4. Change the payment structure from flat fee for service to a blended payment model. 



Blended payment is the key for providing the correct incentives to expand the patient-centered medical 

home. This is an essential component of the Nebraska Medicaid Medical Home bill that was passed last 

year. Unfortunately, this will not provide wide spread change until multiple payers become involved. At 

the present time this will only happen in the 2 pilot Medicaid sites because the only payer that has 

shown an interest in being involved is Blue Cross Blue Shield of Nebraska. There is no opportunity for 

this to happen currently because other payers (including the 2 Medicaid managed care providers) have 

so far shown no interest in cooperation with patient-centered medical home efforts. Until this is fixed, it 

will be very difficult to create a market based incentive to encourage a stronger primary care workforce. 

The third potential initiative to both improve health and lower costs are efforts to reduce the prevalence 

of obesity and increase physical activity. Nebraska is ripe for expanded efforts in this area. There are 

numerous promising models that have started in other states. There is also widespread interest at the 

community level. The next necessary ingredient is leadership from the top_ The Nebraska Medical 

Association's Public Health Committee is working on a state plan that we will be pushing in the next few 

months. 

State-Des.ignated Medical Shortage Area 
Fatnily Practice 

Nebraska - 2010 

Legend 
• Facility ~signate.d 
[2J Shortage AJ~a 

Source~. Nebrasila [)epartment of ~atth 8. Human Se-rvioes. 
Offi~ of Rural He-a/"Jl. Last lJj::dated July 2010 

C~raphy: MoniC-3 S~ford. Community ?'.anrnng lrn.i!m. OHHS 
Fer: "Thomas P~T. PCO Director. ~ of .Rural He-alth 

40:2-47 1-2337. m-omas .ralJnef"'@neO;a5k.a.gov. http://>MNw.dhhs.'Oe.go ... 



Age Distribution of Nebraska Family/General Physicians 
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Medical Home 2.0: 
The Present) the Future 

In the Patient Protection and Affordable Care Act of 2010, 

the expansion of patient-centered medical home pilot 

programs is among delivery system reforms intended to 

reduce costs and improve population-based health by 

leveraging clinical information techn:>logies, care teams and 

evidence-based medical guidelines. 

Conceptually. a medical home model makes sense: 

Improved consumer access to primary care health services 

and increased accountability for healthy lifestyles are 

foundational to a reformed health system. For primary care 

clinicians, the current system of volume-based incentives 

limits their ability to appropriately diagnose and adequately 

manage patient care . For consumers, lack of access to 

effective and ctinically accurate diagnostics and therapeu tics 

via primary care is a formula for delayed treatment. overall 

poor health and higher costs. The medical horne model is 

designed to address these issues 

I his is the Deloilte Center for Health Solutions' second 

look at the med ical home. We maintain our suppor! 

for thiS health ca re Innovation and encourage the 

continued explorat ion of operating models and payment 

mecharlisms that optimiZe its results and prOVide a (I !?d r 

path lO Widespread deployment. The stat us quo is not 

sustainable; primary care IS the front door to a tran sformed 

Produced by the Deloitte Center for Health Solutions 

system of care in which multi-diSCiplinary care teams 

share responSibility and risk w ith consumers in managing 

outcomes and costs. The "medical home 2.0" is an 

advancement in the design, delivery and payment for 

health care services that leverag~s emergent characteristics 

of a transformed health system -- shared decision-making 

with patients, multidiSCiplinary teams where all participate 

actively in the continuum of care, incentives for adherence 

to evidence-based practices and cost efficiency and health 

information technologies that equip members of the care 

team and consumers to make appropriate decisions and 

monitor results. 

The medical home 2.0 is a promising and necessary 

Improvement to the U.S. system of health care . It is more 

than a new way to pay primary care physicians; it is a new 

way to deliver improved health ca re in the U.S. 

j.,) ./ /--4 ~ It ~-.--~ 

Paul H. Keckley, Ph .D / 

Executive Director /1 
Deloitte Center for Health Solutions / 

/ 
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In 2007. the four societies re leased the Joint Principles 

oj the Patient-centered Medico; /--/ome, which are 

summar ized in Figure 1 _ 

Figure 1: Summary of Joint Principles of the Patient-centered Medical Home 

Personal physician 

Physician-directed 
medical practice 

"Whole person" orientation 

Integrated and coordinated care 

Quality and safety 

Enhanced access to Cdr2 

Payments that recognize 
prirna ry C2re added Value' 

Patients are assigned to a personal physic!an who provides "first contact. continuous and comprehensive care" 

Personai physician leads all other health care providers in the patient 's care 

Personal physician is responsible for ali of the patient's care, including acute, chronic, preventive and 
end-of-life care 

Care is coordinated across all facil ities through health care technology 

Practice coHaborates with patient and family to define a patient-centered care plan 

Practice uses evidence-based medicine and care pathways 

Practicepedorms continuous quality Improvement by measuringand reporting performance metrics 

Patieritfeedback is incorporated into performance measurement 

Patients and families participate in practice quality Improvement 

Information technology is a foundation of patient care, performance measurement, communication and 
patient education 

Practices afe Ct'rtlflod as patient -centered by non-governmental entitles 

PhysiCkJnS share in sCivl ng~ horn ieduced hcsriltaiizal ions 

PhySiCians receive bonus payments lor att aining predelerrnlr:ed qua lity metric '} 

Patients (a n take ;"Jc)vilntJqf of open SCh(o-:iu li ng , expa nded [1 0tHS and new cornrnur~!( 2. i lon opil()ns Wll h 

ihe pr-1YS !C!an practicE' 

Paymen ts should reflect bot I; phySi(;c'i and non -p i:YSICICl n va lue and Eflcom Jci'S paymen ts for cdl srrVlces, 

<D 20iO DelOlit e DevE'loprneni LLC Ai! 1 11J ht ~ reserved 
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The patient-centered medical home (PCMH) is a way of 

organizing primary care so that patients receive care that is 

coordinated by a primary care' physician (PCP), supported 

by information technologies for se lf-care management, 

delivered by a multi-disciplinary team of allied health 

professionals and adherent to evidelKe-udsed practice 

guidelines. The goal of the PCMH is to deliver continuous, 

accessible, high-quality, patient-oriented primary care. 

The American Academy of Pediatrics (AAP) introduced the 

medical home concept in 1967; more recently (2006), it 

was used in pilot programs for Medicare enrollees. PCMH's 

potential to improve population-based outcomes and 

reduce long-term health care costs has its underpinning in 

the 2010 Patient Protection and Affordable Health Care Act 

(PPACA). where new pilot programs are funded. 

Our previous report! examined medical home models, 

their savings potential and the implications for policy 

makers and key industry stakeholders. In this report. we 

outline the current state of the PCMH under new federal 

hearth reform legislation, review primary results from 

seVEral pilots programs and discuss how PCMHs may 

evolve going forward. 

The PCMH is an innova tive model of primary care delivery 

tha t espouses coord ina tion of cere as a necessary 

replacement for volume-based IncentivE'S rhat [imit PCP 

effect iveness , It IS widely touted by American Academy 

of Fami!y Physic:ans (,L'l.,AFP), f1,I\p, American Osteopathic 

Association (AOA) and the American College of Physicians 

(ACP) as a means of reducing long-term health care costs 

assoCIated with chronic diseases ,: 

Tlt:- r',1ul nf [l ·ti.' PC:i\lI i .j-; rn deliver 
("ont ifH iOUS, ;u,-c'cs,'·;ii.-,ic, 1-1 i,~,h-qu. d j r)l, 

r)(uicnr-·ot-icuted PrIfl}(lry care. 

1 The Medicai Home Disruptive Innovation for c New Primory Core Model, Deloi tte Center for Heanr-! Solutions Available "I hitp:l/v!'NW deiclnt' (om/usJrned:calhom,:, 

2 Joim PrinCiples of rhe Por/enl -centered Medical HomC', Amencan /\caocr() Y of Family Physl(ians, AnWr !C<ln J\cad~rny of PerJlairlC S, Ameri can College of PhYSICian:, and 

,';mencan Ost<'("fN thlc /l..ssoCld!ion, iv12rch 2007, http//wwwacponltne c;rg/ad',o(Jcy/wfierE'_ we_~, .1ndJrned l(,J I)",orne/ iJ pprlJvE'_ iP,pdf A(CeS~ fd June 20 10. 
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The "patient-centered medIcal home" is referenced 19 

times In PPACA3 in the conteXt of frve major Initiatives, 

which are detailed in Figure 2.,1 

Figure 2: PCMH References in the PPACA 

',' ,Innovation Center 

Health Plan Performance 

Chronic Medicaid Enrollee Care 

Community Care 

New Model for Training 

© 2010 De101t1<:' Df.'ve lopmeni LLC. All righl S reserved 

The Centerior Medicare and Medicaid Innovation will be testing and evatuating models 

that include medical homes as a way of addressing defined populations with either : 

(1) poor clinical outcomes or (2) avoidable expenditures. 

Medical homes are identified as one performance indicator for health plans. Additionally, 

the state health insurance exchanges are designing incentives to encourage high­

performance plans, including those with medical homes. 

Starting in 2011, the federal government will match state funds up to 90 percent for two 

year.s to those states that provide options for Medicaid enrolle.es with chronic conditions to 

receive their care under a medical home model. 

To encourage the establishment of medical homes in community health systems, PPACA 

is prOViding grants to community care teams that organize themselves under the medical 

home model. 

In conjunction with the Agency for Health Research & Quality (AHRQ), PPACA creates the 

Primary Care Extension Program, which provides primary care training and implementation 

of medical home quality improvement and processes, 

3 l owes, Robert "Lack 01 A.c('quJ te Pay ReducE'S Ufectiveness of Medical Horne," Medscope Med/cal Nev1I5. June 7, 20; 0 

4 B~ rns\e ln l. Cholle; D. Pelkes D. C!nd Peterson GG " MecilCal Homes Will lhey Improve Primary Care)" Issue BriEfs. Morhemorico. June 2Gi 0 
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WhHe trade and peer-reviewed liTerature reference more 

tha n 100 pianned or E:'stab lisn('d PCMH pilot program). 

re sult ') reporting (e .g .. cost savi'ngs. population he !th 

improvements) is scarce. The referenced programs (a few 

of wh ich ore li sted in Figure 3) vary widely in structural 

characteristics. scope of patient enrollment, disease mix. 

operating models and sponsorship. 

Figure 3: Pilot Medical Home Programs in the U.S.s 

TransforMED National Demonstration Project: 36 family practices Multiple 2006 

Guided Care MD 2006 

Greater New Orleans Primary Care Access and Stabilization Grant LA 2007 

louiSiana Health Care Quality Forum Medical Home Initiative LA 2007 

Colorado Family Medicine Residency PCMH Project CO 2008 

Metcare of Florida/Humana Patient-centered Medical Home Fl 2008 

National Naval Medical Center Medical Home Program MD 2008 

Blue Cross Blue Shield of Michigan: Patient-centered Medical Home Program MI 2008 

Priority Health PCMH Grant Program MI 2008 

CIGNA and Da rtmouth-Hitchcock Patient-centered Ivled ical Home Piiot NH 2008 

E~blE'mH E.'a!th r"ledlca l Home High Value Network Project NY 2008 

CDPHP PallE:n\ -( ('f"': "f d Me(jtc cii HanX' Pilot NY 2008 

Hudson Valley P4P'f\iit,'(kal Home Pro!ec t NY 2008 

Queen Ci ty Physl(lanS!Humana Patien t-Centered Mc-d icai Home OH 2008 

TClHeaith ~)hy~.,(lan Pi(.ctICes/Hurnana Pal1ent -Ci::nrered Medical Horne OH 2003 

OU School o f Cornri-IUfl lly Med :Cln ~: - Pauen! ·centerr:d Medlcill ~!on:e PrOject OH 2008 

Per :nsy!van: z-J Chronic (Jrr: :n:t;a t! \.'( PA 2008 

S P>! (; { ~ ;)nd DernOW{ralions. 1he Patlent-Ce niFt r. Primary Ca re CollaborativE' VJEb' lte. http://o.,,w/w pcpccneVpcpcc-pJiol-prOjEcts Acc~~s ('d junE' 20 10 

(. 

TBD 

49 

324 

500 

320 

17 

25 

8,T47 

108 

253 

159 

18 

500 

18 

8 

TBD 
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continued from previous page 

Rhode Island Chronic Care Sustain ability Initiative ;')1 
f\, 2008 28 

Vermont Blueprin t intEgrated Pdot Program VT 2008 44 

Alabama Health Improvement Initlati'!e-Medical Home Pilot AL 2009 70 

UnitedHealth Group PCMH Demonstration Program AZ 2009 25 

The Colorado Multi-Payer, Multi -State Patient-centered Medical Horne Pilot CO 2009 51 

CareFirst BlueCross BlueShieid Patient-centered Medical Home MD 2009 84 
Demonstration Program 

Maine Patient~centeredMedical Home Piiot ME 2009 221 

13 PCMH Academic Collaborative NC 2009 753 

NH Multi-Stakeholder Medical Home Pilot NH 2009 63 

NJ Academy of Family Physicians/Hor izon Blue Cross Blue Shield of NJ NJ 2009 165 

Greater Cincinnati Aligning Forces for Quality Medical Horne Pilot OH 2009 35 

!3 PCMH Academic Collaborative SC 2009 753 

Washington Patient -centered Medical Home Collaborat ive \iVA 2009 755 

West Virginia Medical Home Pilot 'vW 2009 SO 

CIGNAJPiedmont Physician Group Collaborative }\(coumable 
GA 2010 93 Patient-centered Medical Home 

WeliStar Health Syslern/Hurnana Patlen1. -ce ntered ~,j1edic 2 1 Horne G.~ 2010 i 2 

CiGf\JAJEastern Maine Health Systefi"lS ME 2010 30 

NJ rQHC Medical Home Pilot r.J) 2010 17 

Dfcic PCMH pilot OR 2010 

Texas N~edic a: HOiTi f :flitiative TX ')(\1n 30 .t. V I U 

Medicare · i\'~edlca;d ,L\uvanc E'U Primary ( (l i E' Df': fl:On)i.rat:on ICl!i lCitivo Up to 6 stJleS 2011 TBD 

<D 2010 Deioltt e OeveloprnE'nt LLC .1\11 r:ghi~ le ~!' f Vi: rJ 
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Of the few substantive, academically rigorous studies 

conducted on POvlHs, three of the more robu st are 

summarized belo'vv 

encompassing 14,494 physicians in 4)07 practices and 

five million patients. 1 he team's analysis spotlighted the 

highly variable struc;ur-3 i, financial and operational features 

of these PCMHs (FlglUE' Ll, in addition, the team observed 

tllat P(tv1Hs ('mpioy one cf i,NO basic practice models: (1) a 

collaborati VE:' i2a rn:n9 chrorliC care management model or 

(2) an extprnal con~ult3nt -fclCi!it2tcd model 
Study #1 _. Researchers at Harvard Medical Sch ool, 

Brl(jl ldrn and Women's Hospital and Beth Israel lJeaconess 

Medical Center identified 26 ongoing PCMH pilots,6 

Figure 4: Variability of 26 Ongoing PCMH Pilots7 

Transformation Model 

Use of Facilitator 

Focus of Improvement 

Information Technology' 

Payment Modr.I' 

Consultative 

Chronic care model-based learning collaboratIve 

Combination 

None 

Internal 

External 

None 

General 

Disease-specific 

EMR 

Registry 

Neither are required nor encouraged 

Single payor 

Multi-payors thai have Safe Harbors 

Use FFS Payments 

Typical FFS payments 

Enhanced FFS payments 

Use some form of per-person, per -monlh i'.~ymenrs (PPPM) 

Incorporate bonus payments (Eit her existing P4P pr ogralll~; or nevv programs) 

J'l.ciJplpcf fr om BI!i o n, f.\ lVlariln C. anel Landon [3 "A rlotlGllwlcJe ~lJ r 'Jey o f pat ien t (c·nt'?Ii'd m~'(i1(0i h C' IT:~) r! ''' 'non~,Ua,ioq proJects," 

) Gt'n in;erll fel/ed, june 20iO. )S(6) Sg4 -9:~ 

• F\espc ()(if"llls are obit? 10 (hel'se m ore Ihon one re~pon.se. Ih ere[cre, jrN!lJcn(,t's rnrJy IOfol m ort' rhon i 00 pe!cl?n l 

35% 

23% 

15% 

27% 

27% 

42% 

31% 

46% 

54% 

69% 

81% 

8% 

69% 

44% 

100% 

96% 

i~% 

96% 

77% 

6 Bliton A. r-!laflln C. Landon 8E "A nationWide survey of patlent'centered rnec: :ca! horne cje rnon;i :ii tl on prOjp.C1S,") Gen In; t?m (II rl , June 20 10,25(6) )84-92 

7 Ibid 
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Study #2 - A 2010 study led by researchers at Harvard 

Medical School analyzed seven medical home programs 

(Figure 5) to assess features of those deemed successfLJiE 

Sponsors of these programs included prominent 

commercia l health plans, Integrated health systems and 

government-sponsored programs: Colorado Medical 

HUllle') lur Chdd rel \ Cumrnunity Care of North Carolina, 

Figure 5: Analysis of Seven PCMH Pilot Programs9 

Colorado Medical 
Homes for Children 

Community Care of 
North Carolina 

Geisinger 
(ProvenHealthNaviga tor) 

Group Health Cooperative 

10,781 

> 1 million 

TBD 

9,200 

Geisinger Health System, Group Health Cooperative, 

Intermountain Health Care, MeritCare Health System and 

Blue Cross Blue Shielcl of North Dako ta, one! Vermont's 

Blueprint for Hl?alth . The selec ted programs were measurer! 

on improvements :n the number ot hospita lizat!ons and 

savings per pat ient 

Medicaid 
CHP+ 

Medicaid 

Medicare 
Advan tage 

All 

Pay for 
Performance 

(P4P) 

Per Member 
Per Month 

(PMPM) 
payment 

P4P; PMPM 
payment; 

sharecJ savings 

TBD 

40% 

15% 

11% 

16% 

NA 

29% 

Intermountain Health Care 
(Core Managernent Plus} 

4,700 
Chrorllc 
disease 

P4P 4,8-19.2%) 0· 7.3% 

MeritCare Hea!th System 
and B!ue Cross Blue Shleid 
of North Dakota 

Vf:·rrnont BiuePrll":i 
for Heai th 

i92 

60,000 

Diabetes 

f'I,11 

PMPM 
payment; 

shared savings 

payrnent 

f.dz,r'('r! f'(jlll Fle!d~· D, L,')h e: r! E. aOld Pdlfl!< · · [>;vin~1 qcJdit!y goln5 arid (os t ;<!vlngs th;-ough adlJ;':'iiOf, 01 rr,pciiul',c rr:(' :J ,·' 

/·i.-: o!!h f~tfo;rs, rvla,' 2C·iC,. J9 ';) e l l) ? /6 /'n:fn'.irx Ex.hltnl \ 

6% 

8 Fields D, l eshen E, Pate! f~ . "DriVing quality 9~ lrtS iJ nd (ost s,wings through adoption of medical homes," /-Ieoirh AffOliS. May ?O l(): 29(S) 819 ·27 

9 lbld 

24% 

i 2% 

$516 

NA .. 

S71 

$640 

S530 

$215 
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Despite the sample's hn·~n""'\ ... "~n(""t" the research team 

concluded that four common features were salient to 

the seven programs' sucCess: 

• Dedicated managers 

• Expanded to pr Jctltroners 

• Data-driven analytIC tools, and 

• New incentives 

Study #3 The Nationa! DemonstratIon Project (NDP) 

published its preliminary results in 2010 after examining 

medical home programs between 2006 and 200S. 

Designed by TransforMED, a subsidiary of the AAFp, the 

project was the first syst~matic test of PMCH effectiveness 

across 36 family practices in several states. lI The research 

team concluded that the PCMH model is potentially effective 

in reducing costs and improving health status but requires 

significant investment and operating competencies that 

might be problematic to traditional practitioners.12.13.14 

Among the study's malor takeaways: 

• Change is hard. Both facilitated and self-directed 

practices implemented 70 percent of NDP PCMH model 

components; however, implementation was challenging 

and disruptive. 

• Some practices are better at changing than 

others. The demonstratIon suggested that facilItation 

improved practices' ability to change, termed "adaptive 

reserve."AdditionaHy, the practices' "addPtivE' reserve" 

weakly correlated with their ability to PUt PCiVlH 

components in place 

in E, F'orelK and (Ct~l 

• Practices that received help had an easier 

time_ Facilitation also increased adoption of 

PCMH components. 

• IT implementation is easier than changing care 

delivery. While bOlh the faCilitated and self-directed 

groups Imp!emented EMRs, practices 

to Implement e-vl)tts, group ViSits, team-based care, 

wellness promotion and population management. 

• Practices had to shift from physician-centered to 

patient-centered care - a difficult tranSition for 

physiCIans used to being responsible for the entire 

patient encounter. 

• Care pathways required front- and back-office 

coordination and significant traihing efforts. 

• Patients may not be quick to appreciate the 

change. On the whole, patients did not perceive 

the transformation to be benefiCial, likely because of 

disruption in the practice and a lack of communication 

about the benefits of a medical home - e.g., the 

acceSSibility of nurse practitioners as opposed to 

waiting for a doctor's appointment. 

201G, )9(5) 819-8,'6 dOl Lji7!hlihnff 2010.0009 

i) i'Juttlr1C] \NL. Star:ge "'Journey to the P?tienl centered i'.Mdlc)1 Home A Qli3i1taiive Analysl~ ()f lhe ct :n the 

National DemonstrallOn ProJ~ct." /l.nn Fom 1\.·1ed. 2010. 

13 Nutting PA Crabtree SF. St~'>'Nart EL 1\1lHer Wl. Palmer Rf. 
P:.""'" rcr·,I::."o,. Medical Horlle'." Ann Fom M"d. 

1.1 CH. Ferre: HF. \Nood Davlta ~v'1. Stewart EE. 8F. ~,lutiln9 PS )tange KC Outcorne~ at 26 Month', In ?at:enl"cenlereG rviedKalllome 
Naticfl31 Dernof)qra;!on .. Jinn Fom Med. 2tlG 8 
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The scarcity of academic and trade industry research on 

PCMHs is problematic. Similarly, the fact that haif of PCMH 

pilots to date identified met rics for calculating results a 
priori is troublesome _ i5 Fortunately, credible organizations 

are making strides to bridge the gap in the quest fo r vatid 

and reliable PCMH metriCs. For example, the Nationai 

Committee for Quality Assurance (NCQA) issued scoring 

guidefines that are used vv',dely by pilot programs i& Its 

Physician Practice Connections -- Pat ient· centered Medical 

Home (PPC-PCMH), S~-Iovvn In Figure 6, provide) nine "must 

pass" standards, scored all a scalE up tol00 total points, 

with three level<; of recognition;; 

Figure 6: PPC-PCMH Content and Scoring Correlated to Seven "Joint Principles"18 

Use of non-physicfan 

staff to manage 

care (3 pts) 

3 pts 

Care management 

(5 pts) 

Supporting 

seli-management 

(4 pb) 

9 pts 

Clinical data systems, paper 

or electronic charting 

tools to organize clinical 

information (14 pts) 

Coordinating care 

and follow-up (S pts) 

t-CarilIFliJll: Cij];(jn 

,'I'!th Divl ')r 

([./i 1'"c:nJgu) (1 pt) 

20 pts 

Registries for population 
manageme~t and . 

identification of main 

conditions in praCtice (7 pts) 

Implementing 

e~idence-based guidelines 

for three conditions and 

generating preventive service 

reminders for clinicians (7 pts) 

E· prescribing and co,> t and 

~iife ( y c heck functions (8 pt s) 

Electronic systems to 

oroer, retri eve and 

track tests (13 pts) 

Performance measurement 

and reporting, quality 

improvement and seeking 

palient feedback (1 S pts) 

E·communlcallon (0 

Idertlfy pa(lenr~ due 
for (ar(' (L p ts) 

56 pts 

'/)'.G2p!ed from London 5E, Gill JM. j\n(r::neli l I~C. arid Rlc'r tC "Prc-,pec (s For Rebu:ldinU P~lrn2fY Care l' ~ lI1g H,(' P;;tlent -Cenlered Med:cal Horn e," 

Heolih Affairs, May 20 10: 29(5) 827· 83 11 

1 S Bitton /.1, M artin C. Landon BE "A nationwide survey of p3tlent-centered medical horn ~ derno0stration proJEc t '>," I (,<:'n Inlern Med, JunE' 2010: 25(6) 584-92 

16 Ibid 

17 wwwflcqa.org. 

Setting and measuring 

access standards (9 pts) 

Assessment of 

communica ti on 

barriers (2 pt» 

IlltPlac(ilJe web 
~Ile that faclht:;if.'~ 

a(ct'~) (1 pI ) 

12 pts 

1 S Landon BE. Glil JM ,L\nionelli RC and Rldl [C ·'P rG ~ f.A>( ( " Fer Rec'uddw'9 Pwna ' y Ca :~ Us:ng (he Pa~ii"n\-Cer': e r ed r'Mdlca! Home," fiea:ihL',/jOlrs, May 2010. 29(,)) 827-83:1 
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Other notable measurement efforts include the Primary Care 

Assessment Survey, the Primary Care Assessment Tool.20 

the Components of Primary Care Instrument, the Patient 

Enablement Instrument. the Consultation and Relational 

Empathy measure, the Consultation Quality Index and the 

f'v"edic31 Home Inteihgence Quottent.n .23 

The medical home modet's clinical and economic potential 

is promising; however, the precise features of an optimally 

successful program are somewhat elusive. Our findings: 

• With significant investment, the PCMH yields 
results. Pilot data suggest that patient outcomes 

improve and costs are lower with PCMH implementation, 

but start-up and maintenance costs are high. In particular, 

fixed costs for information technologies and a multi­

drsciplinary care team are substantial. 

• Physician adoption is a major challenge. Among 

the core competencies required of PCPs to effectively 

participate in medical home models are: (1) WlHtngness 

to develop, update and adhere to evidence-based clinical 

guidelines; (2) flexibility to incorporate feedback from 

care team members and patients; (3) wdlingness to use 

health Information technologies (HITs) in diagnostics and 

treatment planning and routine patient Interaction; and 

(4) willingness to take rISk in contracting with payors 

(health plans/employers). Notably, these principles were 

espoused as the basis of the "future of medicine" by the 

I~stitute of Medicine (tOM) and are now incorporated 

in clinicians' medical training However, established 

pracl!tloners are prone to discount these pnnciples in 

favor of an overly simplistIC preference that they be 

more and not be exposed to nsk. 

• HiT is the essential front-end investment. For 

patients to receive appropriatE' care and care teams 

to effectively manage and monitor patient behavIor, 

a robust HIT investment electronic medical 

records, broadband transmissIon, personal health records, 

deCiSion support and web-based services to faCilitate 

access are necessary. HiT represents a major Investment; 

most practices w!!! require assistance with liS purchase 

and Implemental:on 

• One size does not fit all. The plio!:; and aCademl( 

research suggest wide disparity :n PCMH approaches and 

operating features. Also, eXisting data ;s too inconclUSive to 

define the features and incentives that work best for given 

patient populatIOns. Concelv<1bly, the medical home 2.0 

has the ability to serve consumer needs of across the care 

continuum preventive, chronic, acute and long-term. 

• Access to an adequate suppJy of primary care 
service providers is an issue. PCPs account for 

35 percent of the U.S. physician workforce, compared 

to 50 percent in most of the world's developed health 

systems.14 By 2025, the u.s. will face a 27 percent 

shortage of adult generalist phYSICians. Even with 

increased suppiy via the expansion of reSidency programs, 

demand for primary care services will exceed the supply 

of providers.25 Expanding the scope of practice for 

advanced practice nurses, mitigating frivolous liability 

claims, Improving respect for the profession among 

medical peers, Increasing e-visliS, dlstance/telemedlcine, 

group viSits and changes in dinica! processes are essential 

to bolstenng the practICe of primary care mediCine 

· Incentives must be aligned and realistic. The 

Patlent-cenlered Primary' Care CollaboratIVE' proposed 

a clinrckln paymEnt model (used in a numb(>r of pdots) 

whICh Ir:dudes three pragmatic lncentlve elements' 

• A. monthly care coordinatIC)n payment to support the 

rnedi(al horne structure 

• A ViSit· based, 

curren! TO"'_"''-'''''''''' 

component .plylng on the 

system 

• A that recogmzes the 

achievemEnt of qualiLy and etficiency 9001s«' 

of qua!:!y 

Shi Siarfield 8, Xu j "Validating the adul, prtmary (or'2 assessment t001, , j Fom Prort, 2001, 50(2) 161 VV-7 SVV 

21 Flocke St>. "ivleasuflng attributes or primJfY (are: deVElopment d m'\!/ inolrument ,. J Fmn FraCi. 74 

Landon C,IB JM, Antonelli, RC and Rich "Prospe<is Fer RE'bulldlfl(~ Fflmary Care U~lnCJ Th,! Medica! Home," Health AI/mrs, May 2010; 29(5)' 827-834. 

23 !bld 

24 80denhemler r ei al. "ConfrOnling the Growing Burden of ChrenlC Can thE' U Health WorkforCf' Do the Heclrh AtJOI{S, 2009; 28{ 1) 64· 74. 

25 )che!iler R "RE'CCUlllfi9 the docs "ve " Modern rtwltt;(o>t'. 2009. '39(4) 24 

26 ~all:nt-CentE'red Primary Care Collabofill:Ve RE'lrnbUisernent reform. proposed hybnd blended rCHnbufsement model \lr,tE'rnell Washinaton (DO 
LOO; May jClted 2010 t\pr AVdllable htlp:J/v'/"JwVpcpcc.net/relmbursenlNlt·leforrn -' 
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These elc rneni S seem to form a reasonable foundation 

for payment tra:isform at :on In pri mary care. However, 

one issuf.' could impact the third efement: the validity 

and feilabdi ty of rnetncs u_ed 10 define "quality" and 

"efficlerKy" 2nd the i!rnerr cme (in months or years, 

depend ing on the patient population) In which they're 

captured. As these metrics evolve, :hr rrlnriomhir s 

betw een medical homes and specialty practices will 

necessarily need refinement; also, metrtcs will need to be 

developed that reward appropriate inclusion of specialty 

mediCine in targeted patient populations. 

The medical home of the future likely wiH be a refinement 

of the assorted pilots and programs currently under way. 

We remain supportive and optimistic about its potential, 

as well as realistic that answers to its challenges will not 

be quickly available . 

The medical home 2 .0 is an Innovation whose time has 

come . The confluence of rising health costs, an aging 

and less healthy populat ion, payment reforms shifting 

vclume to performance, and Increased access to clinical 

inf ormation technologies that enhance coordmation and 

connect ivity between care teams and consumers suggest 

that the medica! horne w,1I iikeiy be a permanent, 

near ·te rm fixture on the US health care landscape 

; : ' 
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FISCAL NOTE 
LEGISLATIVE FISCAL ANALYST ESTIMATE 

--------~--

ESTIMATE OF FISCAL IMPACT - STATE AGENCIES * 

FY 2009-10 FY 2010-11 
EXPENDITURES REVENUE EXPENDITURES REVENUE 

,----

GENERAL FUNDS 16,579 
--

CASH FUNDS 

FEDERAL FUNDS 16,579 

OTHER FUNDS 

TOTAL FUNDS 33,158 See below 

"Does not include any impact on politicar subdivisions. See narrative for political subdivision estimates. 

This bill requires the Department of Health and Human Services to apply for a waiver or an amendment to an existing waiver for the 
purpose of providing medical assistance for family planning services for persons whose family earned income is at or below 185% of 
the federal poverty level. 

A half-time program specialist would be needed to develop the waiver. The costs would be $33,158 ($16,579 GF and FF) in FY 10 and 
$13,726 ($6,863 GF and FF) in FY 11. . 

The Department of Health and Human Services estimates that it could take up to 15 months from the effective date of the bill to receive 
federal waiver approval and implementation begins. The department also estimates based on the U. S. Census statistics that 
approximately 24,725 women who currently do not qualify would become eligible for family planning services at 185% of the federal 
poverty level. The approximate cost per recipient is $184. The state match for family planning services is 10% with 90% paid by the 
federal government. Assuming an implementation date of December 2010, for seven months in FY 11, the cost of family planning 
services is estimated to be $2,653,817 ($265,382 GF and $2,388,435 FF). 

Eligibility would be based on income only. The department estimates that one eligibility worker is needed per 1,000 applicants. The cost 
would be $817.946 ($408.973 GF and FF) in FY 11. Under the current eligibility determination process, this number of workers would 
be needed. The department is transitioning to a new application process called ACCESSNebraska. This will be an on-line and phone 
application process with all records filed and stored electronically. Currently, online application is available and by FY 12, the process 
will be fully automated with the option to apply over the phone. The number of eligibility workers is projected to decrease every year 
starting in FY 10 with the largest decline in FY 12. With the implementation of the waiver estimated to be December 2010 along with the 
phased-in implementation of ACCESSNebraska, it is likely fewer than 24 additional workers may be required. 

An evaluation of other states family planning waivers was conducted by the CNA Corporation under contract with the federal Centers 
for Medicare and Medicaid (CMS). The report published in 2003 showed family planning waivers saved millions of dollars in all six state 
programs that were evaluated. The states were Alabama, Arkansas. California. New Mexico. Oregon and South Carolina. In calculating 
the potential savings in Nebraska, the department assumes 4% of the women receiving services would have otherwise have had a birth 
that would be covered by Medicaid. Using this assumption, the savings would be $11,210,315 ($4,484,126 GF and $6,726,189 FF) in 
FY 12. This is based on the cost of prenatal care and defivery at $9,360 and medical services for an infant up to one year of age at 
$1,975. Prenatal care. delivery and medical care for a newborn is matched at 60% from the federal government with 40% paid by the 
state .. 

The ne~minimiJn'"dannual savings in FY 12 and beyond is estimated to be $5,842,969 ($3,620,213 GF and $2,222,756 FF). 



S1'ATE MEDICAID FAMILY l)l.JANNIN(; ELl(;lB1LI1'Y 

EXPANSIONS 
~~-.~~---------~~---------.-----

STATE BASIS FOR ELIGIBILITY ELIGIBLE CLIENTS APPtlCA TID N/ ACCESS 
INCLUDES REIMBURSEMENT NECESSARY 

Losing Losing Based Men Limited to AT FIRST VISIT DOCUMENTS 
Coverage Coverage Solely Those 19 FOR CLIENTS 

Postpartum for Any on and Older 
Reason Income 

Al::l.bam~ 
f------

X· 133% X 

Arizona 2 years 
Arkansas 200% X· 

California 200% X X 
Delaware 2 years 

I f:Iorida 2 years 
I Il1inois T 200% X 

Iowa -r 200% X X· . 
1.00ltStana 200% X X 
:Maryland 5 years 
MichIgan 185% X 

2 

X 
Minnesota 200% X X X 
Mississippi 185% 
Nlissouri 185% X 
New Mexico 1850/0 xt 
New York T 200% X X 
North Carolina 185% X X X 
Oklahoma 1850/0 X X 
Oregon 185% X Xn X 
Pennsylvania 185% XIV Xn X 
Rhode Is1and 2 years 
South Carolina 1850/0 X" 

185% X'lI X 
. 

t 133% X X 
yvashington 200% X X 
Wisconsin 2000/0 X X fl X 
Wyoming Unlimited X 
TOTAL 4 2 .. 21 9 11 6 15 

* Only for chents born In state. 
T State also extends Medicaid eligibility for family plarming services to these individuals. 
t Applies to women ages 18-50. 
n Use state funds to reimburse for some or all initial visits. 
\1' includes women who are at least 18 years 

GUTTMACHER INSTITUTE 

REIMBURSE WAIVER 
PROVIDERS EXPIRATION 

fOR DATE 
APPLICA liON 
ASSISTANCE 

9130111 
9130111 
1131112 
10/31110 
9/30110 
11/30/1 0 
3131112 
1131111 

X 711111 
6/30111 
3/l1l1 

6/30111 
9130/11 
9130110 
10/31110 
9130111 
12/31110 

X 10/31110 
X loi3 i{li 

6/1112 
9130/11 
12131110 
P!~.I!11 
3/31/11 

X 11130/10 
12/31110 
8131/13 

'------
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Women and Medicaid in Nebraska 
(As of February 2010) 

lvledicaid, the national health insurance program for 10w-incoDle people, plays a critical role in 
providing health coverage for \VOlnen. Nationally, nearly 17 million nonelderly \NOlnen­
including 8 percent of those living in Nebraska-are covered through Medicaid.,,2 In fact~ 
\V0111Cn cornprise the majority (67 percent) of Nebraska's adult Medicaid beneficiaries. 3 \Voll1cn 
are nlore likely than Inen to qualify for Medicaid because they tend to be poorer and are nlore 
likely to meet the program's stringent eligibility criteria. Women are also more likely to hold 
lo\v-\Nage or part-tinle jobs that do not offer employer-sponsored health benefits 1 so Medicaid 
may be their only possible source of coverage.45 

Medicaid is jointly funded by the federa1 and state 
governnlents and is adm inistered by the states. 
Though states must comply with a host of federal 
Medicaid requirenlents, they can exercise 
flexibility with regards to certain program 
elements. There is considerable state valiation, 
for instance, in who is able to get coverage 
through Medicaid, the inconle level needed to 
qualify, and the services that the program covers. 

Nearly one in ten women in Nebraska 
receives health care coverage through 
Medicaid.s 

r Medicaid is the 1110St ilnportant source 
of coverage for lo\v-incOllle women. In 
2006-07, 22 rercent of all lo\v-incOlne 
\iVOlnen in Nebraska \vere enrolled in the 

~l 

program. ' 

.. M¢dicCiid.. E'~igibilitY Limits for 
Women ih 'Nepraska, 20101 

'. '! ",,: ': -"':';" . ,'" : :. ~.: ... : .... ~-.<.~ ... '; .. I' ...... ~ ... >~: ... »::;.: ~.c-:.:: . .• :. ':: ,"\ .' .~ 

~Womeil .with depeiident.chiJdren:58% of the 
.: :" .: .. ; ·V.~,~~f~l;fiN\~rty,;'~$~Al ,J(EPL) + .. '. . . 
0 ' WOI1lenwithb~idepehdent children:. Not 

,. :;' .. ::.~l~·g!.~rY. ; (i~g~.t9J~;$§ . ()fj~cqme) , .' 
~." Pregnariiwonien: 185% of the FPL 
o b~sabled and :aged women: 1000/0 of the FPL 
0 ' 'W6tI1en\vhohave breast and cervical cancer: 

250% of tfleF'PL ' 
Notes.' 1. May include eligibility limits for the Children's 
Health Insurance Program (CHIP) or state-funded public 
health jnsurance programs. 2. The FPL in 2010 is $10,830 
annually for an individual or $18,310 for a family of three. 

Source: Kaiser Family Foundation, State Heahh Facts, 
www.statehealthfaqsonline.org(Accessed February 2010). 

Medicaid ensures that women in Nebraska have access to a comprehensive set of 
important health care services. 

>- l\!lcd icaid programs are required to provide certain health services to some covered 
populations ---.including fanlily planning services, inpatient and outpatient hospital 
care, and pregnancy-related care- --and the progranl has traditionally proY ided 
bencflci~1t'ics wiih a cOJnprehensive set of health benefits. The Deficit Reduction Act of 
2005 , 110\VeVer, allo\vs states to provide 1110re lirnited benefit packages (without 
coverage for nlcntal health services or prescription drugs, for exanlplc) to certain 
enrollees.s 

>- Nebraska's i\1edicaid progranl also covers treatnlent for breast and cervical cancer for 
lo\v-incol1le wonlen, though to be eligible for this treatnlent women nlust be screened 

] } Dupont Circle· SlIite SOD· vVashington, D.C. 20036 • 202.588.5180 • 202,58~L5185 Fax· www.nwlc .org 



and diagnosed as part of the CDC's National Breast and Cancer Early Detection 
Prograln. The federal guidelines for the CDC progrmn establish an eligibility baseline 
to target services to uninsured and underinsured wonlen at or below 250 percent of the 
FPL.9 In 2006, 356 WOHlen vvere enrolled in Nebraska's breast and cervical cancer 

10 treatnlcnt progranl. 

Reproductive health services are a vital component of women's Medicaid 
coverage. 

;, In 2006, Medicaid provided basic health services to a total of 7.3 million American 
vVOInen of reproductive age (15-44 years old). I I 

>- Medicaid is the largest public funder of family planning services in the United States. 
In 2006, the program contributed $1.3 biJIion toward family planning nationally, 
accounting for 71 percent of aU public spending on these essential services. 12 

);;- Medicaid is also an essential source of coverage for maternity care, and covers 40 
percent of all births in Nebraska. I 3 The program covers prenatal visits and vitamins, 
ultrasound and amniocentesis screenings, childbirth by vaginal or caesarean delivery, 
and 60 days of postpartum care. 14 Nationally, pregnancy-related services account for 
the largest share of Medicaid's hospital charges. IS 

Nebraska's Medicaid program is important for low-income women of all ages. 

y For elderly WOlnen who meet income eligibility requirements, the program covers high­
cost services provided in a skiJIed nursing facility, as well as home and community­
based health care for WOlnen vvho are entitled to nursing facility services. 16 

;:. 35 percent of all fernale l'vledicaid beneficiaries in Nebraska were age 50 or older in 
2007. 17 These \vomen typically rely on the progranl for: health care related to a 
physical or Inental disability or chronic condition; treatrncnt for breast or cervical 
cancer; long-teml care services; ()r~ cost-sharing required under Nledicare. 18 

Women and Medicaid in Nebraska: What Can Women's Advocates Do? 

JV()fnell's at/vocates can work to .\'trengthell (Ind ilnprove their state's 111edicaid progranl while 
protecting agaillst ClIts ill services alld/or eligibili(F. Policynlakers vvill continue to debate the 
role that Medicaid and other public coverage programs should play in the U.S. health care 
system. Budget pressures at the state and federal Jeve I wi}} continue to pose threats to this 
essential health insurance progranl. Advocates should understand Medicaid's significance for 
\vomen and support legislation that \vil1 strengthen fV1edicaid, ensure that the program is 
adequately funded, and improve program cnfoJJees' access to care. 

I Kaiser Farnlly Foundation, rVomen's Health insurance Coverage (Oct- 2009), 

Kaiser Family Foundation, flealth Insurance of Women J 8-64, by State, 2007-2008 (Oct. 2009), 
h!!Q:llwww.kfLonvwomenshealthiuploadIl6 J 3-09.pdf 
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DEP A RIMENf OF HEALI1-1 & HU1\1AN SERVICES 

Centers for Medicare & Nledicaid Services 
7500 Security Boulevard, 1-fail Stop 52-26-12 
Baltimore, :Maryland 212[14-1850 

Center for Medicaid, CHIP and Survey & Certification 

July 2,2010 

SMDL#lO-013 
ACA#4 

R E: Family Planning Services 0 ption 
and New Benefit Rules for Benchmark Plans 

Dear State Health Official: 

This letter is intended to provide guidance on the implenlentation of two Medicaid benefits­
related provisions in the Affordable Care Act (ACA); P.L. 111-148, as amended by the Health 
Care and Education Recovery Act of2010; P.L. 111-152. Both provisions were effective as of 
March 23,2010. 

This letter provides guidance on section 2303 of A CA: State Eligibility Option for Family 
Planning Services, which establishes a new Medicaid eligibility group and the option for States' 
to begin providing medical assistance for family planning services and supplies to individuals 
eligible under this new group. Under this new option, Federal funding will be available for 
States to provide coverage under the State plan for family planning and fatnily planning-related 
services and supplies to individuals (men and \vomen) that States could previously offer only 
through delllonstration projects. 

Additionally, this letter provides guidance on section 2001 (c) of A CA: Medicaid Coverage for 
the Lowest! ncome Populations, which makes certain benefit changes that \vere enacted as part 
of the Affordable Care Act to benchmark plans. 

STATE ELIGtBILITY OPTION FOR FAMILY PLANNING SERVICES 

Background 

Since 1972, States have been required to provide hlIlJily planning services and supplies to 
Medicaid popUlations. Prior to ACA, States did not have the option to provide family planning 
services and supplies under their Medicaid State plans to individuals otherwise ineligible for 
Medicaid, including parents \vitb incomes above State eligibility levels and non-disabled adults 
\-vho were not caring for children. Because the provision of such services has been found to be 
cost effective for the Medicaid program, the Secretary ofI-Iealth and I-Iuman Services has 
granted targeted section 11 ] 5 family planning oenl0nstrations to pennit States to cover family 
planning services and supplies for individuals not otherwise eligible for Medicaid. With the 
enactment of ACA, States now have the option to ofTer, under State plan authority, eligibi1ity for 
falnily planning coverage for individuals \vho 'were previously ineligible for l'vledicaid. 
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The New Family Planning Eligibility Group 

Section 2303 of ACA establishes a ne\v optional categorically needy brrouP that became effective 
on March 23, 2010. Specifically, section 2303(a)(1) of ACA establishes a nc\\' eligibility group 
under section 1902(a)(10)(A)(ii)(XXI) of the Social Security Act (the Act). Individuals eligible 
under the new family planning group are individuals (men and \VOlnen): 

• Who a're not pregnant; and 

• Whose incolne does not exceed the income eligibility level established by the State. 

Note that the incolne level established by the State may not exceed the highest income level for 
pregnant women under the State's Medicaid or CHIP State plan. For purposes of determining 
eligibility and complying with section 1902(a)(17)(B) of the Act, States have tbe option to 
consider only the income of the applicant or recipient. Additionally, States may determine 
income eligibility for individuals under this family p1mming option by using the same 
methodology that would apply for pregnant women. This includes the methodology that counts 
the applicant as a household of two (or more depending on the presence of others in the family) 
when determining income eligibility. 

In addition, the State has the option of including in this ne\v, optional group, individuals who 
would have been eligible for an approved section 1115 family planning demonstration, had they 
applied for such demonstration on or before January 1, 2007, using the eligibility standards and 
procedures imposed by the State at that time. States must not restrict eligibility based on age. 
Under standard Medicaid rules, however, States may lilnit services based on medical necessity. 

Some of the individuals that a State might cover under this new option (depending on their 
incoIne) may be eligible for a more comprehensive set of benefits as States implenlent Medicaid 
and other coverage expansions under the ACA. Taking up the new fanlily planning eligibility 
group docs not preclude or in any way affect receipt of the increased matching rate (based on the 
requirclllents in effect \tvhen this group becomes mandatory in 2014). CIVIS win issue separate 
guidance on the Inatching rate provisions in the new health insurance reform legislation. 

Benefits Available to Individuals in the New Family Planning G roup: Applicable Federal 
~./latching Rates 

The services available for this new group are described in section 2303(a)(3) of ACA, amending 
section 1902(a)(lO)(G) of the Act. Services availabJe are limited to faInily planning services and 
supplIes described in section 1905(a)( 4)(C), as well as such '~medical diagnosis and treatnlcnt 
services that are provided pursuant to a family planning service in a family plannIng setting." 
\tVe are interpreting this language to provide for coverage of both fanlily planning and fanlily 
planning-related services, Inaintaining their longstanding separate definitions. 

• Family planning services and supplies are dcscribed in section] 905(a)(4)(C). These 
services and supplies are reimbursable at the 90 percent IIlatching rate under the new 
family planning option. These are the same services that are covered at the 90 percent 
matching rate for other Medicaid State plan beneficiaries. Individuals in this new family 

• 
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planning group Olllst receive the SaIne 1905(a)(4)(C) services that other categorically 
needy individuals receive. 

• Family plalming-related services are medica} diagnosis and treatment services that are 
provided pursuant to a fanlily planning service in a family planning setting. These 
services can be covered under the new option but are reimbursable at the State~ s regular 
Federal medical assistance percentage (FMAP) rate. 

Family Planning-Related Services 

Family planning-related services have historically been considered those services provided in a 
family planning setting as part of or as follow-up to a family planning visit Such services are 
provided because they were identified, or diagnosed, during a family planning visit. As noted 
above, these services are reimbursable at the State's regular FMAP rate. 

The following are examples of family planning-related services: 

• Drugs for the treatment of sexually-transmitted diseases (STD) or sexually-transmitted 
infections CSTI), except for HIV / AIDS and hepatitis, when the STD/STI is identified! 
diagnosed during a routine/periodic family planning visit. A follow-up visit/encounter 
for the treatment/drugs may be covered. In addition, subsequent follow-up visits to 
rescreen for STls/STDs based on the Centers for Disease Control and Prevention 
guidelines TIlay be covered. 

• Some States and family planning programs encourage men to have an annual visit at the 
office/clinic. Such an annual family planning visit Inay include a comprehensive patient 
history, physical, laboratolY tests, and contraceptive counseling. 

• Drugs for the treatnlcnt of lower genital tract and genital skin infections/disorders, and 
urinary tract infections, vvhen the infection/disorder is identified/diagnosed during a 
routine/periodic family planning visit. A folIovv-up visit/encounter for the treatnlentl 
dnlgs Jnay be covered. 

• Other Incdical diagnosis, treatment, and preventive services that are routinely provided 
pursuant to a f~1I11ily planning service in a family planning setting. An exarnp]e of a 
preventive service could be a vaccination to prevent cervical cancer. 

• Trea111lent of ~1 aiar Conlplications 

The follovving are exalDples of treatment of major complications that States nlay cover: 

.. Treatment of a perforated uterus due 10 an intrautenne device insertion; 

.. Treatrnent of severe menstrual bleeding caused by a Depo-Provera injection 
reqUlring a dilation and curettage; or, 

• Treatment of surgical or anesthesia-related cOlnplications during a sterilization 
procedure. 
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It should be noted that for persons \vho have had a sterilization~ States lnust cover family 
planning-related services that were provided as part of, or as follow-up to, the fmnily planning 
visit in which the sterilization procedure took place. 

Presumptive Eligibility 

A new section 1920C of the ActJ as added by section 2303(b) of ACA, gives States that have 
adopted the new family planning eligibility group the option of also providing a period of 
presumptive eligibility based on preliminary information that an individual meets the eligibility 
criteria for family planning services in nc\v section 1902(ii). The presumptive eligibility period 
allows health providers to receive reimbursement (and States to receive Federal matching funds) 
for medical assistance for an individual who has been determined presumptively eligible by a 
qualified entity during a specific period. In general, a qualified entity is an entity that is eligible 
to receive payments under the approved State plan and is determined by the State agency to be 
capable of making presumptive eligibility detenninations. Please note that the State may limit 
the classes of entities that may become qualified entities to ensure program integrity. 

The qualified entity must infonn the State agency of the presumptive eligibility detennination 
within 5 working days after the detennination is made and inform the presumptively eligible 
individual that he or she must file an application for assistance no later than the last day of the 
month following the month during which the detennination is made. The State agency must 
provide the qualified entities with necessary forms for the individual to file an application and 
information on bovv to assist individuals in completing the fOTIns. Documentation for various 
factors of eligibility, such as citizenship, are not required for the presumptive determination, but 
will be requested when the application is filed. The State's reasonable opportunity period for 
submission of citizenship documentation also begins at this point. Please refer to the letter to 
State lIeaIth Officials (SHO# 09-016) issued December 28, 2009 for further guidance on 
citizenship docu111entation.Nothing prevents a State frool using a silnplified application f01TIl as 
its presumptive eligibility fom). This can streamline the process and help en~llfe that all 
individuals are considered for ongoing eligibility. 

The actual presunlptive eligibility pCflod begins with the date on which the qualified entity 
detennines that the individual is eligible based on prelinJinary information. The presulnptivc 
eligibility period ends with and includes the earlier of: 

1. The day on \vhich a fonnal eligibility detelmination is Inade for the fmnily planning 
progranl under the Medicaid State plan; or 

2. For an individual who docs not file an application by the last day of the Illonth following 
the nlonth during which Hle individual \vas deternlined presumptively eligible, the last 
day of that nlonth is the last day of the preslllnptive eligibility period. For example, if an 
indivldualls determined preslunptively eligibJe on April 1, but the individual does not 
file an application by May 31, then the last day of the presumptive eligibility period is 
May 31. 
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For individuals determined to be presumptiveJy eligible under this category, medical assistance 
shall be limited to family planning services and supplies described in section 1905(a)(4)(C), and 
at the State's option, medical diagnosis and treatnlent services that are provided pursuant to a 
family planning service in a family planning setting (family planning-related services, as 
described above). 

Converting Family pranning Section 1115 Demonstrations 

Currently, 22 States have approved stand-alone section 1115 family planning demonstrations. If 
a State with a demonstration wants to adopt the ne"v State plan family planning optional group, it 
would need to submit a SPA to select this option (see belo\v). In addition, the State should notify 
its project officer and the CMS Regional Office State representative of its request to terminate 
the family planning demonstration at such time as the SPA is approved. Since States would be 
shifting a population from the demonstration to the Medicaid State plan, the State would not 
need to submit a demonstration phase-out plan as defined in the special terms and conditions. 
I-Iowever, the State should notify individuals that they are no longer enrolled in a section 1115 
research and demonstration project, but instead are now enrolled in the Medicaid State plan 
option for family planning services. In addition, the State must subnlit a final report on its 
demonstration no later than 12 months after terminating the denlonstration. With respect to 
budget neutrality, eMS would apply budget neutrality terms through the effective date of the 
SPA. 

Please note, if a State that was providing family planning services through a section 1115 
demonstration on March 23 7 2010 chooses the State plan option j it must, at a minimum, maintain 
current eligibility until the State has established a health benefit exchange under ACA (or 
October 1, 2019 for individuals under age 19) due to statutory D1aintenance of effort 
requirements under the Alnerican Recovery and Reinvestment Act (ARRA) of2009 
(Pub.L. 111-5) and ACA. 

Five States have comprehensive section 1115 dCJ110nstrations that includc a targeted family 
planning con1ponent. If a State \vishes to cover the family planning popUlation under the 
Medicaid State plan, it should subnlit a SPA and a DeDl0I1stration arnendment rcmoving the 
popUlation as of the effective date of the SPA. 

A State electing to keep this popUlation in its targeted or cOlnprehensive delnonstration may do 
so as welL Ho'wever, the State may need to sublnit an mncndment to the demonstration in order 
to renegotiate budget neutrality. 

Other Applicable Rules 

All nIles applicable under the Ivledicaid progranl in general apply to this new optional eligibility 
group, including rules relating to cost sharing, citizenshIp, inlmigration 7 and third party liability. 

In addition, a State that elects to extend eligibility to this group Inust includy consideration of 
this new eligibility group \vhen it detennlnes vvhether an individual who has qualified under 
another eligibility category continues to qualify for l'vledicaid. For cXaInple, under existing 
regulatory requirements, before tern1inating coverage [or a WOJllan who has been eligible for 
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Medicaid as a pregnant \VOnlan and will lose such eligibility at the end of the 60-day post partum 
period, the State must perform an ex parte revie\v to determine 'whether the WOlnan \vould be 
eligible under another eligibility group. If the State elects to offer coverage under the ne\v 
fan1ily planning eligibility group, this review must include consideration of whether the woman 
is eJigible under that new group. 

Submission of SPAs 

To implenlent this nc\v optional group, States will need to submit an amendment to their 
Medicaid State plan. We are ready to work \vith States interested in adopting this ne\v option 
and to assist States in amending their plans. 

RECENT CHANGES TO MEDICAID BENCHMARK BENEFITS 

Background 

On April 30, 2010, a final rule on State Flexibility for Medicaid Benefit Packages was published 
in the Federal Register (75 FR 23068), which revised the December 3,2008, final rule (73 FR 
73694). This final rule became effective on July 1, 2010 and implements provisions of 
section 6044 of the Deficit Reduction Act of2005 (Pub. L. 109-171), which added a new section 
1937 that allows States to amend their Medicaid State plans to provide for the use of benefit 
packages other than the standard benefit package for certain populations. These alternative 
benefit packages are referred to as benchmark and benchmark-equivalent benefit packages. The 
April 30 final rule also incorporates provisions of ARRA and implements provisions of the 
Children's Health Insurance Program Reauthorization Act (CIIIPRA) 0[2009 (Pub. L. 111-3). 
This final rule delineates what benefit packages qualify as benchlnark packages, \vhat \vould 
constitute a benchmark-equivalent package:r and which specific services Dlust be included in a 
benchmark benefit plan or provided as an additional service. However, the nlle did not address 
the ACA provisions relating to benchluark plans, including sections 200] (c) and 2303(c) which 
amended section 1937 oftlle Act. This letter describes the nc\v ACA provisions in 2001(c) and 
2303(c) that were effective upon enactment (March 23,2010). 

Specifically, section 200 ] (c) of ACA adds D1ental health services and prescription drug coverage 
to the list of required services that lnust be included in benclunark-equivalent coverage. In 
addition, section 2303(c) of ACA requires States providing medical assistance to individuals 
described in section 1905(a)(4)(C) of the Act, through enrollment in benchIl1ark or benchmark­
equivalent coverage, to cover family planning services and supplies. 

Implementation 

The above services are requirements of bench In ark and benchmark-equiva1ent coverage for 
States that provide coverage through such plans. Accordingly, States that choose to provide 
medical assistance through bcnchnlark or benchlnark-equivalent coverage HUlst no\v comply 
with all provisions of the April 30, 2010 final rule, as \vell as the provisions of section 2001 (c) 
and 2303(c) of ACA described in this letter. eMS vv'il1 apply these rcquirenlents in revic\ving 
nc\v State plan amendments and monitoring currently approved State Medicaid plans. Note that 
beginning in 2014, benchmark and benchmark-equivalent plans B1USt begin providing at least 
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essential health benefits, as described jn Section 1302(b). These issues ,vi1l be addressed at a 
later date. 

We hope this infonnation\vill be helpful. eMS is avai1able to provide technical assistance to 
States with existing bcnclllnark plans to ensure the plans comply with these benefit fules. 
Questions regarding this guidance 111ay be directed to Ms. Vikki Wachino, Director7 Fan1ily and 
Children's Health Progrmns Group, at (410) 786-5647. We look fonvard to our continuing work 
together as \VC l1nplenlent this inlportant legislation. 

cc: 
CMS Regional Administrators 

eMS Associate Regional Administrators 
Division of Medical and Children's Health 

Ann C. Kohler 
"NAS1vlD Executive I)irector 

Sincerely, 

lSI 

Cindy Mann 
Director 

American Public Human Services Association 

Joy Wilson 
Director, l-lealth Cornlnittee 
National Conference of State Legislatures 

Matt Sal0 
Director of l"Iealth Legislation 
National (iovernors Association 

Debra Miller 
Director for Health Policy 
Council of State Govcnunents 

Alan \Veil, J.1)., Iv1.PJ}. 

Executive Director 
National AcadenlY for State Health Policy 

Christine Evans, lV1.P.H. 
I)irector, Govcrnnlcnt Relations 
Association of State and Territorial Health Officla1s 
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FISCAL NOTE 
LEGISLATIVE FISCAL ANALYST ESTIMATE 

ESTIMATE OF FISCAL IMPACT - STATE AGENCIES * 

FY 2009-10 FY 2010-11 
EXPENDITURES REVENUE EXPENDITURES REVENUE 

GENERAL FUNDS 16,579 

CASH FUNDS 

FEDERAL FUNDS 16,579 

OTHER FUNDS 

TOTAL FUNDS 33,158 See below 

*Does not include any impact on political subdivisions. See narrative for political subdivision estimates. 

This bill requires the Department of Health and Human Services to apply for a waiver or an amendment to an existing waiver for the 
purpose of providing medical assistance for family planning services for persons whose family earned income is at or below 185% of 
the federal poverty level. 

A half-time program specialist would be needed to develop the waiver. The costs would be $33,158 ($16,579 GF and FF) in FY 10 and 
$13,726 ($6,863 GF and FF)in FY 11. 

The Department of Health and Human Services estimates that it could take up to 15 months from the effective date of the bill to receive 
federal waiver approval and implementation begins. The department also estimates based on the U. S. Census statistics that 
approximately 24,725 women who currently do not qualify would become eligible for family planning services at 185% of the federal 
poverty level. The approximate cost per recipient is $184. The state match for family planning services is 10% with 90% paid by the 
federal government. Assuming an implementation date of December 2010, for seven months in FY 11, the cost of family planning 
services is estimated to be $2,653,817 ($265,382 GF and $2,388,435 FF). 

Eligibility would be based on income only. The department estimates that one eligibility worker is needed per 1,000 applicants. The cost 
would be $817,946 ($408,973 GF and FF) in FY 11. Under the current eligibility determination process, this number of workers would 
be needed. The department is transitioning to a new application process called ACCESSNebraska. This will be an on-line and phone 
application process with all records filed and stored electronically. Currently, onrine application is available and by FY 12, the process 
will be fully automated with the option to apply over the phone. The number of eligibility workers is projected to decrease every year 
starting in FY 10 with the largest decline in FY 12. With the implementation of the waiver estimated to be December 2010 along with the 
phased-in implementation of ACCESSNebraska, it is likely fewer than 24 additional workers may be required. 

An evaluation of other states family planning waivers was conducted the CNA Corporation under contract with the federal Centers 
for Medicare and Medicaid (CMS). The report published in 2003 showed famity planning waivers saved millions of dollars in all six state 
programs that were evaluated. The states were Alabama, Arkansas, California, New Mexico, Oregon and South Carolina. In calculating 
the potential savings in Nebraska, the department assumes 4% of the women receiving services would have otherwise have had a birth 
that would be covered by Medicaid. Using this assurnption, the savings would be $11,210,315 ($4,484,126 GF and $6,726,189 FF) in 
FY 12. This is based on the cost of prenatal care and delivery at $9,360 and medical services for an infant up to one year of age at 
$1,975. Prenatal care, delivery and medical care for a newborn is matched at 60% from the federal government with 40% paid by the 
state .. 

The ne~.:rntrVtr!-JMannua' savings in FY 12 and beyond is estimated to be $5,842,969 ($3,620,213 GF and $2,222,756 
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Women and Medicaid in Nebraska 
(As of February 2010) 

Mcdjcaid~ the national health insurance prograln for lo\v-income people, plays a critical role in 
providing hcalth coverage for \vomen. Nationally, nearly 17 million nonelderly \VOIII en--­
including 8 percent of those living in Nebraska-are covered through IVleclicaid. 1

,2 In fact~ 
\V0I11Cn cOInprise the majority (67 percent) of Nebraska's adult Medicaid beneficiaries_ 3 

\V0I11Cn 

are more likely than nlcn to qualify for Nledicaid because they tend to be poorer and are Dlore 

likely to Ineet the program's stringent eligibility criteria. Women are also more likely to hold 
lo\v-\vage or part-time jobs that do not offer employer-sponsored health benefits, so Medicaid 
111ay be their only possible source of coverage.4

,5 

rvledicaid is jointly funded by the federal and state 
governments and is administered by the states. 
Though states nlust comply with a host offederal 
Medicaid requirements, they can exercise 
flexibility with regards to certain program 
elements. There is considerable state variation, 
for instance, in who is able to get coverage 
through Medicaid, the income level needed to 
qualify, and the services that the program covers. 

Nearly one in ten women in Nebraska 
receives health care coverage through 
Medicaid.6 

r jVledicaid is the I110st ilnportant source 
0[' coverage for low-incofne \vomen. In 
2006-07, 22 percent of all 10\v-incOine 
\VOnlCn in Nebraska \vere enrolled in the 

7 prO!2ranl. 

Medicaid Eligibility limits for 
_ , _-__ VV6me~ti~" ~ebraska,20101 

::~'; ~~~~~~~~:~ZNftiyien: 58% of the 

~-.--~ ~orrleriwithout dependent.children: Not 
-:~ :.- .. ~n8.!~t~-Xreg~rd~e.~~~ 9fJp,C9me}.. : -- . 
,0.' Pregilarit\vonlen:t85o/~oftbe: FPL 

- ---0 bi~abled:andaged\vomen: 1000/0 of the FPL 
,0 -Women who have, breast and cervical cancer: 

2500/0 of theFPL -

· N(Jt~s-~ 1. May include eligibility limits for the Children's 
H~alth Insurance Program (CHfP) or state-funded public 
health insurance programs. 2_ The FPL in 2010 is $10,830 
annually for an individual or $18) 1 0 for a family of three. 

Source: Kaiser Family Foundation, State Health Facts, 
www.statehealthfactsonIine.org (Accessed February 2010). 

Medicaid ensures that women in Nebraska have access to a comprehensive set of 
imoortant health care services. 

>- lvlcclicaici }JrogrcllTIS are reqllircd to IJ[ovicle certain l1eaItll servic·cs to SOl11e cO\Jered 
populations -- -including falnily planning services, inpatient and outpatient hospital 
care; and pregnancy-related carc-- 'and the prograrn has traditionally provided 
beneficiaries \vith a cOlllprehensive set of health benefits. The Deficit Reduction Act of 

2005; ho\vever, allows states to provide more linlited benefit packages (\vithollt 
coverage for rnental health services or prescription drugs, for exanlple) to certain 
enrollees. s 

> 'Nebraska's Medicaid progranl also covers treatlnent for breast and cervical cancer for 

low-income women, though to be eligible for this treatment \vomen lTIUst be screened 

11 Dupont Circle· Suite 800 • \Vashington, D.C. 20036 • 202 _ 58~L5180 ·20:;(588,5 185 Fax· \Vww.ll\vlc_or~ 



and diagnosed as part of the CDC's National Breast and Cancer Early Detection 
Program. The federal guidelines for the CDC program establish an eligibility baseline 
to target services to un insured and underinsured \VOlnen at or be lo\y 250 percent of the 
FPL.9 [n 2006.356 \V0111Cn were enrolled in Nebraska's breast and cervical cancer 

, 10 
treatnlcnt prograrn. 

Reproductive health services are a vital component of women's Medicaid 
coverage. 

';> 1n 2006, ~/ledicaid provided basic health services to a total of 7.3 nlil1ion American 
\vomen of reproductive age (15-44 years old).ll 

>- Medicaid is the largest public funder of family planning services in the United States. 
In 2006, the program contributed $1.3 billion toward family planning nationally, 
accounting for 71 percent of all public spending on these essential services. J 2 

>- Medicaid is also an essential source of coverage for maternity care, and covers 40 
percent of all births in Nebraska. I3 The program covers prenatal visits and vitamins, 
ultrasound and an1niocentesis screenings, childbirth by vaginal or caesarean delivery, 
and 60 days of postpartum care. 14 Nationally, pregnancy-related services account for 
the largest share of Medicaid's hospital charges. IS 

Nebraska's Medicaid program is important for low-income women of all ages. 

> For elderly women who meet income eligibility requirements,. the program covers high­
cost services provided in a skilled nursing facility, as ·well as home and cOlnmunity­
based health care for WOlnen \\'ho are entitled to nursing facility services. 16 

>- 35 percent of alJ fen1aJe Nledicaid beneficiaries in Nebraska were age 50 or older in 
2007. 17 These \V01nen typically rely on the prograIn for: health care related to a 
physical or mental disability or chronic condition; treatl11ent for breast or cervical 
cancer; long-term care services; or, cost-sharing required under Medicare. 18 

Women and 1'11edicaid in Nebraska: What Can Women's Advocates Do? 

rVOfnen's advocate,,- call work to strengthen lIlld itnprove their state's jJ;Jedicaid progralll while 
protecting against ellts in services andlor el(gibility. PolicYlnakers \viJl continue to debate the 
role that Ivledicaid and other public coverage prograrns should play in the U.S. health care 
system. Budget pressures at the state and federal level \vill continue to pose threats to this 
essential health insurance progranl. Advocates should understand Medicaid's significance for 
\vomen and support legislation that \vill strengthen Medicaid, ensure that the progranl is 
adequately funded; and ilnprove progranl enrollees' access to care. 

I Kaiser Family Foundation, rVomen's Health Insurance (Oct. 2009), 
http://www.kff.or0womenshealthfuploadf6000-0S.pdf 
2 Kaiser Family Foundation, /Jealth Insllrance Coverage of~Vomen /8-64, State, 2007-2008 (Oct. 2009), 
h!1!2JbV\vw.kff.or0womenshealth/upload/1613-09J2!li 
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SrrATE MEDICAID FAMILY PLANNINC; EIJIGIBILITY 

EXPANSIONS 
;------- .-~~~ 

STATE BASIS FOR ELlGfBIUTY CLIENTS APPLICATIONI 
INCLUDES REIMBURSEMENT 

losinl} losing Based Men 
Coverage Coverage Solely 

Postpartum for Any on 
Reason Income 

~-

,t.\lab~m(l 133% 
Arizona 2 years 
Arkansas 200% 
California 

I 
200% X 

Delaware 2 years 
Florida 2 years ~ 
Illinois t 200% 
Iowa t 200% 
Louisiana 200% 
Maryland 5 years 
Michigan 185% 
Minnesota 200% X 
Mississippi I 185% 
Missouri 185% 
New Mexico 185% 
New York .... 200% X ! 
'NorthCru-olina 185% X 
Oklahoma 185% X 
Oregon 185% X 
Pennsylvania 185% 
Rhode Island 2 years 
South Carolina 185% 
Texas ]85% 
Virginia t 133% X 
\Vashington 200% X 
Wisconsin 200% X 
Wyoming Unlimited 
TOTAL 4 2 21 9 

Only for chents born In state_ 
r State also extends Medicaid eligibility for family planning 
t Applies to women ages 18~50. 
Q Use state funds to reimburse for some or all initial visits. 
'V Expansion includes women who are at least 18 years 

GUTTMACHER INSTITUTE 

--
limited to A T fIRST VISIT 
Those 
and 

X 

X 

X 
X 

X 

X 
X 

X 
xt 

X 
X 

XO 
X'I' Xn 

X'fI 

XD 

X 
11 6 

to these: individuals. 

ACCESS 
NECESSARY 
DOCUMENTS 
fOR CLIENTS 

.-

X· 

X· . 
X 

a 

X 
X 

X 
X 

X 
X 

X· . 
X 
X 
X 
X 

15 

REIMBURSE WAIVER 
PROVIDERS EXPIRATION 

fOR DATE 
APPLICATION 
ASSISTANCE 

1 
913011 I 
1131112 

10/31110 
9130/10 
11130110 
3/31112 
1131111 

X 7/1111 
6130111 
311111 

6/30/11 
9130111 
9/30/10 
10/31110 
9/30/11 
12/31110 

X 10/31110 
X 10i31/12 

611/12 
9/30111 
12131110 
~2-'3.11I 1 
3/31111 

X 1113011 0 
1213111 0 
8131113 

4. 
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DEP ART~'lENT OF lIEALTH & H U~lAN SERVICES 
Centers for Medicare & J\,Jedicaid Services 
7500 Security Boulevard, I'vlail Stop S2-26-12 
Baltimore, I'vlaryJand 2]244-1850 

Center for 1Vledicaid, CHIP and Survey & Certification 

july 2, 2010 

Slv1DL# I 0-0 13 
ACA#4 

RE: Family Planning Services Option 
and New Benefit Rules for Benchmark Plans 

Dear State Health Official: 

This letter is intended to provide guidance on the implementation of two Medicaid benefits­
related provisions in the Affordable Care Act (ACA); P.L. 111-148, as amended by the I-Iealth 
Care and Education Recovery Act of 20 10; P .L. 111-152. Both provisions were effective as of 
March 23, 2010. 

This letter provides guidance on section 2303 of A CA: State Eligibility Option for Family 
Planning Services, which establishes a new Medicaid eligibility group and the option for States. 
to begin providing medical assistance for family planning services and supplies to individuals 
eligible under this new group. Under this new option, Federal funding will be available for 
States to provide coverage under the State plan for family planning and family planning-related 
services and supplies to individuals (nlen and women) that States could previously offer only 
through demonstration projects. 

Additionally, this letter provides guidance on section 2001 (c) of A CA: Medicaid Coverage for 
the Lowest Income Populations, \vhich lnakes certain benefit changes that "V ere enacted as part 
of the Affordilble Care Act to benchmark plans. 

STATE ELIGIBILITY OPTION FOR FAMILY PLANNING SERVICES 

Backqround 

Since 1972) States have been required to provide family planning services and supplies to 
Medicaid populations. Prior to ACA, States did not have the option to provide family planning 
services and supplies under their Medicaid State plans to individuals othcf\visc iJ1eligihIe for 
Medicaid, including parents \vith incon1es above State eligibility levels and non-disabled adults 
\vho "vere not caring for children. Because the provision of SllCh services has been found to be 
cost effective for the Medicaid program, the Secretary of Health and HUDlan Services has 
granted targeted section 1115 fmnily planning demonstrations to pennit States to cover family 
planning services and supplies for individuals not otherwise eligible for Medicaid. \Vith the 
enactnlcnt of ACA, States now have the option to offer, under State plan authority, eligibility for 
fcunily planning coverage for individuals who \vere previously ineligible for Medicaid . 



Page 2 State Health Official 

The New Family Planning Eligibility Group 

Section 2303 of ACA establishes a ne\v optional categorically needy group that became effective 
on March 23,2010. Specifically, section 2303(a)(1) of ACA establishes a new eligibility group 
under section 1902(a)(1 O)(A)(ii)(XXJ) of the Social Security Act (the Act). Individuals eligible 
under the ne\v fan1ily planning group are individuals (men and \vomen): 

• \Vho are not pregnant; and 
• Whose Income does not exceed the income eligibility level established by the State. 

Note that the income level established by the State lllay not exceed the highest Income level for 
pregnant women under the State's Medicaid or CHIP State plan. For purposes of determining 
eligibility and complying \vith section 1902(a)(17)(B) of the Act, States have the option to 
consider only the income of the applicant or recipient Additionally, States may determine 
income eligibility for individuals under this family planning option by using the same 
methodology that would apply for pregnant women. This includes the methodology that counts 
the applicant as a household of two (or more depending on the presence of others in the family) 
when detennining income eligibility. 

In addition, the State has the option of including in this new, optional group, individuals who 
would have been eligible for an approved section 1115 family planning demonstration, had they 
applied for such demonstration on or before January 1, 2007, using the eligibility standards and 
procedures imposed by the State at that time. States must not restrict eligibility based on age. 
Under standard Medicaid rules, however, States way limit services based on medical necessity. 

Some of the individuals that a State might cover under tbis new option (depending on their 
income) ITIay be eligible for a more con1prehensive set of benefits as States implement Medicaid 
and other coverage expansions under the ACA. Taking up the ne\v fanlily planning eligibility 
group does not preclude or 111 any \vay affect receipt of the increased n1atching rate (based on the 
requireJnents in eirect when this group bccoll1es mandatory in 2014). eMS will issue separate 
guidance on the Il1atching rate provisions in the new health insurance refoml legislation. 

Benefits Available to I ndividuals in the New Family Planning G roup; Applicable Federal 
Matching Rates 

The services available for this new group are described in section 2303(a)(3) of ACA, amending 
section 1902( a)( 10)( G) of the Act. Services available are linlited to family planning services and 
supplies described In section 1905( a)( 4)(C), as \vell as such "medical diagnosis and treatnlent 
services that are provided pursuant to a fmnily planning service in a family pImming setting.~' 
We are interpreting this langltage to provide for coverage of both famjly planning and family 
planning-related services1 maintaining their longstanding separate definitions. 

o Famlly planning services and supplies are described in section 1905(a)(4)(C). These 
services and supplies are reimbursable at the 90 percent ll1atching rate under the nc\v 
fan1ily plaru1ing option. These are the same services that are covered at the 90 percent 
matching rate for other Medicaid State plan beneficianes. Individuals in this ne\v family 
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planning group mllst receive the same 1905( a)( 4)(C) services that other categorically 
needy individuals receive. 

• Family planning-related services arc nlcdicaJ diagnosis and treatn1cnt services that are 
provided pursuant to a fanlily plannIng servicc in a family planning setting. These 
services can be covered under the ne\v option but are reilnbursable at the State's regular 
Federal medical assistance percentage (F1\1AP) rate. 

Family Planning-Related Services 

Family planning-related services have historically been considered those services provided in a 
family planning setting as part of or as follow-up to a fanlily planning visit. Such services are 
provided because they were identified, or diagnosed, during a family planning visit. As noted 
above, these services are reimbursable at the State's regular FMAP rate. 

The following are examples of family planning-related services: 

• Drugs for the treatment of sexually-transluitted diseases (STD) or sexually-transmitted 
infections (S11), except for HN/AIDS and hepatitis, when the STD/STI is identified! 
diagnosed during a routine/periodic family planning visit. A follow-up visit/encounter 
for the treatment/drugs may be covered. In addition, subsequent follow-up visits to 
rescreen for STls/STDs based on the Centers for Disease Control and Prevention 
guidelines may be covered. 

• Some States and family planning programs encourage Inen to have an almual visit at the 
office/clinic. Such an annual family planning visit may include a comprehensive patient 
history, physical, laboratory tests, and contraceptive counseling. 

• Drugs for the treatment of lo\ver genital tract and genital skin infections/disorders, and 
urinary tract infections, when the infection/disorder is identified/diagnosed during a 
routine/periodic fanlily planning visiL A f01l0\N-UP visit/encounter for the treatment/ 
drugs nlay be covered. 

• Other Inedical diagnosis, treatment, and preventive services that are routinely provided 
pursuant to a family planning service III a hunily planning setting. An example of a 
preventive service could be a vacclnation to prevent cervical cancer. 

• Treatment of Major COD)plica!ioIl~ 

The following are examples of treatnlcnt of nlajor complications that States D)ay cover: 

• Trcatrncnt of a perforated uterus due to an intrauterine device insertion; 
• Trcatnlcnt of severe rnenstrual bleeding caused by a Dcpo-Provera injection 

requiring a dilation and curettage; or~ 

• Treatnlent of surgicaJ or anesthesia-related conlplications dUling a sterilization 
procedure_ 
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It should be noted that for persons who have had a sterilization, States must cover family 
planning-related services that were provided as part oC or as follow-up to, the fanlily planning 
visit in which the sterilization procedure took place. 

Presumptive Eligibility 

A new section 1920C of the Act, as added by section 2303(b) of ACA, gives States tbat have 
adopted the neW family plmming eligibility group the option of also providing a period of 
presumptive eligibility based on preliminary Information that an individual Ineets the eligibility 
criteria for family planning services in ne\-v section 1902(ii). The preslllnptive eligibility period 
allows health providers to receive reimbursement (and States to receive Federal ll1atching funds) 
for medical assistance for an individual who has been determined presunlptively eligible by a 
qualified entity during a specific period. In general, a qualified entity is an entity that is eligible 
to receive payments under the approved State plan and is detennined by the State agency to be 
capable of malcing presumptive eligibility detemlinations. Please note that the State may limit 
the classes of entities that may become qualified entities to ensure program integrity. 

The qualified entity must inform the State agency of the presumptive eligibility determination 
within 5 working days after the determination is made and infonn the presumptively eligible 
individual that he or she must file an application for assistance no later than the last day of the 
month following the month during which the detennination is made. The State agency must 
provide the qualified entities with necessary fonns for the individual to file an application and 
information on how to assist individuals in completing the forms. Docun1entation for various 
factors of eligibility, such as citizenship, are not required for the presumptive determination, but 
will be requested when the application is filed. The State'Js reasonable opportunity period for 
sublnission of citizenship documentation also begins at this point. Please refer to the letter to 
State Health Officials (SHO# 09-016) issued December 28:t 2009 for further guidance on 
citizenship documentation. Nothing prevents a State from using a simplified application form as 
its presumptive eligibility form. This can strearnline the process and help ensure that all 
individuals are considered for ongoing eligibility. 

The actual presumptive eligibility period begins \-vith the datc on \vhich the qualified entity 
detemlines that the individual is eligible based on prelilninary infornlation. The presu111ptive 
eligibility period ends with and includes the earlier of: 

1. The day on which a formal eligibility determination IS Inade for the fanlily planning 
program under the Medicaid State plan; or 

2. For an individual who does not file an application by the last day of the month following 
the rnonth during which the individual was determined presunlptively eJigible, the last 
day of that month is the last day of the presuI11ptive eligibility penod. For example, if an 
individual is detennined presun1ptlvely eligible on April 1 j but the individual does not 
file an application by May 31, then the last day of the prcsLlrnptivc elIgibility period is 
~1ay 31. 
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For individuals detennined to be presumptively eligible under this category, medical assistance 
shall be hlnited to family planning services and supplies described in section 1905(a)( 4)(C), and 
at the State's option, medical diagnosis and treatment services that are provided pursuant to a 
fanlily planning service in a fanlily planning setting (family planning-related services, as 
described above). 

Converting Family Ptanning Section 1115 Demonstrations 

Currently, 22 States have approved stand-alone section 1115 family planning demonstrations. If 
a State \vith a demonstration wants to adopt the new State plan family plaIllling optional group, it 
would need to submit a SPA to select this option (see below). In addition, the State should notify 
its project officer and the CMS Regional Office State representative of its request to temlinate 
the family planning demonstration at such time as the SPA is approved. Since States \vould be 
shifting a popUlation from the demonstration to the Medicaid State plan, the State would not 
need to submit a demonstration phase-out plan as defined in the special terms and conditions. 
However, the State should notify individuals that they are no longer enrolled in a section 1115 
research and demonstration project, but instead are now enrolled in the lVIedicaid State plan 
option for family planning services. In addition, the State must submit a [mal report on its 
demonstration no later than 12 months after terminating the demonstration. With respect to 
budget neutrality, CMS would apply budget neutrality terms through the effective date of the 
SPA. 

Please note, if a State that was providing family planning services through a section 1115 
demonstration on March 23, 2010 chooses the State plan option, it must, at a minimum, maintain 
current eligibility until the State has established a health benefit exchange under ACA (or 
October I, 2019 for individuals under age 19) due to stahltory maintenance of effort 
requirements under the American Recovery and Reinvestment Act (ARRA) of2009 
(Pub. L. ] I I and ACA. 

Five States have comprehensive section 1115 demonstrations that include a targeted fanlily 
planning cornponent. If a State wishes to cover the family planning population under the 
Nledicaid State plan, it should submit a SPA and a Demonstration amendment renl0ving the 
popUlation as of the efTcctive date of the SPA. 

A State electing to keep this population in its targeted or cornprehensive demonstration may do 
so as \veIL However, the State may need to submit an aIllendn1ent to the denlonstration in order 
to renegotiate budget neutrality. 

Other Applicable Rules 

/\11 rules applicable under the :Medicaid program in general apply to this ne\v optional eligibility 
group, lncludlng ruJes relating to cost sharing, citizenship~ ilnmlgration, and third party liability. 

In addition, a State that elects to extend eligibility to this group llluSt includG consideration of 
this ne\v eligibility group when it detennines whether an individual who has qualified under 
another eligibility category continues to qualify for Medicaid. For example, under existing 
regulatory requirements, before terminating coverage for a \V011lan \,yho has been eligible for 
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Medicaid as a pregnant vvoman and wil1 lose such eligibility at the end of the 60-day post partum 
period, the State must perfornl an ex parte review to determine whether the woman would be 
eligible under another eligibility group. If the State elects to offer coverage undcr the ne\v 
family plannIng eligibility group, this review must include consideration ofw'hether the woman 
is eligible under that nc\v group. 

Submission of SPAs 

To inlplement this new optional group, States will need to subnlit an 3lnendment to their 
Medicaid State plan. We are ready to work \vith States interested in adopting this new option 
and to assist States in amending their plans. 

RECENT CHANGES TO MEDICAID BENCHMARK BENEFITS 

Background 

On April 30, 2010, a final rule on State Flexibility for Medicaid Benefit Packages was published 
in the Federal Register (75 FR 23068), which revised the December 3, 2008, final rule (73 FR 
73694). This final role became effective on July 1,2010 and implements provisions of 
section 6044 of the Deficit Reduction Act of2005 (pub. L. 109-171), which added a new section 
1937 that allows States to amend their Medicaid State plans to provide for the use of benefit 
packages other than the standard benefit package for certain populations. These alternative 
benefit packages are referred to as benchmark and benchmark-equivalent benefit packages. The 
April 30 final rule also incorporates provisions of ARRA and implements provisions of the 
Children's Health Insurance Program Reauthorization Act (CHIPRA) of2009 (Pub. L. 111-3). 
This final rule delineates what benefit packages qualify as benchmark packages, what would 
constitute a benchmark-equivalent package, and which specific services must be Included in a 
benchmark benefit plan or provided as an additional service. However, the rule did not address 
the ACA provisions relating to benchmark plans, including sections 200] (c) and 2303(c) \vhich 
amended section 1937 of the Act. This letter describes the ne\v ACA provisions in 200 J (c) and 
2303(c) that \vere effective upon enactment (March 23, 2010). 

Specifically, section 200 1 (c) of ACA adds mental health services and prescription drug coverage 
to the list of required services that must be included in benchmark-equivalent coverage. In 
addition, section 2303(c) of ACA requires States providing medical assistance to individuals 
described in section 1905(a)(4)(C) of the Act, through enrollment in benchmark or benchn1ark­
equivalent coverage, to cover family planning services and supplies. 

I mp!ementation 

The above services are requirements of benchmark and benchmark-equivalent coverage for 
States that provide coverage through such plans. Accordingly, States that choose to provide 
JTIedicaI assistance through benchnlark or benchmark-equivalent coverage Inust no\v conlply 
\vi th all provisions of the April 30, 2010 final rule, as well as the provisions of section 2001 (c) 
and 2303( c) of ACA described in tbis letter. CMS will apply these requirements in reviewing 
nc\v State plan amendments and monitoring currently approved State Medicaid plans. Note that 
beginning in 2014, benchmark and benchmark-equivalent plans must begin providing at least 
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essential health benefits, as described in Section 1302(b). These issues 'will be addressed at a 
later date. 

We hope this information \viJl be helpful. CrvlS is available to provide technical assistance to 

States with existing benchrrlark plans to ensure the plans cOlnply 'with these benefit rules. 
Questions regarding this guidance nlay be directed to Ms. Vikki Wachino, Director, Fanlily and 
Children's Health Progranls Group, at (410) 786-5647. vVe look [on-vard to our continuing work 
together as \eve implcDlent this iDlportant legislation. 

cc: 
CMS Regional Administrators 

CMS Associate Regional Administrators 
Division of Medical and Children's Health 

Ann C. Kohler 
NASMD Executive Director 

Sincerely, 

lSI 

Cindy Mann 
Director 

American Public tIuman Services Association 

Joy Wilson 
Director, Health Comrnittec 
National Conference of State Legislatures 

1\1att Salo 
Director of Health Legislation 
National Governors Association 

Debra l'vIiller 
Director for Health Policy 
Councn of State Governrncnts 

Alan vVejl, J.D., M.P.P. 
Executive Director 
National AcacIcnlY for State Health Policy 

Christine Evans, Iv1.P .1I. 
Director, Government Relations 
Association of State and Territorial Health Officials 
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Nebraska Medical Association 

I'm Dr. David Filipi, a family physician and immediate past president of the Nebraska Medical 

Association. I have been Chief Medical Officer of Methodist Physicians Clinic, an Omaha based 
multispecialty practice of 160 physicians and am currently Medical Director for Quality 
Advancement at BCBS of Nebraska. I speak today for the Nebraska Medical Association. 

I will share with you today a white paper created several years ago on our ideas for Health Care 
reform. They include two large concepts: Transparency and Driving down demand for health 

care services. 

First, transparency. As purchasers of health care, patients and employers currently have little 
solid evidence to make meaningful decisions. We currently go by such soft characteristics as 
reputation and past customer service. Our literature says quality is now often judged by the 
appearance of our waiting room. Instead, systems of health care should compete on agreed-upon 
measures of clinical outcomes, where we can compare apples to apples. What is the rate of 
surgical infections? Who has better results from heart procedures? Also, we should also know 
what health care actually costs. Charges by both hospitals and physicians are terribly misleading, 
as most payers pay a discounted rate. Ironically, the only patients paying full price are those 
without insurance. Armed with knowledge of both clinical performance on quality and the actual 
costs of service delivered, the marketplace will force lower costs and increased value. 

Public expenditure on comparative outcomes research is another part of transparency. 
Currently, drugs, devices, and diagnostic procedures are tested and approved if they are proven 
effective in what they are expected to do. This is required by the FDA so they can be placed in 
the market .. However, they are not tested against their competitive drug, device or procedure. 
The development company does not wish to risk failure in such an expensive research project. 
So, none is done. Physicians must rely on limited, antidotal experience and effective marketing to 
make decisions to use a new drug or technology. An independent agency to run head to head 
comparisons is needed to answer the questions, Ills a new expensive drug really better than an 

older, cheaper one?" "And if better, how better." If a new drug or technology is only marginally 
better, at a huge increase in cost, is it worth the change? 

So much for transparency. Let's talk about driving down demand for health care services. There's 
four strategies: A healthier Nebraska population, a decrease in defensive medicine delivered, 
reduction of waste due to service duplication and finally, futile end of life care. 



First, a healthier Nebraska. Just like we've handled seat belts, motorcycle helmet use, second 

hand smoking, and driving while intoxicated, we must focus public policy and private efforts to 

combat obesity and increase exercise. Obesity and inactivity correlates well to the resource 

consuming diseases of diabetes and heart disease. And it's just not about the money ... it's about 

quality of life. Those afflicted by these two diseases feel worse and are less productive. To 

implement programs encouraging better diets and more exercise, we must adequately fund our 

community departments of public health. The most effective programs are local initiatives. 

Second, defensive medical tests and procedures to avoid malpractice claims are a wasteful 

expense. The Nebraska Medical Association urges true tort reform, such as through specialized, 

sophisticated, and separate malpractice courts or malpractice immunity if one practices under a 

recognized national medical standard for a given clinical condition. Either improvement would 

remove the emotion of a tragic unwanted outcome and significantly cut the cost of defensive 

medicine. 

Third, the reduction of duplicative services. Let's face it. We have a very fragmented health care 
system,. As physicians and hospitals become more electronic, we must link these systems 

together so we know what has already been done in other practices and facilities. Fortunately, 
we have such a linkage in NEHII, or the Nebraska Health information initiative. If your facility is 

linked to NeHIl you can discover what has taken place in other facilities with a connection. NeHIl 

has already been successfuJJy implemented in Omaha, Hastings and North Platte. Not only does 
it reduce duplication, it improves diagnostic capabilities while reducing drug incompatibilities. 
Also helpful would be the promotion of primary care physicians and the successful development 
of the patient centered medical home. I won't repeat the facts already shared by Dr. Rauner. 

Let's just say that Dr. Paul Grundy, the medical director of IBM, says that his employees in 
countries with strong primary care systems cost 30% less than those countries weighted toward 

specialists. 

And lastly, let's facilitate the conversation with our patients about how they wish to face their 

own deaths. We're not talking death squads. We're talking about how much expensive 
technology our patients want us to apply to defer the inevitable. Let me give an example. We 

now have a therapy (Provenge) for widespread prostate cancer. It will likely prolong end stage 

disease for 6 additional months with continued pain and suffering. There is no increased 

likelihood of cure. Medicare fully pays the nearly $100,000 bill and the patient pays nearly 

nothing. Would you, personally, pay $550 daily out of pocket to live and suffer with widespread 

cancer for another 182 days? 

There you have it. The NMA white paper on health care reform, and my focus today on improving 

health care transparency while reducing demand for its services. I am pleased to answer any 

questions you may have. 

, 



November 28~ 2007 

Nebraska 
Medical 
Association 

Advocatingfor Physicians and th( HeaLth of aLi Nebraskans 



ask Force·· 
-,:'";'. ' ~ 

November 28J 2007 

This Task Force was constituted by the president of the 

Nebraska Medical Association in response to a resolution of 

the House of Delegates passed in September 2006. It has 

deliberated the contents of the resolution and the charges 

therein and makes the following proposal to the Association 

Board of Directors. 

PREAMBLE 

The Nebraska Medical Association Health Reform Task 

Force posits that all Nebraskans should have good access to 

timely needed health care that emphasizes good health 

habits, wellness, and prevention, that health care in 

Nebraska must be of high quality, efficient, affordable and 

equitably accessible to all. It also posits that good health and 

access to needed health care are social goods that contribute 

to the well-being of the state and all its residents. 

The Goal, Values, Principles and Recommendations that 

follow are based on these premises. 

GOAL 

"Health care plan outlining high quality, affordable and 

accessible health care coverage for all Nebraskans," while 

exploring the "feasibility of 'best practices' and 'practice 

guidelines' to the extent that they can help reduce unneces­

sary medical expense and engender reasonable expectations 

on the part of patients." 

( , ) 

VALUES 

• Access for all Nebraskans 

• Quality care 

• Individual choice and self-determination 

• Individual accountability demanded of all participants 

• Economic sustainability 

• Shared responsibility of all Nebraskans 

PRINCIPLES 

• Universal portable insurance coverage 

• Cost control 

• Health care financing that promotes quality care, 

preven tive care and wellness 

• A pluralistic system that promotes competition based 
on value 

• Coverage costs based on broad community rating 

• Partnership with patients in medical decision-making 

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

Nebraskans 

• Public education about healthy living, evidence for 

optimal care, and wise choices through credible 

information 
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RECOMMENDATIONS 

I) Assure universal health insurance coverage and fair 

sharing of costs by requiring all Nebraskans not covered by 

Medicare to have a basic health insurance benefit plan that 

includes preventive services, mental health care, dental care 

and long term care. This plan should be developed and 

reviewed periodically by a panel comprising generalist and 

specialist physicians, other health professionals and members 

of the public. The plan may be purchased either by employ­

ers or individually. Submission of evidence of insurance 

could be required when filing state tax returns, paying prop­

erty taxes, enrolling children in schools, registering an auto­

mobile, obtaining a driver's license, or seeking health care. 

Rationale-: The u.s. Census Bureau estimated that there 

were 194,000 uninsured Nebraskans in 2006, ... 11.1 % of the 
population 1, and these numbers have been increasing. Families 

USA has reported that 43~000 Nebraskans (28.2% of the <65 

population) lacked health insurance somaime during 2006 and 

2007. Of these, 262,000 (60%) were uninsured for more than 
six months 2. The uninsured frequently fail to get needed care 

with the result that their conditions become worse and they 
incur higher costs and suffer poorer outcomes 3. 4. They frequent­

ly resort to Emergency Rooms (ER) for access to care, which also 

contributes to increased costs. The increased costs of delayed care 

and ER care are borne by those who are insured Further, lack 

of timely access to needed care results in premature deaths and 
productivity losses estimated to exceed by many times the cost of 

the medical care needed 5. There are only three ways to assure 

access for all Nebraskans to timely needed health care. Either 

government provides care. government provides tax fUnded 
insurance, or private insurance is made availabk and required. 

Combinations of these approaches are possibk. In our pluralist 

economy and tax-averse political system, it is unlikely that state 

government will provide care to or be the insurer of the current­

ly uninsured. To do so would provide incentive for many who 

are currently insured by employers or individually to drop insur­

ance and opt for government care or government insurance. The 

state could expand Medicaid and SCHIP coverage but, to assure 

a sense of solidarity and shared responsibility. the Task Force rec­

ommends that all Nebraskans have access to comparable health 

care coverage. Furthermore, cost shifting from Medicaid results 

in higher insurance premiums 6, a state-imposed hidden tax on 

those who responsibly choose to be insured The Task Force con­

cluded that tile only way to assure that costs are shared foirly is 

to require all Nebraskans to have private health insurance that 

( 2 ) 

provides an equal basic benefit for all Some will doubt the abil­

ity to enforce a requirement but several methods are available 7. 

Insurers should be permitted to offer richer coverage than the 

basic benefit plan, if they choose. 

II) Require all insurers, authorized by the State of 

Nebraska Department of Insurance to offer plans that satis­

fy the health insurance requirement, to guarantee issue and 

renewal of a basic health benefit plan at community rated 

premiums. 

Rationale: At the present time~ persons with pre-existing con­

ditiom may be excluded fom purchasing health insurance 

because insurers deny them coverage~ will not insure costs arising 

from pre-existing conditions, or may drop them from coverage if 
they become ill Further, even if healthy, premiums escalate with 

age to reach prohibitive levels for many middle income 

Nebraskans between 50 and 64. If all Nebraskans are able to. 

purchase and renew health insurance at community rated pre­

miums, it assures equitable sharing of costs and is likely to lower 
overall costs because timely preventive and chronic disease care 

are expected to diminish the need for more extensive and expen­

sive care resulting fom lack of timely access to needed care. 

III) Subsidize premium costs for low income persons uti­

lizing curren t Medicaid funds. (Suggested guidelines: 1000/0 

premium subsidy for those below 2000/0 of Federal Poverty 

Level; declining suhsidy from 2000/0-300 or 4000/0 FPL.)t 

Rationale: Many fomilies and individuals cannot afford cur­

rent high premiums of private health insurance. Family premi­

ums in Nebraska can exceed 20% of Median Family Income 

and approximate 15% of the income of a family of four at 

400% ofFPL. To determine the appropriate level of subsidy will 

require a judgment of what is a reasonabk expenditure for 

health insurance premiums. Some suggest that premium costs 

should not exceed 8-10% of household income. 

IV) Require insurers to offer plans that reward selection 

of a "medical home" to facilitate coordinated/integrated care. 

Rationale: This recommendation addresses quality of care 

and costs. It has demonstrated that continuity of care providing 

by longitudinal oversight and monitoring by one or a team of 

professionals results in better health care outcomes at lower cost8
• 

In the absence of Longz'tudinal continuing care, there may be 
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poor coordination with different providers caring for different 

aspects of a persons health with no one provider or team know­

ing exactly what is being recommended or prescribed for a 

patient. In the absence of a medical home, many resort to emer­

gency rooms for their point of entry into the system, thereby 

resulting in poor care coordination and higher costs. Bmer coor­

dinated care has also been found to diminish health disparities 8. 

V) Emphasize public health and disease prevention. 

Develop and imp1ement education and counseling strategies 

in ear1y childhood programs and schools; develop and pro­

mote education programs for the public and health profes­

sionals addressing: 

• healthy lifestyles and disease prevention 

• health and health care literacy 

Promote and provide incentives for wellness programs in 

workplaces, schools and the community. 

&ltionale: Enhanced public health efforts are essential to 

improve the health of Nebraskans and to reduce health care 

costs. Primary, secondary and tertiary prevention practices have 

been shown to diminish suffering, health care costs and to 

improve productivity. The U.S. and Nebraska face a pandemic 

of diseases related to liftstyle~ notably diseases related to obesity 

but others as well Poor health habits increase the risk of cardio­

vascular disease, diabetes, cancer, sexually transmitted diseases, 

especially HIVIAlDS, and others. Lift style accounts for ,..40% 

. of premature deaths, 80% of them from smoking and obesity '. 

Obesity is estimated to account for 9% of u.s. health care 

costs 10 and $454 million in Nebraska in 2003 Il. Improved 

health habits, disease prevention, and early detection of disease 

enhance the quality of life and decrease the costs of health care. 

Workplace health and wellness programs have demonstrated 

their value by decreasing health risk behaviors, improving 

health~ decreasing costs~ and increasing productivity 12-16. It is 

estimated that in 2003 Nebraska expended $1.9 billion in 

health care costs and economic productivity was diminished by 

$6.1 billion because of preventable chronic diseases and their 

complications 17. The same study estimates that, implementation 

of reasonable preventive measures could save $5.2 billion in 

health care costs and improve economic productivity by $17 bil­

lion in 2023. 

VI) Promote and educate the public about appropriate 

use of health care resources and choosing providers based on 

quality and value. 

Rationale: The public is bombarded with information sug­

gesting that they need particular health care services, leading 

many to demand and expect care that may be of no benefit, and 

may carry risks. The public also lacks adequate information to 

make rational choices of health care providers to assure that they 

are getting the best care for the lowest reasonable cost. 

Information and transparency about the quality. cost and value 

of care should be made available to the public and communicat­

ed by well structured public education programs. It is important 

that these programs take cognizance of the culturally diverse pop­

ulations of Nebraska. 

VII) Require provider reimbursement based on appro­

priate medically necessary services utilizing evidence-based, 

value-adjusted, nationally accepted clinical practice guide­

lines. 

Nationally accepted evidence-based clinical practice 

guidelines should be suhject to review by a panel of Nebraska 

professionals to assure local applicability. 

Rationale. This recommendation addresses quality of care 

and costs. One of the drivers of health care costs is the provision 

of care that does not contribute to health and well-being. The 

reasons for this include patient demand, uncertainty on the part 

of practitioners, opportunities for providers to increase income, 

and defensive medicine (the practice of ordering tests and con­

sultations to avoid or diminish the possibility of malpractice 

suits). Furthermore, there is evidence that evidence-based inter­

ventions are frequently not provided when indicated 18. 19. There 

is an extensive and growing array of evidence-based clinical 

practice guidelines that assure quality care and value-based out­

comes 20. Linking reimbursement to evidence-based preventive, 

diagnostic, or therapeutic interventions should have a positive 

effect on quality of care, outcomes and costs. There are occasions 

when it is appropriate to use or not use interventions prescribed 

by clinical guidelines-every patient is an individual different 

from other patients. Such deviations from guidelines may be 

reimbursed if they are individually justified. 

VIII) Limit out-of-pocket expenditures (premiums, 

deductibles and co-payments). (No OOP expenditures for 

those under 1500/0 FPL, cap of 50/0 annual income OOP for 

those 150-2500/0 FPL, sliding cap of 5-10% for those 250-
300% FPL, cap of 10% OOP for those above 3000/0 FPL.# 

This could apply to each year or be applied to rolling three 

year average.) 

( J ) 
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Rationale: This recommendation also addresses quality of 

care and costs. It is well known that cost-sharing reduces health 

care utilization :ll. It is also well known that excessive cost-shar­

ing reduces utilization of needed health care 22~ especially preven­

tive care 23. Patients who feel as though they cannot afford pre­

scribed care or monitoringfrequently decrease drug dosages, skip 

medications and necessary monitoring for chronic conditions, 

and neglea useful screenings for conditions such as breast cancer, 

high blood pressure and diabttes. This results in greater inci­

dence of preventable diseases and worsening of acute and chron­

ic conditions with higher costs of care and subsequent poorer out­

comes, inc/uJing higher mortality. Health economists charaaer­

ize the "undtrinsured" as individuals or families whose premi­

um and out-ofpocket costs exceed 10% of income or 5% of 
income for those below 200% of poverty 24.25. Keeping cost shar­

ing within affordable limits improves outcomes and decreases 
health care costs 26, 

IX) Support a secure and private statewide health infor­

mation exchange to promote higher quality, safer and more 

cost efficient health care. 

RAtionale: Individual patients are often provided care by dif 

ferent professionals, hospitals, long term care facilities, and other 

providers. Difficulty accessing patient health information or 

failure to communicate patient information between providers 

may result in lower quality of care, duplication of procedures, 

poor coordination of care. and higher costs. Ready access to 

patient health information at the point of care has the potential 

to improve quality of care and reduce unnecessary medical 

spending. It is essential that such records be secure and that they 

are available only to providers who are granted access by the 

patient. The Nebraska Health Information Initiative (NeHII), 

a collaboration of many health care stakeholders in the state, was 

established in 2005. Its goals include: 

• Sharing timely and accurate patient health care informa­

tion in a secure environment to improve patient care and 

• Seamless, electronic medical system by which patients give 

physicians or other providers access to their health informa­

tion. 

It is a means for the state to meet the information needs of 

Nebraskans and Nebraska health care providers. (5. 1693. a bill 

that has been reported out of committee to the foil United States 

Senate, will provide matching grants to states and other entities 

to develop such systmlS if enacted.) 

( 4 ) 

X) Establish educational loan forgiveness, scholarships 

and bonus payment programs, linked to service commit­

ments, for providers who establish and maintain practices in 

underserved areas. 

Rationale: This recommendation is intended to improve 

access to timely, high quality care to Nebraskans. Many 

Nebraskans live in areas of health professional and health care 

service shortages. The Bureau of Health Professions 27 and the 

Nebraska Office of Rural Health 28 have designated large parts 

of the state as health professions shortage areas. These include 

primary care, dental care, pharmacy services, allied health and 

mental health, the last perhaps the most acute of the shortages. 

Nebraska has had low-interest loan and loan repayment 

programs to attraa professionals to rural practice areas for 

nearly 30 years, yet great shortages persist. The Task Force 

concluded that greater incentives, linked to accountabili~ are 

needed to attraa health professionals to locate in and practice in. 

shortage areas. Incentives should be linked to commitmmts to 

serve for contraaetl periods of time in shortage areas. 

XI) Provide incentives for Nebraska educational institu­

tions (public and private) to increase education of health 

professionals to address workforce shortages. 

Rationale: Nebraska is blessed with a substantial number of 

institutions that educate health professionals. physicians, nurses~ 

dentists. physician assistants and mental health professionals. 

But, it also has a large number of health services shortage areas 

and some areas with shortages of specific professions. In addition 

to incentives for health professionals to locate in such areas (rec­

ommendation X), incentives to select and educate professionals 

in ways appropriate to meet the needs of underserved areas 

should be provided for these institutions. 

XII) Strive to reduce medical costs associated with defen­

sive medicine in collaboration with the legislature and the 

Nebraska Bar Association. 

Rationale: Defensive medicine is the ordering of tests, proce­

dures, seeking consultation or avoiding interventions with the 

purpose of decreasing liability to malpractice suits rather than for 

the benefit of a patient. Such added services increase the cost of 

health care. It is difficult to quantifl exactly how much of 

Nebraska medical praaice is defensive or its costs; it has been 

estimated that 5-9% of national health care expenditures result 
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.from the practice of defensive medicine 29. 30, A survey of 

Pennsylvania physicians determined that 93% of phYJicians 
reported practicing defensive medicine 31, NebraJka is relatively 

favored with respect to malpractice premium, award and settle-

ment costs because of a limit on damages. However, Nebraska 

physicians relate many anecdotes of the practice of defensive 

medicine. There are several ways that the malpractice tort system 

might be modified so that defensive medicine is reduced by 
diminishing the threat of malpractice suits.. thereby improving 
patient care. 

XIII) Collaborate with the Nebraska Hospital Association 

and others to promote patient safety by encouraging transparen­

cy and reporting of adverse events and nosocomial infections. 

Rationale: Medical errors and hospital acquired infections 
are important causes of injury, death and high costs in American 
health care. The Institute of Medicine (lOM) estimated that 
44,000-98,000 Americans died because of medical errorr in 
1997 and that the cost of care for those injured by errors was 
$17-29 billion 32. The Centers for Disease Control and 

Prevention estimated that in 2002 there were 1.7 miOion hospi­
tal acquired infections resulting in 99 .. 000 deaths in the u.s. 33 

It haJ bun estimated that hospital acquired infections increased 
hospital costs more than $30 billion 34, a sum that does not 

include the cost of physicians or lost productivity. In 2003 there 
were 636 documented "medical misadventures'7 resulting in 

. injury in NebraJka hospitals 35. 

XIV} Funding sources: 

• premiums from employers and individuals 

• existing state and federal Medicaid funds used EO 

subsidize premiums and excess out-of-pocket expenses 

• payroll tax of employers who do not provide health 

Insurance 

• penalty payments by those who do not voluntary enroll 

in the required plan 

• if more funding is required, tobacco and alcohol or 

other taxes may be levied 

Rationale: Adequate and appropriate fonding requires 

participation by both public and private sectors. The TaJk Force 
recommends utilization of fonds .. private and public, that are 

currently supporting health care for NebrtlJkans. The TaJk Force 

proposal will require a Medicaid waiver to utilize fonds to 
subsidize premiums for low income persons. In 2004, total 

( 5 ) 

NebraJka expenditures for personal health care were $9.782 bil­

lion, $5599 per capita 36. Of the tota/' Medicaid expended 

$1.387 billion, Medicare $1.691 billion and private payers 

$6. 705 billion. Utilizing historic rates of cost growth, it is esti­
mated that in 2007 total expenditures will be ,..$12.2 biDion .. 

Medicaid expenditures ,..$1.84 billion .. Medicare expenditures 
,..$2.14 billion .. per capita spending ,..$6820. 

Nebraskans are now payingfor health care for the uninsured. 

The Nebraska Center for Rural Health Research computed that 
in 2003 $256.8 million uncompensated hospital costs of care for 
underinsured and uninsured patients were passed on to private 
insurers who in tum must pass these costs on to businesses and 
individuals who pay premiums. The Center forther computed 
that hospitals also shifted $127.7 million of Medicaid under­
payment of costs and $266.1miOion of Medicare under-pay­
ments~ for a total of $650.6 million'. Again utilizing historic 
rates of cost growth, it iJ estimated that in 2007 this hidtlm tax 

haJ reached ,..$940 million, approximately 7.7% of total health 
care costs in Nebraska. But .. these represent cost shiftingfor hfJS­

pital care only. If one aJsumes that physicians shift costs propor­
tionate to those of hospitals, this would amount to ,..$545 mil­
lion in 2007 for a total cost shift of ,..$1.485 biDion, or ,..12.2% 
of total personal health care costs of Nebraskans. This tax is 
borne by businesses, employees and individuals who responsibly 
buy insurance. Businesses that do not provide health insurance 
for employees and individuals who can afford but do not pur-
chase health insurance are responsible for - 40% of this hidden tax. 

The Task Force proposes that all businesses and individuals 
share in the costs of health care for NebrtlJkam. Businesses may 
purchaJe health insurance or pay a tax based on payroll expense. 
If individuals do not purchtlJe insurance, they should pay a 
penalty that is sufficient to provide incentive for them to do so. 
Most believe that insuring all NebraJkans will result in lower 

costs by enhancing disease prevention and avoiding the higher 
costs that occur when uninsured and underinsured persons forego 
care and incur higher costs because their conditions become 

worse. In the event that costs incretlJe in the short term, the TtlJk 
Force recommends that a tax be levied on products and practices 
known to be detrimental to health. 

tFPL 2007 ;;= $10,210 O}, $13,690 (2), $17,170 (3), 

$20,650 (4) 

lest. NE health care costs 2007 (Economic Policy 

Institute) = 8-9% of 2500/0 FPL 

s 
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Democratic Policy Committee; Washington D.C. 

:oM: _ij'ATIENT IPROTEClJ!Q!! 
'~"~AND AFFORDABLE. CARE'ACT 

Section-by-Section Analysis 
with Changes Made by Title X and Reconciliation included within Tides I - IX 

Some parts of Title X (the Managers' Amendment) and the Health Care and Education 
Reconciliation Act (Reconciliation Act) made changes to provisions in Titles I - IX of!the Patient 
Protection and Affordable Care Act. This section-by-section analysis includes a description of 
those provisions within the description of the section that was amended. Provisions ot Title X 
and the Health Care and Education Reconciliation Act that did not make changes to T,itles I - IX 
are described separately at the end of the docllmen L . 

TITLE I-OUALITY, AFFORDABLE HEALTH CARE FOR ALL AMERICANS 

Subtitle A-Immediate Impropcments in Health Care Coverage for All Americans 

Sec. 1001. Amendments to the Public Health Service Act. 

Sec. 2711. No lifetime or annual limits. As amended by Section 1010 I, prohibits plans 
from establishing lifetime limits, and annual limits beginning in 2014, on the dollar value of 
benefits. Prior to 2014, plans may only establish restricted annual limits as defined by the 
Secretary of Health and Human Services (HHS), ensuring acccss to needed services with 
minimal impact on premiums. 

Sec. 2712. Prohibition on rescissions. Prohibits all plans from rescinding coverage except 
in instances of fraud or misrepresentation. 

Sec. 2713. Coverage of preventive health services. Requires all new plans to cover 
preventive services and immunizations recommended by the U.S. Preventive Services Task 
Force and the CDC, certain child preventive services recommended by the Health Resources 
and Services Administration (HRSA), and women's preventive care and screening 
recommended by HRSA, without any cost-sharing. 

Sec. 2714. Extension of dependent coverage. Requires all plans offering dependent 
coverage to allow individuals until age 26 to remain on their parents' health insurance. 
Section 230 I of the Reconciliation Act eliminates the requirement that adult children bc 
unmarried. 

Sec. 2715. Development and utilization of uniform explanation of coverage documents 
and standardized definitions. Requires the Secretary to develop standards for use by health 
insurers in compiling and providing an accurate summary of benefits and explanation of 
coverage for applicants, policyholders or certificate holders, and enrollees. The standards 
must be in a uniform format, using language that is easily understood by the average 
enrollee, and must include uniform definitions of standard insurance and medical terms. The 

http://dpc.senate.gov/dpcdoc_sen_health_care_bill.cfm 

I 
l 

. . . . . I' . . I explanatIOn must also desenbe any cost-sharing, exceptIons, reductIOns, and ImItatIOns on I 
coverage, and examples to illustrate common benefits scenarios. I 

i 

Sec. 2715A. Provision of additional information. As added by Section 1010 1, requires all I 
plans to disclose the information required in section 1311 (e) , such as claims payment policies 
and rating practices. Plans that are not offered through the Exchange must submit this 
information to the Secretary ofHHS and the State insurance commissioner and make such 
information available to the public. 

Sec. 2716. Prohibition of discrimination in favor of highly compensated individuals. 
Employers that provide health coverage will be prohibited from limiting eligibility for 
coverage to highly compensated individuals. 

Sec. 2717. Ensuring quality of clIre. Requires thc Secretary to develop guidelines for lise 
by health insurers to report information on initiatives and programs that improve health 
outcomes through the use of care coordination and chronic disease management, prevent 
hospital readmissions and improve patient safety, and promote well ness and health . As 
added by Section 10101, protects Second Amendment gun rights by precluding the collection 
and disclosure of information related to gun ownership or usc for purposes of detennining 
premium rates. 

Sec. 2718. Bringing down the cost of health care coverage. As amended by Sect ion 
1010 I, requires plans offering coverage in the group and individual markets (including. 
grandrathered plans but excluding self-insured plans) to report to the Secretary the amount of 
premium revenues spent on clinical services. u(;tivities to improve quality, and all olher 11 0n­
claims costs as defined by the National Association of Insuranc(; Commissioners and 
certified by the Secretary of HHS. Beginning in 20 I I, large group plans that spend less than 
85 percent of premium revenue and small group and individual market plans that spend less 
than 80 percent of premium revenue on clinical services and quality must provide a rebate 10 

enrollees. In addition, each hospital operating within the United States shall publish a list of 
standard charges for items and services provided by the hospital. 

Sec. 2719. Appeals process. As amended by Section 10101, requires new plans to 
implement an effective internal appeals process of coverage detenllinations and claims and 
comply with any applicable State external review process. If the State has not established an 
external review process or the plan is self-insured, the plan shall implement an external 
review process that meets minimum standards established by the Secretary. The Secretary 
may deem the external review process of a plan in operation as of enactment to be in 
compliance with this section. 

Sec. 2719A. Patient protections. As added by Section 1010 I, requires that a plan enrollee 
be allowed to select their primary care provider, or pediatrician in the case of a child, from 
any available participating primary care provider. Precludes the need for prior authorization 
or increased cost-sharing for emergency services, whether provided by in-network or out-of­
network providers. Plans are precluded from requiring authorization or referral by the plan 

2 
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S(~C. 1002. Health insurance consumer information. The Secretary shall award grants to 
States to enable them (or the Exchange) to establish, expand, or provide support for offices of 
health insurance consumer assistance or health insurance ombudsman programs. These 
independent offices will assist conswners with filing comolaints and 
on their riuhts and responsibilities, and collect. 

million in funding and is 

Sec. 1003. Ensuring that consumers get value for their dollars. For plan years beginning in 
2010, the Secretary and States will establish a process for the annual review of increases in 

for health insurance coverage. Requires States to make recommendations to their 
cxcnang{;s about whether health insurance issucrs should be excluded from participation in the 
Exchanges based on unjustified premium increases. Provides $250 million in funding to States 
from 2010 W1ti12014 to assist States in reviewing and, if appropriate lmder State law, approving 
premium increases for health insurance coverage and in providing infonnation and 
recommendations to the Secretary. As added by Section 10101, allows for the establishment of 
medical reimbursement data centers to develop fee schedules and other database tools that reflect 
market rates for medical services. 

Sec. ] 004. Effective dates. Except for sections 1002 and 1003 
cnactment of this Act), this subtitle shall become effective for 
the date that is 6 months after the datc of enactment of this Act. 

Subtitle B - [mmelliate Action to Make Coverage More Affordable and More Available 

Sec. 1101. Immediate access to insurance for people with a preexisting condition. Enacts a 
temporary insurance program with financial assistance for those who have been uninsured for 
several months and have a pre-existing condition. Ensures premium rate limits for the newly 
insured population. Provides up 10 $5 billion for this program, which terminates when the 
American Health Benefit Exchanges arc operational in 2014. Also establishes a transition to the 
Exchanges for eligible inclivicl!lj.jl<; 

Sec. 1102. Reinsurance for carly retirees. Establishes a temporary reinsurance program to 
provide reimbursement to participating employment-based plans, including (as clarified by 
Section 10102) plans sponsored by State and local governments, for part of the cost of providing 
health benefits to retirees (age 55.64) and their families. The program reimburses participating 
employment-based plans for 80 percent of the cost of benefits provided per enrollee in excess of 
$15,000 and below $90,000. The plans are required to use the funds to lower costs borne 
directly by participants and beneficiaries, and the program incentivizes plans to implement 

lS and procedures to better manage chronic conditions. The Act appropriates $5 billion 
fund and ftmds arc available until expended. 

Sec. 1103. Immediate information that allows consumers to identify affordable coverugc 
options. Establishes an Internet portal for beneficiaries to easily access affordable and 
comprehensive coverage options. This information will include eligibility, availability, premium 
rates, cost sharing, and the percentage of total premium revenues spent on health care, rather than 
administrative expenses, by the issuer. Section 1 ° 1 02 clarifies that the internet portal shall be 
available to small businesses and shall contain information on coverage options available to 
small businesses. 

Sec. 1104. Administrative simplification. Accelerates HHS adoption of uniform standards and 
operating rules for the electronic transactions that occur belvveen providers and health plans that 
are governed under the Health Insurance Portability and Accountability Act (such as benefit 
eligibility verification, prior authorization and electronic funds transfer payments). Establishes a 
process to regularly update tlle standards and operating rules for electronic transactions and 
requires health plans to certify compliance or face financial penalties collected by the 
Secretary. The goal of this section is to make the health system more efficient by reducing 
clerical burden on providers, patients, and health plans. 

Sec. llOS. Effective dates. Provides that this subtitle is effective upon enactment. 

Subtitle C - Qualitv Health lnsurance Coverage for All Americtlns 

Part 1 - Hcalth Insurance Market Reforms 

Sec. 1201. Amendment to the Public Health Service Act. 

Scc. 2701. Fair health insurance premiums. Establishes that premiums in the individual 
and small group markets may vary only by family structure, geography, the actuarial value of 
the benefit, age (limited to a ratio of 3 to I), and tobacco use (limited to a ratio of 1.5 to 
Section 10103 clarifies that this provision applies to insured 
not self-insured plans. 

Sec. 2702. Guarantecd availability of coverage. Each health insurance issuer must accept 
employer and individual in the State that applies for coverage, permitting annual and 

open enrollment periods for those with qualifying lifetime events. 

Sec. 2703. Guaranteed renewability of coverage. Requires guaranteed renewability of 
coverage regardless of health status, utilization of health services or any other related factor. 

Sec. 2704. Prohibition of preexisting condition exclusions or other discrimination bused 
on health status. No group health plan or insurer offering or individual coverage may 
impose any pre-existing condition exclusion or discriminate those who have been 
sick in the past. 

Scc. 2705. Prohibiting discrimination against individual participants and bcneficiaries 
based on health status. No group health plan or insurer offering group or individual 
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insurance premiums 
promotion and disease 
such a program in the 

on 
care, medical history, 

acts of domestic violence or 
as much as 30 percent for employee 

Authorizes a 

Sec. 2706. Non-discrimination in health care. Prohibits discrimination 
providers acting within the scope of their professional license and 

health care 

Sec. 2707. Comprehensive health insurance coverage. Requires health insurance issuers 
the small group and individual markets to include coverage which incorporates defined 

essential benetits, provides a specified actuarial value, and requires all health plans to comply 
with limitations on allowable cost-sharing. 

Sec. 2708. Prohibition on excessive waiting periods. Prohibits any waiting oeriods for 
coverage that exceeds 90 days. Section 10103 clarifies that waiting 
to the individual market. 

Sec. 2709. Coverage for individuals participating in approved clinical trials. As added 
by Section 10103, prohibits insurers from dropping coverage because an individual chooses 
to participate in a clinical trial and from denying coverage for routine care that they would 
otherwise provide just because an individual is enrolled in a clinical trial. Applies to all 
clinical trials that treat cancer or other life-threatening diseases. 

Part II - Other Provisions 

Sec. 1251. Preservation of right to maintain existing coverage. Allows any individual 
enrolled in any form of health insurance to maintain their coverage as it existed on the date of 
enactment. Section 10103 applies the requirements for medical loss ratios and uniform coverage 
documents to grandfathered plans. Section 2301 of the Reconciliation Act applies the 
requirements for excessive waiting periods, lifetime limits, rescissions, and extension of young 

coverage to grandfathered plans. Also, applies requirements relating to pre-existing 
coverage exclusions to group health plans, applies requirements regarding adult child coverage 
to group health plans only if the adult child is not eligible to enroll in an employer-sponsored 
plan. 

Sec. 1252. Rating reforms must apply uniformly to all health insurance issuers and group 
health plans. Standards and requirements adopted by States must be applied uniformly to all 
plans in each relevant insurance market in a State. 

Sec. 1253. Annual report Oil self-insured plans. As added by Section to 1 03, requires the 
Secretary of Labor to prcparc an annual report on various aspects of self-insured group health 
plans. 

market. As added Section 10103, requires the Secretary of 
:ured and self-insured group health plan markets to 
the extcnt to which new insurance market refonns arc 

to cause adverse selection in the large group market. 

Sec. 1255. Effective dates. Section 10103 redesignates this section, 
All provisions in this subtitle take effect on January 1,2014. Section 
grandfathering takes effect on the date of enactment and applies the nrnhihilion 

with respect to children effective six months 

Subtitle D -AI'aiiable Coverage (or All Americans 

Part I-Establishment of Qualified Health Plans 

Sec. 1301. Qualified health plan defined. Requires qualified health plans to be certified by 
Exchanges, provide the essential health benefits package, and be offered by licensed insurers that 
offer at least one quali fled health plan at the sil ver and gold levels. Section 10104 strikes the 
community health insurance option from this section, adds multi-state plans, and allows qualificd 
health plans to provide coverage through a qualified direct primary care medical home plan that 
meets requirements established by the Secretary of HHS. 

Sec. 1302. Essential health benefits requirements. Defines an essential health benefits 
package as one that covers essential health benefits, limits cost-sharing, and has a specified 
actuarial value (pays for a specified percentage of costs), as follows: 

I. For the individual and small group markets, requires the Secretary to define essential 
health benefits, which must be equal in scope to the benefits ofa typical 

2. For all plans in all markets, prohibits out-of-pocket limits that are 
for Health Accounts. For the small group market, 
greater than for individuals and $4,000 for familie 
deductible amounts by the percentage increase in average 

3. For the individual and small group markets, requires one of the following levels of 
coverage, under which the plan pays for the specified percentage of costs: 

Bronze: 60 percent 
Silver: 70 percent 
Gold: 80 percent 
Platinum: 90 percent 

1n the individual market, a catastrophic-only plan may be offered to individuals who are under 
the age of 30 or who are exempt from the individual responsibility requirement because 
is unaffordable to them or because of a hardship. A catastrophic plan must cover essential 
benefits and at least three primary care visits, but must require cost-sharing up to the HSA out-

limits. Also, jfan insurer offers a qualified health plan, it must otTer a 
at the same level of coverage. Finally, Section 10104 payments by qualified 
to Federally Qualified Health Centers (FQHCs) to be at as high as payments to 
under Medicaid. 



clcct whether or not to cover abortion. Requires a segregation of 
subsidy-eligible individuals in plans that cover abortions for which the 

expenditure of Federal funds appropriated for the Department of Health and Human 
Services is not pennitted. Subsidy-eligible individuals would pay one premium with two 
distinct payment transactions, with one going to an allocation account to be used 
exclusively for payment of such services. Requires Statc insurance commissioners to 
cnsure compliance with (he requirement to segregate federal funds in accordance with 
generally accepted accounting requirements and guidance from the Office of 
Management and Budget (OMB) and Government Accountability Office (GAO). Plans 
would be required to include in their benefit descriptions whether or not they cover 
abortion, as they will do for all other benefits. The allocation of the premium into its 
components would not be advertised or used in cnrollment material. All applicants 
would see the same premium when they are choosing a plan. 
Includes conscience language that prohibits qualified health plans from discriminating 
against any individual health care provider or health care facility because of its 
unwillingness to provide, pay for, provide coverage of, or refer for abortions. 
Ensures that federal and State laws regarding abortion arc not preempted. 

Sec. 1304. Related definitions. Defines the small group market as the market in which a plan is 
offercd by a small employer that employs 1-100 employees. Defines the large group market as 
the market in which a plan is offcred by a large employer that employs more than 100 
employees. Before 2016, a State may limit the small group market to 50 cmployees. As 
amended by Section 10104, dcfines an "educated health care consumer," and rcquires Exchanges 
to consult with enrollees who are educated health care consumers. 

Part II-Consumer Choices and Insurance Competition through Health Benet1t Exchanges 

Sec. 1311. Affordable choices of health benefit plans. Requires the Secretary to award grants, 
available until 2015, to States for planning and cstablishmcnt of American Health Benefit 
Exchanges. By 2014, requircs States to establish an American Health Bencfit Exchange that 
facilitates the purchase of qualified health plans and includes a SHOP Exchange for small 
businesses. Requires the Secretary to: 

Establish certification criteria for qualified health plans, requiring such plans to meet 
requirements. ensure a sufficient choice of providers, include essential 

community providers in their networks, be accredited on quality, implement a quality 
improvement strategy, usc a uniform enrollment form, present DIan infonnation in a 
standard format, and provide data on quality measures. 

systcm- for qualified health plans, including infonnation on cnrollee 
a model template for an Exchange's Intenlet portal. 

Detennine an initial and annual open enro!lment period, as well as special enrollment 
periods for certain circumstances. 

Allows States to require benefits in addition to essential health benefits, but States must dcfray 
the cost of such additional benefits. Section 10 J 04 clari fies that Statcs must make pavments to 
cover the cost of additional benefits directly to individuals or 
Requires Exchanges to certify qualified health plans, operate a toll-free hotlinc and Internet 
website, rate qualified health plans, present plan options in a standard fonnat, infonn individuals 
of eligibility for Medicaid and CHIP, provide an electronic calculator to calculate plan costs, and 

certifications of exemption from the individual responsibility requirement, Beginning in 
requires Exchanges to be self-sustaining and allows them to charge assessmcnts or user 

fees. Allows Exchangcs to certify qualified health plans if they meet certification criteria and 
ofTering them is in the interests of individuals and employers, and, as amended by Section 10104, 
requires Exchanges to consider the reasonableness of premium rate increases when determining 
whether to certify and offer plans. Allows regional or interstate Exchanges if the States agree to 
and the Secretary approves, such Exchanges. Requires Exchanges to award grants to Navigators 
which may include resource partners of the Small Business Administration, to educate the public 
about qualified health plans, distribute infonnation on enrollment and tax credits, facilitatc 
enrollment, and provide referrals on grievances, complaints, or questions. 

As added by Section 10104, requires plans seeking certification by Exchanges (0 publicly 
disclose, in plain language, infonnation on claims payment policies, enrollment, denials, ratillg 
practices, out-of-network cost-sharing, and enrollee rights. Requircs such plans to provide 
infonnation to enrollees on the amount of cost-sharing for a specific item or service. Requires 
the Secretary of Labor to update disclosure rules for group health plans to conform to these 
standards. Requires qualified health plans to implement activities to reduce health disparities, 
including the use of language services, community outreach, and cultural compctency trainings. 

Sec. 1312. Consumer choice. Allows qualified individuals, defined as individuals who are not 
incarcerated and who are lawfully residing in a State, to enroll in qualified health plans through 
that State's Exchange. Allows qualified employers to offer a choice of qualified health plans at 
one level of coverage; small employers qualify to do so, and States may allow large employers to 
qualify beginning in 20 17. Requires insurers to pool the risk of all enrollees in all plans (except 
grandfathered plans) in each market, regardless of whether plans are offered through Exchanges. 
Requircs the offering of only qualified health plans though Exchanges to Members of Congress 
and their staff. As amended by Section 10 I 04, requires the Secretary to establish procedurcs to 
allow agents or brokers to enroll individuals and employers in qualified health plans and assist 
them in applying for tax credits and cost~sharing reductions. 

Sec. 1313. Financial integrity. Requires Exchanges to keep an accurate accounting of all 
expenditures and submit annual accounting reports to the Secretary. Requires Exchanges to 
cooperate with Secretarial investigations and allows for Secretarial audits of Exchanges. If thc 
Secretary finds serious misconduct in a State, allows the Secretary to rescind up to 1 percent of 
Federal payments to the State. As amended by Section 10104, narrows the application of the 
False Claims Act's public disclosure bar to ensure that whistlcblowers who 
role in exposing fraud can be included in otherwise meritorious litigation. Also, requires GAO 10 

study the cost and affordability of qualified health plans offered through Exchanges. 



Part III-State Flexibility Relating to Exchanges 

Sec. 1321. State flexibility in operation and enforcement of Exchanges and related 
requirements. Requires the Secretary, in consultation with NAIC, to set standards for 
Exchanges, qualified health plans, reinsurance, and risk adjustment. Requires States to 
implement these standards by 2014. lfthe Secretary determines before 2013 that a State will not 
have an Exchange operational by 2014, or will not implement the standards, requires the 
Secretary to establish and operate an Exchange in the State and to implement the standards. 
Presumes that a State operating an Exchange before 20 I 0 meets the standards, and establishes a 
process for the State to come into compliance with the standards. 

Sec. 1322. Federal program to assist establishment and operation of nonprofit, member­
run health insurance issuers. Requires the Secretary to award loans for start-up costs and 

to meet solvency requirements, until July I) 2013, to member-run nonprofits that will 
qualified health plans. As amended by Section 10104, such loans must be repaid within 15 

years. Establishes an Advisory Board with members appointed by the Comptroller General, to 
lerminatc by 2016. Prohibits health insurance issuers that existed on July 16,2009 or 
governmental organizations from qualifying for the program. Allows participants to form a 
private purchasing council to enter into collective purchasing arrangemcnts tor items and 
services, but which may not sct provider payment rales. Prohibits government representatives 
from serving on the board of directors of participants or the council. Appropriates $6 billion for 
the CO-OP program, and exempts participants from taxation. 

Sec. 1323. Community health insurance option. This section was struck by Section 10104. 

Sec. 1323. Funding for the territories. As redesignated and added by Scction ) 204 of the 
Reconciliation Act, increases federal funding in the Senate bill for Puerto Rico, Virgin Islands, 
Guam, American Samoa, and the Northern Marianas Islands by $2 billion. Effective July I, 
20 II, raises the caps on federal Medicaid funding for each of the tcrritories. Allows each 
territory to elect to operate a Health Benefits Exchange, by October I, 2013. 

or as multI-state 
insurers. 

offered under the CO-OP 
and State laws that apply to private 

Part IV--8tate Flexibility to Establish Alternative Programs 

Sec. 1331. State flexibility to establish basic health programs for low-income individuals 
not eligible for Medicaid. Allows States to contract, through a competitive process that 
includes negotiation of premiums, cost-sharing, and benefits, with standard health plans for 
individuals who arc not eligible for Medicaid or other affordable coverage and have income 
below 200 percent of the Federal Poverty Level (FPL). Requires the Secretary to certify that 

individuals do not have to pay more in premiums and cost-sharing than they would 
qualified health plans, and that the plans cover essential health benefits. 

9 

Requires the Secretary to transfer to participating States 95 percent of the tax credits and C08t­
sharing reductions that would have been provided to individuals enrolled in standard health plans 
if they were enrolled in qualified health plans. Section 10 104 clarifies that 
whose income is less than 133 percent of the Federal Poverty Level 
eligible for Medicaid by virtue of the five year waiting period, are 
program. 

Sec. 1332. Waiver for State innovation. Beginning in 2017, allows States to apply for a 
waiver for up to 5 years of requirements relating to qualified health plans, Exchanges. cost­
sharing reductions, tax credits, the individual responsibility requirement, and 
responsibility for employers. Requires States to enact a law and to comply with regulations that 
ensure transparency. Requires the Secretary to providc to a State the aggregate amount of tax 
credits and cost-sharing reductions that would have been paid to residents of the Statc in the 
absence of a waiver. Requires the Secretary to determine that the State 
provide coverage that is at least as comprehensive and affordable, to at least a comparable 
number ofresidellts, as this title would provide; and that it will not increase the Federal dcficit. 

Sec. 1333. Provisions relating to offering of plans in more than one State. By 
the Secretary, in consultation with NAIC, to issue for interstate 

which can be entered into beginning in Under such 
health plans could be offercd in all participating States, but insurers would still 
consumer protection laws of the purchaser's State. Insurers would be required to be lIcensed III 

all oarticipating States (or comply as if they were licensed), and to clearly notify consumers that 
may not be subject to all the laws and regulations of the purchaser's State. Requires 

to enact a law to enter into compacts and Secretarial approval, but only if the Secretary 
determines that the compact will provide coverage that is at least as comprehensive and 
affordable, to at least a comparable number of residents, as this title would provide; and that it 
will not increase the Federal deficit or weaken enforcement of State consumer protection laws. 

Sec. 1334. Multi-State Plans. As added by Section 10104, requires the Office of Personnel 
Management (OPM) to contract with health insurers to offer alleast two multi-state 
health plans (at least one non-profit) through Exchanges in each State. Rcquircs 
negotiate contracts in a manner similar to the manner in which it negotiates contracts for Federal 
Employees Health Benetits Program (FEHBP), and allows OPM to prohibit multi-state plans thaI 
do not meet standards for medical loss ratios, profit margins, and premiums. Requires multi­
state plans to cover essential health benefits and meet all of the requirements of a qualified health 
plan; Statcs may require multi-state plans to offer additional benefits, but must pay for the 
additional cost. Multi-state plans must comply with 3: I age rating, except States may require 
more protective age rating. Multi-state plans must comply with the minimum standards and 
requirements ofFEHBP, unless they conflict with the PPACA. Guarantees that FEHBP will 
maintain a separate risk pool and remain a separate program. 
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I)art V-Reinsurance and Risk Adjustment 

Sec. 1341. Transitional reinsurance program for individual and small group markets In 
each State. For 2014,2015, and 2016, requires States to establish a nonprofit reinsurance entity 
that collects payments from insurers market and makes payments to insurers in the individual 
market that cover high-risk individuals. Requires the Secretary to establish Federal standards for 
the detern1inalion of high-risk individuals, a formula for payment amounts, and the contributions 
required of insurers, which must total $25 billion over the three years. 

Sec. 1342. Establishment of risk corridors for plans in individual and small group markets. 
the Secretary to establish risk corridors for qualified health plans in 2014, 2015, and 

If a plan's costs (other than administrative costs) exceed 103 percent of total premiu 
:retary makes to the plan to defray the excess. If a plan's costs (other than 

"rl ..... ;ni,·tr"ti"', .,,.,, I"",~ th.,n 0'7 percent of total premiums, the plan makes payments to the 
Secretary. 

Sec. 1343. Risk adj ustment. Requires Slates to assess 
lower-than-average risk, and to provide payments to health 

risk. Risk adjustment applies to 

on health plans with enrollees of 
with enrollees of higher-than­

and small group markets. but not 

Subtitle E-Affordable Coverage Choices for All Americans 

Part I - PI"emium Tax Credits and Cost-Sharing Reductions 

Sec. 1401. Refundable tax credit providing premium assistance for coverage under a 
qualified health plan. Amends the Internal Revenue Code to provide tax credits to assist with 
the cost of health insurance premiums. 

Sec. 36B. Refundable credit for coverage under a qualified health plan. As amended by 
Section 1001 of the Reconcilialion Act, the premium assistance credit amount is two percent 
for those up to 13 3 percent of poverty, and calculated on sliding scale starting at three 
percent of income for those at or above 133 percent of poverty and phasing out to 9.5 percent 
of income for those at 300-400 percent of poverty. The reference premium is the second 
lowest cost silver plan available in the individual market in the rating area in which the 
taxpayer resides. The premium assistance credits do not take into account benefits mandated 
by States. Employees offered coverage by an employer under which the plan's share of the 
total allowed costs of benefits provided under the plan is less than 60 percent of such costs or 
the premiwn exceeds 9.5 percent of the employee's income are eligible for the premiwn 
assistance credit. This section also provides for reconciliation of the premium assistance 
credit amount at the end of the taxable year and for a study on the affordability of health 
insurance coverage by the Comptroller General. The Reconciliation Act requires each 
Exchange to report to the Secretary and to the taxpayer information regarding health 
insurance coverage and any tax credits received. 

Sec. 1402. Reduced cost-sharing for individuals enrolling in qualified health plans. The 
standard out-of-pocket maximum limits ($5,950 for individuals and $11,900 for families) would 
be reduced to one-third for those between 100-200 percent of poverty, one-halffor those 
between 200-300 percent of poverty, and to two-thirds for those between 300-400 percent of 
poverty. As amended by Section 100 I of the Reconciliation A cr, the plan's share of total 
allowed costs of benefits would be increased to 94 percent for those between 100-150 percent of 
poverty (Le., the individual's liability is limited to 10 percent on average); 87 percent for those 
between 150-200 percent of poverty; 73 percent for those between 200-250 percent of pOVCr1y; 
and 70 percent for those between 250-400 percent of poverty. The cost-sharing assistance docs 
not take into account benefits mandated by States. 

Sec. 1411. Procedures for determining eligibility for Exchange participation, premium tax 
credits and reduced cost-sharing, and individual responsibility exemptions. The Secretary 
shall establish a program for detennining whether an individual applying for coverage in the 
individual market by a qualified health plan offered through an Exchange, or who is claiming 
premium tax credit or reduced cost-sharing, is a citizen or national of the United States or an 
alien lawfully present in the United States and meets the income and coverage requirements; 
whether an individual's coverage under an employer-sponsored health benefits plan is treated as 
unaffordable; and whether to grant a certification attesting that, for purposes of the individual 
responsibility requirement, an individual is entitled to an exemotion from either the individual 
responsibility requirement or the penalty imposed by such 

Sec. 1412. Advance determination and payment of premium tax credits and cost-sharing 
reductions. Allows for the advanced payment of premium assistance tax credits and cost­
sharing reductions for eligible individuals. Prohibits any Federal payments to individuals who 
are not lawfully present in the United States. 

Sec. 1413. Streamlining of procedures for enrollment through an Exchange and State 
Medicaid, CHIP, and health subsidy programs. Requires the Secretary to establish a system 
for the residents of each State to apply for enrollment in, receive a detennination of eligibility for 
participation in, and continue participation in, applicable State health subsidy programs. The 
system will ensure that if any individual applying to an Exchange is found to be eligible for 
Medicaid or a State children's health insurance program (CHIP), the individual is enrolled for 
assistance under such plan or program. 

Sec. 1414. Disclosures to carry out eligibility requirements for certain programs. Allows 
for limited disclosure of tax return infonnation to carry out eligibility requirements for certain 
programs listed in the Act. 

Sec. 1415. Premium tax credit and cost"sharing reduction payments disregarded for 
Federal and Federally-assisted programs. Precludes the premium assistance tax credits and 
cost-sharing reductions from being counted as income tor purposes of detennining eligibility for 
any Federal program or under any State or local program financed in whole or in part with 
Federal funds. 



Sec. 1416. Study of geographic variation in application 
directs the Secretary of HHS to study adjusting the definition of "federal 

among different geographic within the 

Part II Small Business Tax Credit 

Sec. 1421. Credit for employee health insurance expenses of small businesses. Amends the 
Internal Revenue Code to provide tax credits to small employers. 

Sec. 45R. Employee health insurance expenses of small employers. As amended by 
Section 10105, provides a sliding scale tax credit to small employers with fewer than 25 
employees and average annual wages of less than $50,000 that purchase health insurance for 
their employees. The full credit will be available to employers with 10 or fewer employees 
and average annual wages of less than $25,000. To be eligible for a tax credit, the employer 
must contribute at least 50 percent of the total premium cost or 50 percent of a benchmark 

In 20 I 0 through 2013, eligible employers can receive a small business tax credit 
up to 35 percent of their contribution toward the employee's health insurance premium. 

Tax-exempt small businesses meeting the above requirements are eligible for tax credits of 
up to 25 percent of their contribution. In 2014 and beyond, eligible employers who purchase 
coverage through the State Exchange can receive a tax credit for two years of up to SO 
percent of their contribution. Tax-exempt small businesses meeting the above requirements 
are eligible for tax credits of up to 35 percent of their contribution. 

Subtitle F-Sltared Responsibility for Health Care 

Part I -Individual Responsibility 

Sec. 1501. Requirement to maintain minimum essential coverage. Contains findings of 
Congress related to the individual responsibility requirement, which are amended by Section 
10106. 

Sec. SOOOA. Requirement to maintain minimum essential coverage. 
to maintain minimum essential coverage beginning in 2014. As amended 
the Reconciliation Act, failure to maintain coverage will result in a 
$95 or one percent of income in 2014, $325 or two percent of income in 
2.5 oercent of income in 2016, up to a cap of the national average bronze 

will pay half the amount for children up to a cap of $2,250 for 
After 2016, dollar amounts will increase by the annual cost of living adjustment. 
to the individual responsibility requirement to maintain minimum essential coverage arc 
made for religious objectors, individuals not lawfully present, and incarcerated individuals. 
Exemptions from the penalty will be made for those who cannot afford coverage, taxpayers 
with income below the filing threshold, members of Indian tribes, those who have received a 
hardship waiver and those who were not covered for a period of less than three months 
during the year. 
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Sec. 1502. Reporting of health insurance coverage. Amends the Internal Rcvcnllc Code to 
require the reporting of health insurance coverage. 

Sec. 6055. Reporting of health insurance coverage. Requires every person that provides 
coverage to report certain inforn1ation about thc coverage to the IRS. 

Part II - Employer Responsibilities 

Sec. 1511. Automatic enrollment for employees of 
more than 200 employees to automatically enroll new 

employers. 
ime cmployees 

to any waiting period authorized by law) with 
employee to opt out of any coverage the 

notice and the opportunity 
or employee was automatically 

Sec. 1512. Employer requirement to inform employees of coverage options. Requires that 
employer provide notice to their employees informing them of the existence of an Exchange. 
Also, if the employer plan's share of the total allowed costs of benefits provided under the plan is 
less than 60 percent of such costs, that the employee may bc eligible for a premium assistance 
tax credit and cost sharing reduction. Finally, if the employee purchases a qualified health 
through the Exchange, the employee will lose the employer contribution (if any) to any 
benefits plan offered by the employer and that alI or a portion of such contribution may be 
excludable from income for Federal income tax purposes. 

Sec. 1513. Shared responsibility for employers. As amended by the Reconciliation Act, 
requires an employer with at least 50 full-time employees that does not offer coverage and has at 
least one full-time employee receiving a premium assistance tax credit to make a payment of 
$2,000 per full-time employee. Includes the number of full-time equivalent employees 
purposes of detennining whether an employer has at least 50 employees. Exempts the first 30 
full-time employees for the purposes of calculating the amount of the payment. Section 10 I 06 
clarifies that the calculation of full-time workers is made on a monthly 
Act eliminates the penalty for waiting periods before an 
employer with at least SO employees that does offer coverage 
employee receiving the premium assistance tax credit will pa 
those employees receiving a tax credit or $2,000 for each of their full-time employees 
including the first 30 workers. The Secretary of Labor shall conduct a study 10 detem 
whether employees' wages are reduced by reason of the application of the assessable payments. 

Sec. 1514. Reporting of employer health insurance coverage. 
report to the Secretary whether it offers to its full-time employees 
opportunity to enroll in minimum essential coverage under an 
the length of any applicable waiting period, the lowest cost 
categories under the plan, and the employer's share of the total allowed costs of benefits 
provided under the plan. The employer must also report the number and names offull-time 
employees receiving coverage. 
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Sec. 1515. Offering of exchange.purtidpating qualified health plans through cafeteria 
plans. Amcnds the Intcmal Revenuc Codc related to cafeteria plans. 

Certain exchange-participating health plans not qualified. Plans 
the exchange will not be an eligible benefit under an employer-sponsored 

cafeteria plan, except in thc case of qualified employers (i.e., small employers, and, after 
2017, large employers in electing states) offering a choice of plans to their employees 
through the exchange. 

Subtitle G-Miscellaneous Provisions 

Sec. 1551. Definitions. Applies the definitions contained in section 2791 of the Public Health 
Service Act to this title. 

Sec. 1552. Transparency in government. Not later than 30 
this Act, the HHS Secretary shall publish on the HHS website a 
provided to the Secretary under 

after the date of enactment of 
of all of the authorities 

Sec. 1553. Prohibition against discrimination on assisted suicide. Prevents the Federal 
onvp ...... m.;:nt, and any State or local govemment or health care provider that receives Federal 

assistance from subjecting any individual or institutional health care entity to 
discrimination on the basis that the entity docs not provide assisted suicide, euthanasia, or mercy 
killing. 

Sec. 1554. Access to therapies. Prevents the HHS Secretary from promulgating certain 
regulations limiting access to health care services. 

Sec. 1555. Freedom not to participate in Federal health insurance programs. Provides that 
no individual, company, business, nonprofit entity, or health insurance issuer shall be required to 
participate in any Federal health insurance prob'1'am created under this Act. 

Sec. 1556. Equity for certain eligible survivors. Provides for improvements to the Black Lung 
Benefits Act. 

Sec. 1557. Nondiscrimination. Protects individuals 
Rights Act, the Education Amendments Act, the 
Act. through exclusion from participation in or 
activity. 

discrimination under the Civil 
)iscrimination Act, and the Rehabilitation 
of benefits under any health program or 

Sec. 1558. Protection for employees. Amends the Fair Labor Standards Act to ensure that no 
employer shall discharge or in any manner discriminate against any employee with respect to his 
or her compensation, tcrms, conditions, or other privilegcs of employment because the employee 
has received a premium tax credit or for other reasons. 

Sec. 1559. Oversight. The InspeclOr General of the Department of HHS shall have oversigllt 
authority with respect to the administration and implementation of this title as it relates to such 
Department. 

Sec. 1560. Rules of construction. Nothing in this title shall be construed to modify, impair, 
of any antitrust laws. Nothing in this title shall modify or limit thc 

application of the exemption for Hawaii's Prepaid Health Care Act under ERISA. 
this title shall be construed to prohibit an institution of higher education from 
health insurance plan, to the extent that such requirement is otherwise permitted 
Federal, State, or local law. 

Sec. 1561. Health information technology enrollment standards and protocols. Requires the 
development of standards and protocols to promote the interoperability of systems for enrollment 
of individuals in Federal and State health and human services programs. These standards shall 
allow for electronic data matching, and electronic documentation. The Secretary may 
State or other entities to incorporate such standards as a condition of receiving Federal 
information technology funds. 

Sec. 1562. GAO study regarding the rate of denial of coverage and enrollment by health 
insurance issuers and group health plans. As added by Section 10107, Directs the GAO to 
study the rate of denial of coverage and enrollment by health insurance issuers and group health 
plans. 

Sec. 1563. Conforming amendments. Provides for technical and conforming amendments. 

Sec. 1563. Small business procurement. Section 10107 moved this section, previously Section 
1562, to Section 1563. Disallows any waiver of small business contracts under the Federal 
Acquisition Regulation of the Small Business Act. 

TITLE II - ROLE OF PUBLIC PROGRAMS 

Subtitle A -Improved Access to Medicaid 

Sec. 2001. Medicaid coverage for the lowest income populations. 

Eligibility. Creates a new State option to provide Medicaid coverage through a State 
amendment beginning on April 1, 2010, as amended by Section 10201. Eligible 
include: all non-elderly, non-pregnant individuals who are not entitled to Medicare (e.g., 
childless adults and certain parents). Creates a new mandatory Medicaid 
all such "newly-eligible" individuals with income at or below 133 percent 
Level (FPL) beginning January I, 2014. Also, as of January I, 2014, the mundatory Medicaid 

:1 for children ages six to 19 changes from 100 percent FPL to 133 
!, 2010, s1atcs have the option to provide Medicaid coverage to 

tnmVlOlIal~ above 133 percent of FPL through a State plan amendment. 



Benefits. Newly-eligible, non-elderly, non-pregnant individuals would receive benchmark or 
benchmark-equivalent coverage consistent with the requirements of section 1937 of the Social 
Security Act. Benchmark and benchmark-equivalent coverage would be required to provide at 
least essential benefits (as defined for the Exchange) and prescription drugs and mental health 
services would be added to the list of services that must be covered at actuarial equivalence. 

Increased Federal assistance. As amended by Section 120 I of the Reconciliation Act, strikes the 
provision for a permanent 100 percent federal matching rate for Nebraska for the Medicaid costs 
of newly eligible individuals. Provides federal Medicaid matching payments for the costs of 
services to newly eligible individuals at the following rates: 100 percent in 2014,2015, and 
2016; 95 percent in 2017; 94 percent in 2018; 93 percent in 2019; and 90 percent thereafter. In 
the case of expansion states, additional federal support for covering nonpregnant childless adults 
is phased-in so that in 2019 and thereafter, expansion states would receive the same FMAP as 
other states for newly-eligible and previously-eligible nonpregnant childless adults. 

Maintenance of income eligibility. States would be required to maintain the same income 
eligibility levels through December 31, 2013 for all adults. This "maintenance of effort" 
requirement would be extended through September 30, 2019 for all ehildren currently covered 
Medicaid or CHIP. Between January 1,2011 and January 1,2014, a State would be exempt 
from the MOE requirement for optional, non-pregnant, non-disabled, adult populations whose 
family income is above 133 percent of FPL if the State certifies to the Secretary that the State is 
currently experiencing a budget deficit or projects to havc a budget deficit in the following State 
fiscal year. 

Sec. 2002. Income eligibility for non elderly determined using modified adjusted gross 
income. Beginning January 1, 2014, States would be required to use modified adjusted gross 
income to determine Medicaid cligibility, the same measure used in the State Exchanges. 
Income disregards and asset tests would generally no longer apply in Medicaid, exeeot for 
individuals eligible for long-tenn services and supports and individuals that are 
Medicaid through another program. As amended by Section 1004 of the Reconciliation 
applies a five pcrcent income disregard for all Medicaid applicants. 

Sec. 2003. Requirement to offer premium assistance for employer-sponsored Insurance. 
Rcquires States to offer premium assistance and wrap-around bencfits to all Medicaid 
beneficiaries who arc offcred employer-sponsored insurance (ESI) if it is cost-effective to do so, 
based on current law requirements. 

Sec. 2004. Medicaid coverage for former foster care children. As amended by Section 
1020 I, Makes the State option to cover former foster children in Medicaid mandatory, moves the 
effective date up to 2014, and limits it to only those children who have aged out of the foster care 
system as of the date of enactment. Children who qualify for Medicaid through this eligibility 
pathway would receive all benefits under Medicaid. includin£ EPSDT. 

Sec. 2005. Payments to territories, Scction 1204 of thc Reconciliation Act, redesignates 
funding for the territories as Section 1323, above. 
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Sec. 2006. Special adjustment to FMAP determination for certain States recovering from a 
major disaster. Reduces projected decreases in Medicaid funding for States that have 
experienced major, statewide disasters. 

Sec. 2007. Medicaid Improvement Fund rescission. Rescinds funds available in the Medicaid 
Improvement Fund (MIF) for fiscal years 2014 through 2018. 

Subtitle B - Enhanced Support (or the Children's Health Insurance Program 

enactment, States 
Scptember 30, 2019, 

receive a 23 percentage poinl increase in Ihc CHIP 
CHIP-eligible children who cannot enroll in CHIP 

be eligible for tax credits in the Slate Exchange. As 
amended by Section 10203, extends thc current rcauthorization period of CHIP for two 
through September 30,2015. States will reccive a 23 perccntage point increase in thcir 
match rates beginning fiscal year 2016 through fiscal year 2019. 
outreach and enrollment grants by $40 million, makes some children 
eligible for CHIP, and precludes transitioning coveragc from CHIP to the Exchange 
Secretarial certification. It also requires insurers in thc Exchange to report to the Secretary on 
pediatric quality measures. 

Sec, 2102. Technical corrections. Makes technical corrections to sclectcd in the 
Children's Health Insurance Program Rcauthorization Act 01'2009 
Recovery and Reinvestmcnt Act of2009 (ARRA), 

Subtitle C - Medicaid and CHIP Enrollment Simplification 

Sec. 2201. Enrollment Simplification and coordination with State Health Insurance 
Exchanges. Allows individuals to apply for and enroll in Medicaid, CHIP or the Exchange 
through a State-run website. Rcquires State Medicaid and CHIP programs and the Exchange 10 

coordinate enrollment procedures to provide seamless enrollment for all programs. 

Sec. 2202. Permitting hospitals to make presumptive eligibility determinations for all 
Medicaid eligible populations. Allows any hospital the option, based 
information, to provide Medicaid services during a period of presumptive eligibility to members 
of all Medicaid eligibility categories. 

Subtitle D -Improvements to Medicaid Services 

Sec. 2301. Coverage for freestanding birth center services. Rcquires covcrage of services 
provided by free-standing birth centers. 
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Sec. 2302. Concurrent care for children. Allows children who are enrolled in either Medicaid 
or CHIP to receive hospice services without foregoing curative treatment related to a terminal 
illness. 

Sec. 2303. State eligibility option for family planning services. Adds a new optional 
categorically-needy eligibility group to Medicaid comprised of (1) non-pregnant individuals with 
income up to the highest level applicable to preb'11ant women covered under Medicaid or CHIP, 
and (2) individuals eligible under the standards and processes of existing section 1115 waivers 
that provide family planning services and supplies. Benefits would be limited to famity planning 
services and supplies, including related medical diagnostic and treatment services. 

Sec. 2304. Clarification of definition of medical assistance. Clarifies that "medical assistance" 
encompasses both payment for services provided and the services themsel ves. 

Subtitle E - New Options (or States to Provide Long-Term Sen'ices and Supports 

Sec. 2401. Community First Choice Option. Establishes an optional Medicaid benefit through 
which States could offer community-based attendant services and supports to Medicaid 
bencflciaries with disabilities who would otherwise require the level of care offered in a hospital, 

or intermediate care facility for the mentally retarded. As amended by Section 
Reconciliation Act, October I, 2011 is the effective date for this policy. 

Sec. 2402. Removal of barriers to providing home and community-based services. Removes 
barriers to providing HCBS by giving States the option to provide more types ofHCBS through 
a State plan amendment to individuals with higher levels of need, rather than through a waiver, 
and to extend full Medicaid benefits to individuals receiving HCBS under a State plan 
amendment. 

Sec. 2403. Money Follows the Person Rebalancing Demonstration. Extends the Money 
Follows the Person Rebalancing Demonstration through September 30, 2016 and changes thc 
eligibility rules for individuals to participate in the demonstration project by requiring that 
individuals reside in an inpatient facility for not less than 90 consecutive days. 

Sec. 2404. Protection for recipients of home and community-based services against spousal 
impoverishment. Requires States to apply spousal impoverishment rules to beneficiaries who 
receive HCBS. This provision would apply for a five-year period beginning on January 1,2014. 

Sec. 2405. Funding to expand State Aging and Disability Resource Centers. Appropriates, to 
the Secretary of HHS, $10 million for each of FY s 20 I 0 through 2014 to carry out Aging and 
Disability Resource Center (ADRC) initiatives. 

Sec. 2406. Sense of the Senate regarding long-term care. 
that during the III til Congress, Congress should address 

Subtitle F - Medicaid Prescription Drug Coverage 

Sec. 2501. Prescription drug rebates. The f1at rebate for single source and innovator multiple 
source outpatient prescription drugs would increase from 15.1 percent to 23.1 percent, except the 
rebate for clotting factors and outpatient drugs approved by the Food and Drug Administration 
exclusively for pediatric indications would increase to 17.1 percent. The basic rebate peree:nt,lgc 
for multi-source, non-innovator drugs would increase from 11 percent to 13 percent. 
manufacturers would also be required to pay rebates for drugs dispensed to Medicaid 
beneficiaries who receive care from a Medicaid managed care organization (MCO). Total rebate 
liability would be limited to 100 percent of the average manufacturer price (AMP). Additional 
revenue generated by these increases will be remitted to the federal government. As amended by 
Section 1206 of the Reconciliation Act, for purposes of applying the additional rebate, narrows 
the definition of a new formulation of a drug to a I ine extension of a single source or innovator 
multiple source drug that is an oral solid dosage form of the drug. 

Sec. 2502. Elimination of exclusion of coverage of certain drugs. 
dispensed on January 1,2014, smoking cessation drugs, barbiturates, 
be removed from Medicaid's excludable drug list. 

with drugs 
benzodiazepines would 

Sec. 2503. Providing adequate pharmacy reimbursement. Requires the 
the Federal upper limit (FUL) as no less than 175 percent of the weighted 
on the basis of utilization) of the most recently reponed 
pharmaceutically and therapeutically equivalent multiple source 
through commercial pharmacies. 

Subtitle G - Medicaid Dispropartionate Share Hospital (DSH) Pal'menfS 

for 

Sec. 2551. Disproportionate share hospital payments. As amended by Section 1203 ofthe 
Reconciliation Act, lowers the reduction in federal Medicaid DSH payments from $18.1 billion 
to $14.1 billion and advances the reductions to begin in fiscal year 2014. Directs the Secretary to 
develop a methodology for reducing DSH allotments to all states in order to achicve the 
mandated reductions. Extends through FY 2013 the federal DSH allotment for a state that has a 
$0 allotment after FY 2011. 

Subtitle H -Improved Coordination (or Dual Eligible Beneficiaries 

Sec. 2601. 5-year period for demonstration projects. Clarifies that Medicaid waivers for 
coordinating care for dllll.l eligible beneficiaries could be authorized for as long as five years. 

Sec. 2602. Providing Federal coverage and payment coordination for dual eligible 
beneficiaries. Requires the Secretary to establish a Federal Coordinated Health Care Office 
(CHCO) within CMS by March 1,2010. The purpose of the CHCO would be to bring together 
officials of the Medicare and Medicaid programs to (1) more cffeetively integrate benefits under 
those programs, and (2) improve the coordination betvy'een the Federal and State governments for 
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individuals 
dual eligibles 

for benefits under both Medicare and Medicaid (dual 
full access to the items and services to which they are 

to ensure that 

Subtitle I - Improving the Qualitl' o[ltfedicaid for Patients and PrOl,iders 

Sec. 2701. Adult health quality measures. Directs the Secretary of HHS to develop a set of 
quality measures for Medicaid eligible adults that is similar to the quality measurement program 
for children enactcd in the Children's Health lnsurance Program Reauthorization Act of2009. 
The Secretary and the States will report on the development of and improvements to the quality 
measurement program on a regular basis. 

Sec. 2702. Payment adjustment for health care-acquired conditions. Prohibits Medicaid 
for services related to a health care-acquired condition. The Secretary will develop a 

of health care-acquired conditions for Medicaid based on those defined under Medicare as 
well as current State practices. 

Sec. 2703. State option to provide health homes for enrollees with chronic conditions. 
Provide States the option of enrolling Medicaid beneficiaries with chronic conditions into a 
health home. Health homes would be composed of a team of health professionals and would 
provide a comprehensive set of medical services, including care coordination. 

Sec. 2704. Demonstration project to evaluate integrated care around a hospitalization. 
Establishes a demonstration project, in up to eight States, to study the use of bundled payments 
for hospital and physicians services under 

Sec. 2705. Medicaid global payment system demonstration project. Establishes a 
demonstration project, in coordination with the CMS Innovation Center, in up to five States that 
would allow participating States to adjust their current payment structure for safety net hospitals 
from a fee-for-service model to a global capitated payment structure. 

Sec. 2706. Pediatric Accountable Care Organization demonstration project. Establishes a 
demonstration project that allows qualified pediatric providers to be recognized and receive 
payments as Accountable Care Organizations (ACO) under Medicaid. The pediatric ACO would 
be required to meet certain performance guidelines. Pediatric ACOs that met these guidelines 
and provided services at a lower cost would share in those savings. 

Sec. 2707. Medicaid emergency psychiatric demonstration project. Requires the Secretary of 
HHS to establish a three-year Medicaid demonstration project in up to cight States. Participating 

to reimburse certain institutions for mental disease (IMDs) for services 
provided to Medicaid benet1ciaries between the ages of 21 and 65 who arc in need of medical 
assistance to stabilize an emergency psychiatric condition. 
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Sybtitle J - Imprlwements to tlte Medicaid and CHIP Pavment and Access 
Commission 

Sec. 2801. MACPAC assessment of policies affecting all Medicaid beneficiaries. Clarifics 
the tooics to be reviewed by the Medicaid and CHIP Payment and Access Commission 

including Federal Medicaid and CHIP regulations, additional reports of Slatc­
specific data, and an asscssment of adult services in Medicaid. The provision would also 
authorize $11 million to fund MACPAC for FY20 1 0, 

Subtitle K - Protections for Americ(lH Indians and Alaska Natives 

Sec. 2901. Special rules relating to Indians. Prohibits cost-sharing for Indians enrolled in a 
qualified health benefit plan in the individual market through a State Exchange. Also, facilities 

by the Indian Health Service (IHS) and Indian, Tribal, and Urban Indian facilities 
would be added to the list of agencies that could serve as an "Express Lanc" agcncy 

Medicaid and CHIP eligibility. 

Sec. 2902. Elimination of sunset for reimbursement for all Medicare Part B services 
furnished by certain Indian hospitals and clinics. Removes the sunset provision, allowing 
IHS and VfIU services to continue to be reimbursed by Medicare Part B. 

Subtitle L - Maternal and Child Healtlt Services 

Sec. 2951. Maternal. infant, and early childhood home visiting programs. Provides 
to States, tribes, and territories to develop and implement one or more evidence-based 
Infant, and Early Childhood Visitation model(s). Model options would be targeted at reducing 
infant and maternal mortality and its related causes by producing improvements in prenatal, 
maternal. and newborn health, child health and development, parenting skills, school readiness, 
juvenile delinquency, and family economic self-sufficiency. 

Sec. 2952. Support, education, and research for postpartum depression. Provides 
services to women suffering from postpartum depression and psychosis and also helps 
mothers and their families about these conditions. Provides support for research into the causes, 
diagnoses, and treatments for postpartum depression and 

Sec. 2953. Personal responsibility educntioll. Provides $75 million per year through FY2014 
for Personal Responsibility Education grants to States for programs to educate adolescents on 
both abstincnce and contraception for prevention of teenage pregnancy and sexually transmitted 
infections, including HI V I AIDS. Funding is also available for I) innovati ve teen prC/:,'11ancy 
prevention strategies and services to high-risk, vulnerable, and culturally Ilt1ri('r_r('nr .. ~('ntl'd 

allotments to Indian tribes and tribal organizations, and 3) 
and technical assistance. 

Sec. 2954. Restoration of funding for abstinence education. Appropriates $50 million per 
year through FY 2014 for abstinence cducation. 
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Sec. 2955. Inclusion of information about the importance of having n health care power of 
attorney in transition planning for children aging out of foster care Bnd independent living 
programs. Enables children aging out of the foster care system to have the opportunity to 
designate a medical power of attol11ey prior to emancipation from foster care. States must 
infornlation and an opportunity for the child to designate another individual to make 

be unable to participate in such decision making process as 
expected to age out of the foster care system. 

TITLE III-IMPROVING THE QUALITY AND EFFICIENCY OF HEALTH CARE 

Subtitle A-Transforming tile Health Care Delivery Svstem 

Part I - Linking Payment to Quality Outcomes under the Medicare Program 

Sec. 3001. Hospital value-based purchasing program. The proposal would establish a value­
based purchasing program for hospitals starting in FY20 13. Under this program, a percentage of 
hospital payment would be tied to hospital performance on quality measures related to common 
and high-cost conditions, such as cardiac, surgical and pneumonia care. Quality measures 
included in the program (and in all other quality programs in this title) will be developed and 
chosen with input from external stakeholders. Section 10335 clarifies that the hospital VBP 
program shall not include measures of hospital readmissions. 

Sec. 3002. Improvements to the physician quality reporting initiative. Extends through 
2014 payments under the PQRI program, which provide incentives to physicians who report 
quality data to Medicare. Creates appeals and feedback processes for participating professionals 
in PQRl. Establishes a participation pathway for physicians completing a qualified Maintenance 
of Certification program with their specialty board of medicine. Beginning in 2014, physicians 
who do not submit measures to PQRl will have their Medicare payments reduced. Section 
10327 provides an additional 0.5 percent Medicare payment bonus to physicians who 
successfully report quality measures to CMS via the new Maintenance of Certification program 
and eliminates the MA Rel!ional Plan Stabilization Fund. 

Sec. 3003. Improvements to the physician feedback program. Expands Medicare's 
resource use feedback program to provide for development of individualized reports 

will compare the per capita utilization of physicians (or groups of physicians) 
to other physicians who see similar patients. Reports will be risk-adjusted and standardized to 
take into account local health care costs. 

Sec. 3004. Quality reporting for long-term care hospitals, inpatient rehabilitation hospitals, 
inpatient psychiatric hospitals alld hospice programs. Establishes a path toward value-based 
Durchasinl! for long-tenn care hospitals, inpatient rehabilitation facilities, and hospice providers 

the Secretary to implement quality measure reporting pro&,'Tams for these providers 
in FY2014. Providers under this seclion who do not successfully participate in the prob'Tam 
would be subject to a reduction in their annual market basket update. Section 10322 also 
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establishes a quality measure reporting program for inpatient psychiatric hospitals beginning 
FY2014. 

Sec. 3005. Quality reporting for PPS~exempt cancer hospitals. 
reporting program for PPS-exempt cancer hospi tals beginning in FY2014. 
section who do not successfully participate in the program would be subject to a reduction in 
their annual market basket update. 

Sec. 3006. Plans for a value-based purchasing program for skilled nursing facilities and 
home health agencies. Directs the Secretary to submit a plan to Congress by FY20 12 outlining 
how to effectively move these providers into a value-based purchasing payment system. As 
amended by Section 10301, requires the Secretary of HHS to develop a plan to reim burse 
Ambulatory Surgery Centers (ASCs) based on the quality and efficiency of care delivered in 
ASCs. 

Sec. 3007. Value-based payment modifier under the physician fee schedule. Directs the 
Secretary of HHS to develop and implement a budget-neutral payment system that will 
Medicare physician payments based on the quality and cost of the care they deliver. 
cost measures will be risk-adjusted and geographically standardized. The Secretary 
the new payment system over a two-year period beginning in 20 IS. 

Sec. 3008. Payment adjustment for conditions acquired in hospitals. Starting in FY2015, 
hospitals in the top 25th percentile of rates of hospital acquired conditions for certain high-cost 
and common conditions would be subject to a payment penalty under Medicare. This provision 
also requires the Secretary to submit a report to Con!,'Tess by J anuarv I. 2012 on the 
appropriateness of establishing a healthcare acquired condition 
participating in Medicare, including nursing homes, inpatient rehabilitation facilities, long-term 
care hospitals, outpatient hospital departments, ambulatory surgical centers, and health clinics. 

Part II - National Strategy to Improve Health Care Quality 

Sec. 3011. National strategy. Requires the Secretary to establish and update annually a 
national strategy to improve the delivery of health care services, patient health outcomes, and 
population health. Establishes, not later than January I, 20 II, a Federal health eare quality 
internet website. Section 10302 clarifies that the limitations on use of comparative f'ftf.clivenf'~" 
data apply to the development of the National Strategy for Quality Improvement. 

Sec.3012. Interagency Working Group on Health Care Quality. Requires the President to 
convene an Interagency Working Group on Health Care Quality comprised of Federal 
to collaborate on the development and dissemination of quality initiatives consistent 
national strategy. 

Sec. 3013. Quality measure development. Authorizes $75 million over 5 
development of quality measures at AHRQ and the Centers for Medicare 
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(CMS). Quality measures developed under this section will be consistent with the national 
strategy. As amended by Section 10303, requires the Secretary ofHHS to develop and publicly 
report on patient outcomes measures. 

Sec. 3014. Quality measurement. Provides $20 million to support the endorsement and use of 
endorsed quality and efficiency measures by the HHS Secretary for use in Medicare, reporting 
performance information to the public, and in health care programs. 

Sec. 3015. Data Collection; Public Reporting. Requires the Secretary to collect and aggregate 
consistent data on quality and resource use measures from information systems used to support 
health care delivery to implement the public reporting of performance infonnation. As amended 
by Section 10305, requires the Secretary of HHS to develop a plan for the collection and public 
reporting of quality measurcs. 

Part III - Encouraging Development of New Patient Care Models 

Sec. 3021. Establishment of Center for Medicare and Medicaid Innovation within CMS. 
Establishes within the Centers for Medicare and Medicaid Services (CMS) a Center for Medicare 
& Medicaid Innovation. The purpose of the Center will be to research, develop, test, and expand 
innovative payment and delivery arrangements to improve the quality and reduce the cost of care 
provided to patients in each program. Dedicated funding is provided to allow for testing of 
models that require benefits not currently covered by Medicare, Successful models can be 
expanded nationally. Section 10306 adds payment reform models to the list of projects for the 
Center to consider, including rural telchealth expansions and the development of a rapid learning 
network. Ensures that quality measures used by the Center are consistent with the quality 
framework within the underlying bill, and requires the Secretary to focus on models that both 
improve quality and reduce costs. 

Sec. 3022. !VJedicare shared savings program. Rewards Accountable Care Organizations 
(ACOs) that take responsibility for the costs and quality of care received by their patient panel 
over time. ACOs can include groups of health care providers (including physician groups, 
hospitals, nurse practitioners and physician assistants, and others). ACOs that meet quality·of. 
care targets and reduce the costs of their patients relative to a spending benchmark are rewarded 
with a share of the savings they achieve for the Medicare program. Section 10307 provides 
additional flexibility to the Secretary of HHS to implement innovative payment models for 
participating Accountable Care Organizations, including models currently used in the private 
sector. 

Sec. 3023. National pilot program on payment bundling. Directs the Secretary to develop a 
national, voluntary pilot program encouraging hospitals, doctors, and post-acute care providers to 
improve patient care and achieve savings for the Medicare program through bundled payment 
models. Requires the Secretary to establish this program by January I, 2013 for a period of five 
years. Before January 1, 2016, the Secretary is also required to submit a plan to Congress to 
expand the pilot program if doing so will improve patient care and reduce spending. Section 
10308 provides the Secretary of HHS authority to expand the payment bundling pilot if it is 
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arrangements 
and reduce costs. Also, dirccts the Secretary to test bundled payment 

continuing care hospitals within the bundling pilot program. 

Sec. 3024. Independence at home demonstration program. Creates a new demonstration 
program for chronically ill Medicare beneficiaries to test a payment incentive and service 
delivery system that utilizes physician and nurse practitioner directed home-based primary care 
teams aimed at reducing expenditures and improving health outcomes. 

Sec. 3025. Hospital readmissions reduction program. Beginning in FY2012, this provision 
would adjust payments for hospitals paid under the inpatient prospective payment system based 
on the dollar value of each hospital's percentage of potentially preventable Medicare 
readmissions for the three conditions with risk adjusted readmission measures that are currently 
endorsed by the National Quality Forum. Also, provides the Secretary authority to exoand the 

to additional conditions in future years and directs the Secretary to 
available information on all patient hospital readmission rates for certain conditions. 
10309 makes a technical correction to the hospital readmissions payment policy 

establishing in the underlying section. 

Sec. 3026. Community·based care transitions 
community-based entities that furnish eVllaenC(~-oas(:a 
beneficiaries at high risk for readmission. 

Provides funding to and 

Sec. 3027. Extension of galnsharing demonstration. The Deficit Reduction Act of 2005 
authorized a demonstration to evaluate arrangemenL<; between hospitals and physicians 
to improve the quality and efficiency of care provided to beneficiaries. This provision 
extend the demonstration through September 30, 20 II and extend the date for the final report to 

Congress on the demonstration to September 30, 2012. It would also authorize an additional 
$1.6 million in FY201 0 for carrying out the demonstration. 

Subtitle B - Improving Medicare {or Patients and Providers 

Part I Ensuring Beneficiary Access to Physician Care and Other Services 

Sec. 3101. Increase in the physician payment update. This section is repealed by Section 
10310. 

Sec. 3102. Extension of the work geographic index floor and revisions to the practice 
expense geographic adjustment under the Medicare physician fee schedule. Extends a floor 
on geographic adjustments to the work portion of the fee schedule through the end of 2010, with 
the effect of increasing practitioner fees in rural areas. Also provides immediate relief to areas 
negatively impacted by the geographic adjustment for practice expenses, and requires the 
Secretary ofHHS to improve the methodology for calculating practice expense adjustments 
beginning in 2012. As amended by Section 1108 of the Reconciliation Act, accelerates phase-in 
of Medicare physician practice expense adjustment for areas with below average 
expense payment rates. In 2010, the national blend would be increased from 'l'4 to 
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for Medicare therapy caps. Ex.tends the process 
1II11lUillVII:> on medically necessary therapy until December 31,2010. 

Sec. 3] 04. Extension of payment for technical component of certain physician pathology 
services. Extends a provision that directly reimburses qualified rural hospitals for certain 
clinical laboratory services through the end of20 I O. 

Sec. 3]05. Extension of ambulance add-ons. Extends bonus payments made by Medicare for 
and air ambulance services in rural and other areas through the end of 20 1 O. Section 

requires the Secretary of HHS to implement the extension of the ambulance payment 
bonuses on January 1. 2010. 

Sec. 3106. Extension of certain payment rules for long-term care hospital services and of 
moratorium on the establishment of certain hospitals and facilities. Extends Sections 114 (c) 
and (d) of the Medicare, Medicaid and SCHIP Extension Act of 2007 by two years, as amended 
by Section 10312. 

Sec. 3107. Extension of physicinn fee schedule mental health add-on. Increases the payment 
rate for psychiatric services by 5 percent for two years, through the end of20 10. 

Sec. 3108. Permitting physician assistants to order post-hospital extended care services. 
Authorizes physiciun assistants to order skilled nursing care services in the Medieare program 
beginning 

Sec. 3109. Exemption of certain pharmacies from accreditation requirements. Allows 
pharmacies with less than 5 percent of revenues from Medicare DMEPOS billings to be exempt 
from accreditation requirements until the Secretary of HHS develops pharmacy-specific 
standards. 

Sec. 3110. Part B special enrollment period for disabted TRICARE beneficiaries. Creates a 
twelve-month special enrollment period for military retirees, their spouses (including 
widows/widowers) and dependent children, who are otherwise eligiblc for TRICARE and 
entitled to Medicare Part A based on disability or ESRD, but who have declined Part B. 

Sec. 3111. Payment for bone density tests. Restores payment for dual-energy x-ray 
absorptiometry (DXA) services furnished during 20 10 and 20 I I to 70 percent of the Medicare 
rate paid in 2006. 

Sec. 3112. Revision to the Medicare Improvement Fund. Eliminatcs the remaining funds in 
the Medicare Improvement Fund. 

Sec. 3113. Treatment of certain complex diagnostic laboratory tests. Creates a 
demonstration program to test the impact of direct payments for certain complex laboratory tests 
on Medicare quality and costs. 

27 

Sec. 3114. Improved access for certified nurse-midwife services. Increases the 
for certified nurse midwives for covered services from 65 percent of the rate that 
were a physician performing a service to the full rate. 

PART II - Rural Protections 

Sec.3121. Extension of outpatient hold harmless provision. Extends the existing outpatient 
hold harmless provision through the end ofFY2010 and would allow Sole Community Hospitals 
with more than 100 beds to also be eligible to receive this adjustment through the end of 
FY2010. 

Sec. 3122. Extension of Medicare reasonable costs payments for certain clinical diagn ostic 
laboratory tests furnished to hospital patients in certain rural areas. Reinstates the policy 
included in the Medicare Modernization Act of 2003 (P.L. 108-173) that provides reasonable 
cost reimbursement for laboratory services provided by certain small rural hospitals from July I, 
2010 to July 1. 2011. 

Sec. 3123. Extension of the Rural Community Hospital Demonstration Program. Extends 
the prot,'Tam for five years. as amended by Section 10313, expands eligible sites to additional 
States and additional rural hospitals. and makes adjustments to payment levels provided within 
the demonstration program. 

Sec. 3124. Extension of the Medicare-dependent 
Medicare-dependent hospital program 
require HHS to study whether certain 

(MDH) program. Ex.tend .. the 
October I, 2012. It would also 

qualify for the MDH prob'Tam. 

Sec. 3125. Temporary improvements to the Medicare inpatient hospital payment 
adjustment for low-volume hospitals. Expands the program providing a temporary adjustment 
to inpatient hospital payments for certain low-volume hospitals throullh FY20 12 and would 
modify eligibility requirements regarding distance iTom another 
modifies requirements regarding the number of eligible discharges. 

Sec. 3126. Improvements to the demonstration project on community health integration 
models in certain rural counties. The Medicare Improvements for Patients and Providers Act 
(MIPPA, P.L. 110·275) authorized a demonstration project that will alJow eligible rural entities 
to test new models for the delivery of health care services in rural areas. This provision will 
expand the demonstration to allow additional counties to participate and will also allow 
physicians to participate in the demonstration project. 

Sec. 3127. MedPAC study on adequacy of Medicare payments for health care providers 
serving in rural areas. This provision would require MedPAC to review payment adequacy for 
rural health care providers serving the Medicare program. including an analysis of thc rural 
payment adjustments included in this legislation and beneficiaries' access to care in rural 
communities. 
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Sec. 3129. Extension of and revisions to Medicare rural hospital flexibility program. This 
provision extends the Flex Grant program through 2012 and will allow Flex grant funding to be 
used to support rural hospitals' efforts to implement delivery system reform programs, such as 
value-based purchasing programs, bundling, and other quality programs. 

Part III Improving Payment Accuracy 

Sec. 3131. Payment adjustments for home health care. This provision would direct the 
Secretary to improve payment accuracy through rebasing home health payments starting in 2014, 
as amended by Section 10315, based on an analysis of the current mix of services and intensity 
of care provided to home health patients. The provision would also establish a 10 percent cap on 
the amount of reimbursement a home health provider can receive from outlier payments and 
would reinstate an add-on payment for rural home health providers from April 1,2010 through 
2015. In addition, it would require the Secretary to submit a report to Congress by March 1,2011 
on recommended payment reforms related to serving patients with varying severity of illness or 
to improve beneficiary access to care. As amended by Section] 0315, directs the Secretary to 

access to home health care for certain patients, including those with high­
low-income and Ii ving in underserved areas, and provides the Secretary 

to conduct a demonstration program based on the results of the study. 

Sec. 3132. Hospice reform. This provision would require the Secretary to update Medicare 
hospice claims forms and cost reports by 20 II. Based on this information, the Secretary would 
be required to implement changes to the hospice payment system to improve payment accuracy 
in FY2013. The Secretary would also impose certain requirements on hospice providers 
designed to increase accountability in the Medicare hospice prol:,rram. 

Sec. 3133. Improvement to Medicare disproportionate share hospital (DSH) payments. 
This orovision would rcquire the Secretary to update hospital payments to better account for 

uncompensated care costs. Starting in FY2014, hospitals' Medicare Dispmnnt1innatp. 
Share Hospital (DSH) payments would be reduced to renect lower uncompensated 
relative to increases in the number of insured. As amended 
Reconciliation Act, reduces the I O-year reduction in Medicare 

Sec. 3134. Misvalued codes under the fee schedule. Directs the Secretary to 
services paid for by Medicare, including review fee schedule rates for 

services that have experienced high 
fees schedule rates that are found to 

Sec. 3135. Modification 

rates. Strengthens the Secretary's authority to adjust 
misvalued or inaccurate. 

amended by Section 1107 of the Reconciliation Act, effective January I, 20 II, takes into 
account the eMS imaging rule that went into cfleCI on January 1,2010, but sets the assumed 
uti lization rate at 75 percent for the practice expense portion of advanced 
services. Excludes low-tech imaging such as ultrasound, x-rays and EKGs from this adjustment. 
Also adjusts the technical component discount on single session imaging studies on contiguous 
body parts from 25 percent to 50 pcrcent. 

Sec. 3136. Revision of payment for power~driven wheelchairs. Eliminates the option for 
Medicare to purchase power-driven wheelchairs with a lump-sum payment at the time the chair 
is supplied. Medicare would continue to make the same payl 
13-month period. Purchase option for complex rehabilitative 

Sec. 3137. Hospital wage index improvement. Extends reclassifications under section 508 of 
the Medicare Modernization Act (P.L 108-173) through the end ofFY2010. In addition, 
the Secretary to provide recommendations to Congress on to comprehensively reform 
Medicare wage index system by December 31, 20 II. Also the Secretary to restore the 
reclassification thresholds used to determine hospital reclassifications to the percentages used in 
FY2009, starting in FY20 II until the first fiscal year that is on or after the date the Secretary 
submits the report to Congress on refooning the wage index system. Section 10317 clarifies the 
Secretary may only use wage data of certain eligible hospitals in carrying out this provision if 
doing so does not result in lower wage index adjustments for affected facilities. 

Sec. 3138. Treatment of certain cancer hospitals. Directs the Secretary to study whether 
existing cancer hospitals that are exempt from the inpatient prospective payment system have 
costs under the outpatient prospective payment system (OPPS) that exceed costs 
hospitals, and to make an appropriate payment adjustment under OPPS based on that analysis. 

Sec. 3139. Payment for biosimilar biological products. Sets the add-on 
biosimilar products reimbursement under Medicare Part B at 6 percent 
of the brand biological product. 

Sec. 3140. Medicare hospice concurrent care demonstration 
to establish a three-year demonstration program that would allow 
hospice care to also receive all other Medicare covered services 

rate for 

The demonstration would be conducted in up to 15 hospice programs in both rural and urban 
areas and would evaluate the impacts of the demonstration on patient care, quality of life and 
spending in the Medicare program. 

Sec. 3141. Application of budget neutrality on a national basis in the calculation of the 
Medicare hospital wage index floor. Starting on October 1,2010, the provision would require 
application of budget neutrality associated with the effect of thc imputed rural and rural floor to 
be applied on a national, rather than State-specific basis through a uniform, national adjustment 
to the area wage index. 



Sec. 3142. HHS study on urban Medicare-dependent hospitals. 
conduct a study on the need for additional Medicare pay 
dependent hospitals paid under thc inpaticnt rlTn""",'t;\I/> 

Sec.3143. Protecting home health benefits. Ensures that guaranteed Medicare home health 
benefits will not be reduced. 

Subtitle C - Provisiofls Related 10 Part C 

Sec. 3201. Medicare Advantage payment. This section was repealed by Section 1102 of the 
Reconciliation Act, described below. 

Sec. 3202. Benefit protection and simplification. Prohibits Medicare Advantage plans from 
charging beneficiaries cost sharing for covered services that is greater than what is charged under 
the traditional fee-for-service program. Requires plans that provide extra benefits to give priority 
to cost sharing reductions, well ness and preventive care, and then benefits not covered under 
Medicare. 

Sec. 3203. Application of coding intensity adjustment during MA payment transition. This 
section was repealed by Section 1102 of the Reconciliation Act, described below. 

Sec. 3204. Simplification of annual beneficiary election periods. Provides extra time for 
CMS. Medicare Advantage plans and prescription drug plans to process enrollment paperwork 
during annual enrollment periods and eliminates a duplicative open enrollment period for 
Medicare Advantage plans. Allows beneficiaries to disenroll from a Medicare Advantage plan 
and return to the traditional fee-for-service program from January I to March 15 of each year. 

Sec, 3205. Extension for specialized MA plans for special needs individuals. Extends the 
SNP program through 2013 and requires SNPs to be NCQA approved. Allows HHS to apply a 
frailty payment adjustment to fully-integrated, dual-eligible SNPs that enroll frail populations. 
Rcquires HHS to transition beneficiaries enrolled in SNPs that do not meet statutory target 
definitions and requires dual-eligible SNPs to contract with State Medicaid programs beginning 
2013. Also requires an evaluation of Medicare Advantage risk adjustment for chronically ill 
populations. 

Sec. 3206. Extension of reasonable cost contracts. Extends the period of time for which cost 
plans may operate in areas that have other health plan options. 

Sec. 3207. Technical correction to MA private fee-for-service plans. Allows employer­

use, 
plans 

fee-for-service plans authorized under I 857(i)(2) with currcnt enrollment to 
20 II, a CMS service area waiver available to employer and union group health 

arc coordinated care pl-ans. 

Sec. 3208. Making senior housing facility demonstration permanent. Allows demonstration 
plans that serve residents in continuing carc retirement communities to operate under the 

31 

Medicare Advantage program. 

Sec. 3209. Authority to deny plan bids. the HHS Secretary to dcny bids submitted 
by Medicare Advantage and prescription plans, bcginning in 201 I. that proposc to significantly 
increase beneficiary cost sharing or decrease benefits offered under the plan. 

Sec. 3209. Development of new standards for certain Medigap plans. Requires HHS to 
request NAIC revisions to the standards for benefit packages classified as ·'C" and "F" so that 
these packages include nominal cost sharing that encourages the usc of appropriate Part B 
physician services. 

Subtitle D - Medicare Part D Improvements (or Prescription Drug PI(Ens and MA-PD Plans 

Sec. 3301. Medicare coverage gap discount program. Rcquires drug manufacturers to 
provide a 50 percent discount to Part D beneficiaries for brand-name drugs and biologics 
purchased during the coverage gap beginning January 1,2011. 

Sec. 3302. Improvement in determination of Medicare part D low-income benchmark 
premium. Removes Medicare Advantage rebates and quality bonus payments from the 
calculation of the low-income subsidy benchmark. 

Sec.3303. Voluntary de minimis policy for subsidy-eligible individuals under prescription 
drug plans and MA-PD plans. Allows Part D plans that bid a nominal amount above the 
regional low-income subsidy (LIS) benchmark to absorb the cost of the difference between their 
bid and the LIS benchmark in order to remain a $0 premium LIS plan. 

Sec.3304. Special rule for widows and widowers regarding eligibility for low-income 
assistance. Allows the surviving spouse of an LIS-eligible couple to delay LIS redetermination 
for one year after the death of a spouse. 

Sec. 3305. Improved information for subsidy-eligible individuals reassigned to prescription 
drug plans and MA-PD plans. Requires HHS, beginning in 2011. to transmit formulary and 
coverage determination information to subsidy-eligible bencficiaries who have been 
automatically reassigned to a new Part D low· income subsidy plan. 

Sec. 3306. Funding outreach and assistance for low-income programs. Provides $45 million 
for outreach and education activities to State Health Insurance Programs, Administration on 
Aging. Aging Disability Resource Centcrs and the National Benefits Outreach and Enrollment. 

Sec. 3307. Improving formulary requirements for prescription drug plans and MA-PD 
with respect to certain categories or classes of drugs. Codifies the current six classes of 

concern, removes the criteria specified in section 176 of MIPPA that would have been 
used by HHS to identify protected classes of drugs and gives the Secretary authority to identify 
classes of clinical concern through rulemaking. 



Sec. 3309. Elimination of cost sharing for certain dual-eligible individuals. Eliminates cost 
for beneficiaries receiving care under a home and community-based waiver program who 

otherwise require institutional care. 

Sec. 3310. Reducing wasteful dispensing of outpatient prescription drugs in long-term care 
facilities under prescription drug plans and MA·PD plans. Requires Part D plans to develop 
drug dispensing techniques to reduce prescription drug waste in long-tenn care 

Sec. 3311. Improved Medicare prescription drug plan and MA-PD plan complaint system. 
Requires the Secretary to develop and maintain a plan complaint system to handle complaints 
rcgarding Medicare Advantage and Part D plans or their sponsors. 

Sec. 3312. Uniform exceptions and appeals process for prescription drug plans and MA­
PO plans. Requires Part 0 plans to usc a single, unifonn exceptions and appeals process. 

Sec. 3313. Office of the Inspector General studies and reports. Requires the 010 to conduct 
comparing prescription drug prices paid under the Medicare Part 0 program to those paid 

Medicaid programs. 

Sec.3314. Including costs incurred by AIDS drug assistance programs and Indian Health 
Service in providing prescription drugs toward the annual out-or-pocket threshold under 
part D. Allows drugs provided to beneficiarics by AIDS Drug Assistance Programs or the 
Indian Health Service to count toward the annual out-of-pocket threshold. 

Sec. 3315. Immediate reduction in coverage gap for 2010. This section was repealed by 
Section 1101 of the Reconciliation Act. described below. 

Subtitle E - Ensuring Medicare Sustainabifitv 

Sec. 3401. Revision of certain market basket updates and incorporation of productivity 
improvements into market basket updates that do not already incorporate such 
improvements. Incorporates a productivity adjustment into the market basket update for 
inpatient hospitals, home health providers, nursing homes, hospice providers, inpatient 
psychiatric facilities, long-term care hospitals and inpatient rehabilitation facilities beginning in 
various years and implements additional market basket reductions for certain providers. It would 
also incorporate a productivity adjustment into payment updates for Part B providers who do not 
already have such an adjustment. Section 10319 modifies market adjustments for inpatient 
hospitals, inpatient rehabilitation facilities, inpatient psychiatric hospitals and outpatient 
hospitals in 2012 and 2013 and for long-tenn care hospitals in 2011, 2012 and 2013. Also, 
modifies market basket adjustments for home health providers in 2013 and hospice providers in 
2013 through 2019. Section 1105 of the Reconciliation Act revises the hospital market basket 
reduction that is in addition to the productivity adjustment as follows: -0.3 in FYI4 and -0.75 in 
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FYI7, FY18 and FY19. Removes Senate provision that eliminates the additional market basket 
for hospitals based on coverage levels. Providers affected are inpatient hospitals. lonl.!.-tenn care 
hospitals, inpatient rehabilitation facilities, psychiatric hospitals and 

Sec. 3402. Temporary adjustment to the calculation of part B premiums. For 
income beneficiaries who pay a higher Part B premium rate, freezes the income 
2010 levels through 2019. . 

Sec. 3403. Independent Payment Advisory Board. Creates an independent, ) 5-member 
Advisory Board tasked with presenting Congress with comprehensive 

excess cost growth and improve quality of care for Medicare h",n",f;I';"'''';'''' 

Medicare costs are projected to be unsustainable, the Board's 

al 

Congress passes an alternative measure that achieves the same Icvel of savings. Congress would 
be allowed to consider an alternative provision on a fast-track basis. The Board would be 

from making proposals that ration care, raise taxes or Part B premiums, or change 
benefit, eligibility, or cost-sharing standards. As amended by Section 10320, requires 

the Board to make annual recommendations to the President, Congress, and private entities on 
actions they can take to improve quality and constrain the rate of cost growth in the private 
sector. Requires the Board to make non-binding Medicare recommendations to Congress in 
years in which Medicare growth is below the targeted growth rate. Clarifies that the Board is 
prohibited from making recommendations that would reduce 
Medicare beneficiaries. Beginning in 2020, limits the 
Congress to only every-other-year if the growth in overall health 
Medicare spending; such recommendations would focus on slowing overall health 
while maintaining or enhancing beneficiary access to quality care under Medicare. Chanues the 
name of the Board to the "Independent Payment Advisory Board." 

Subtitle F-Ifealth Care Quality ImprOllcments 

Sec. 3501. Health care delivery system research; Quality improvement technical assistance. 
Builds on the Center for Quality Improvement and Patient Safety of the Agency for Healthcare 
Research and Quality (AHRQ) to support research, technical assistance and 
implementation grants. Grants funded under this section will identify, 
disseminate, and provide training in innovative methodologies and strategies 
improvement practices in the delivery of health care services. 

Sec. 3502. Grants or contracts to establish community health teams to support the patient­
centered medical home. Creates a program to establish and fund the development of 
community health teams to support the development of medical homes by increasing access to 
comprehensive, community based, coordinated care. Section 10321 clarifies that nurse 
practitioners and other primary care providers can participate in community care teams. 



errors, and improve patient adherence to therapies while reducing acute care costs and reducing 
hospital readmissiolls. 

Sec. 3504. Design and implementation of regionalized systems (or emergency care. 
Provides funding to the Assistant Secretary for Preparedness and Response to support pilot 
projects that design, implement, and evaluate innovative models of regionalized, comprehensive, 
and accountable emergency care and trauma systems. Requires the HHS Secretary to support 
emergency medicine research, including pediatric emergency medical research. 

Sec. 3505. Trauma care centers and service availability. Reauthorizes and improves the 
trauma care program, providing l:,'Tants administered by the HHS Secretary to States and trauma 
centers to strengthen the nation's trauma system. Grants are targeted to assist trauma care 
centers in underserved areas susceptible to funding and workforce shortages. 

Sec. 3506. Program to facilitate shared decisionmaking. Establishes a program at HHS for 
the development, testing, and disseminating of educational tools to help patients, can:givers, and 
~llthnri7{'ti representatives understand their treatment options. 

Sec. 3507. Presentation of prescription drug benefit and risk information. 
Food and Drug Administration (FDA) to evaluate and determine if the use 

risks and benefits and support clinician 
forms of communication for prescription medications is 

Sec. 3508. Demonstration program to integrate quality improvement and patient safety 
training into clinical education of health professionals. Establishes a program at AHRQ to 

mts to academic institutions to develop and implement academic curricula that integrate 
improvement and patient safety into health professionals' clinical education. 

Sec. 3509. Office of women's health. Provides for women's health offices at various Federal 
agencies to improve prevention, treatmellt, and research for women in health programs. 

Sec. 3510. Patient navigator program. Reauthorizes demonstration programs to 
patient navigator services within communities to assist patients overcome barriers to 
services. Program facilitates care by assisting individuals coordinate health services and 
provider referrals, assist community organizations in helping individuals receive better access to 
care, information on clinical trials, and conduct outreach to health disparity populations. 

Sec. 3511. Authorization of appropriations. 

Sec. 3512. GAO study and report on causes of action. As added by Section 10201, directs the 
Comptroller General to conduct 8 study, within two years of enactment, as to whether 
implementation of provisions in the legislation would result in the establishment of a new cause 
of action or claim. 
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Subtitle G - Protecting and Improviflg Guaranteed Medicare Benefits 

Sec. 3601. Protecting and improving guaranteed Medicare benefits. Reaffirms that 
Medicare guaranteed benefits will not be reduced and that any savings generated for the 
Medicare program will extend the solvency of the Medicare trust funds, reduce Medicare 
premiums and cost-sharing, and improve or expand guaranteed Medicare benefits or protect 
access to providers. 

Sec. 3602. No cuts in guaranteed benefits. Reaffirms that benefits guaranteed to Medicare 
Advantage plan participants will not be reduced or eliminated. 

TITLE IV-PREVENTION OF CHRONIC DISEASE AND IMPROVING PUBLIC 
HEALTH 

Subtitle A - Modernizing Disease Preventioll ami Public Heall" Systems 

Sec. 4001. National Prevention, Health Promotion and Public Health Council. Creates an 
interagency council dedicated to promoting healthy policies at the Federal level. The Council 
shall consist of representatives of Federal agencies that interact with Federal health and 
policy, including the departments ofHHS, A!;,'Ticulture, Education, Labor, Transportation, 
others. The Council will establish a national prevention and health promotion strategy and 

interagency working relationships to implement the strategy. The Council will report 
to Congress on the health promotion activities of the Council and progress in meeting 

national strategy. 

Sec. 4002. Prevention and Public Health Fund. Establishes a Prevention and Public Health 
Investment Fund. The goal of the Investment Fund is to provide an expanded and sustained 
national investment in prevention and public health programs to improve health and 
the rate of growth in private and public sector health care costs. This will involve a 
stable funding stream for prevention, well ness and public health acti vities authorized by the 
Public Health Service Act. 

Sec. 4003. Clinical and community preventive services. Expands the efforts of, and improves 
the coordination between, two task forces which provide recommendations for preventive 
interventions. The U.S. Preventive Services Task Force is an independent panel of experts in 
primary care and prevention that systematically reviews the evidence of effectiveness of cl inical 
preventive services such as colorectal cancer screening or aspirin to prevent heart disease, and 
develops recommendations for their use. The Community Preventive Services Task Force llses a 
public health perspective to review the evidence of effectiveness of population~based preventive 
services such as tobacco cessation, increasing physical activity and preventing skin cancer, and 
develops recommendations for their use. 

Sec. 4004. Education and outreach campaign regarding preventive benefits. Directs the 
Secretary to convene a national public/private partnership for the purposes of conducting a 
national prevention and health promotion outreach and education campaign. The goal of the 
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campaign is to raise awareness of activities to promote health and prevent disease across the 
lifespan. The Secretary will conduct a national media campaign on health promotion and disease 
prevention focusing on nutrition, physical activity, and smoking cessation using science-based 
social research. The Secretary shall also maintain a web-based portal that provides informational 
guidelines on health promotion and disease prevention to health care providers and the public as 
well as a personalized prevention plan tool for individuals to determine their disease risks and 
obtain tailored guidance on health promotion and disease prevention. In addition, the Secretary 
will provide guidance and relevant information to States and health care providers regarding 
preventive and obesity-related services that are available to Medicaid enrollees, including obesity 
screening and counseling for children and adults. Each State would be required to design a public 
awareness campaign to educate Medicaid enrollees regarding availability and coverage of such 
services, 

Subtitle B -Increasing Access to Clinical Preventive Services 

Sec. 4101. School-based health centers. Authorizes a grant program for the operation and 
development of School-Based Health Clinics, which will provide comprehensive and accessible 
preventive and primary health care services to medically underserved children and families. 
Appropriates $50 million each year for fiscal years 2010 through 2013 for expenditures for 
facilities and equipment. Section 10402 adds vision services to the list of health services for 
which a School Based Health Center should provide referrals. 

Sec. 4102. Oral healthcare prevention activities. Establishes an oral healthcare prevention 
education campaign at CDC focusing on preventive measures and targeted towards key 
populations including children and pregnant women, Creates demonstration programs on oral 
health delivery and strengthens surveillance capacity. 

Sec. 4103. Medicare coverage of annual well ness visit providing a personalized prevention 
plan. Provides coverage under Medicare, with no co-payment or deductible, for an annual 
well ness visit and personalized prevention plan services. Such services would include a 
comprehensive health risk assessment. The personalized prevention plan would take into account 
the findings of the health risk assessment and include elements such as: a five- to ten-year 
screening schedule; a list of identified risk factors and conditions and a strategy to address them; 
health advice and referral to education and preventive counseling or community-based 
interventions to address modifiable risk factors such as physical activity, smoking, and nutrition, 
Section 10402 clarifies that Medicare beneficiaries are eligible for the initial preventive physical 
exam in their first year of Medicare coverage and for personalized prevention services annually 
thereafter. 

Sec. 4104, Removal of barriers to preventive services in Medicare. This section would 
waive beneticiary coinsurance requirements for most preventive services, requiring Medicare to 
cover 100 pel'cent of the costs. Services for which no coinsurance or deductible would be 
required are the personalized prevention plan services and any covered nreventive 
recommended with a grade of A or B by the U,S. Preventive Services 
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10406 clarifies that Medicare beneficiaries do not have to pay coinsurance (including co-pays 
and deductibles) for preventive services delivered in all settings. 

Sec. 4105. Evidencc--based coverage of preventive services in Medicare. This section would 
authorize the Secretary to modify the coverage of any currently covered preventive service in the 
Medicare progTam to the extent that the modification is consistent with U.S. Preventive Services 
Task Force recommendations and the services arc not used [or diagnosis or-treatment. The 
Secretary will also conduct a provider and beneficiary outreach program regarding covered 
preventive services. This section also authorizes a Govemment Accountability Office 
study of the utilization of and payment for Medicare covered preventive services, the usc 
health information technology in coordinating such services, and whether there are barriers 10 the 
utilization of such services, 

Sec. 4106. Improving access to preventive services for eligible adults in Medicaid. The 
current Medicaid State option to provide other diagnostic, screening, preventive. and 
rehabilitation services would be expanded to include: (I) any clinical preventive service 
recommended with a grade of A or B by the U,S. Preventive Services Task Force and (2) with 
respect to adults, immunizations recommended by the Advisory Committee on Immunization 
Practices (ACIP) and their administration. States that eject to cover these additional services 
and vaccines, and also prohibit cost-sharing for such services and vaccines. would receive an 
increased Federal medical assistance percentage (FMAP) of one percentage point for these 
services. 

Sec. 4107. Coverage of comprehensive tobacco cessation services for pregnant women in 
Medicaid. States would be required to provide Medicaid coverage for counseling and 
pharmacotherapy to pregnant women for cessation of tobacco use, Such services would include 
diagnostic, therapy and counseling services, and prescription and nonprescription tobacco 
cessation agents approved by the Food and Drug Administration for cessation of tobacco usc by 
pregnant women. This section would also prohibit cosl-sharing for these services, 

Sec. 4108. Incentives for prevention of chronic diseases in Medicaid. The Secretary would 
award grants to States to provide incentives for Medicaid beneficiaries to participntl' 
providing incentives for healthy lifestyles. These progmms must be comprehensive 
suited to address the needs of Medicaid eligible beneficiaries and must have demonstrated 
success in helping individuals lower or control cholesterol and/or blood pressure, lose weight, 

smoking and/or manage or prevent diabetes, and may address co-morbidities, such as 
associated with these conditions. 

Subtitle C - Creating Healthier Communities 

Sec. 4201. Community transformation grants. This section authorizes the Secretary to award 
,.."""..,.,.t;I;".- granls to eligible entities for programs that promote individual and community 

,ent the incidence of chronic disease. Communities can carry out programs 10 

prevent and reduce the incidence of chronic diseases associated with overweight, 
tobacco usc, or mental illness; or other activities that arc consistent with thc goals 
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healthy communities. Section 10403 ensures that 20 percent of the Community Transfonnation 
Grants are awarded to rural and frontier areas. 

Sec. 4202. Healthy aging, living well; evaluation of community-based prevention and 
wellness programs for Medicare beneficiaries. The goal of this progTam is to improve the 
health status of the pre-Medicare-eligible population to help control chronic disease and reduce 
Medicare costs. The CDC would provide grants to States or large local health departments to 
conduct pilot programs in the 55-to-64 year old population. Pilot programs would evaluate 
chronic disease risk factors, conduct evidcnee-based public health interventions, and ensure that 
individuals identified with chronic disease or at-risk for chronic disease receive clinical treatment 
to reduce risk. Pilot programs would bc evaluated for success in controlling Medicare costs in 
the community. Additionally, the Centers for Medicare & Medicaid Services (CMS) would 
conduct a comprehensive assessment of community-based disease self-management programs 
that help control chronic diseases. The Secretary would then develop a plan for improving 
access to such services for Medicare beneticiaries. 

Sec. 4203. Removing barriers and improving access to well ness for individuals with 
disabilities. Requires the Access Board to establish standards for accessibility of medical 
diagnostic equipment to individuals with disabilities. 

Sec. 4204. Immunizations. Authorizes States to purchase adult vaccines under CDC contracts. 
Currently, 23 States purchase vaccines under CDC contracts. These contracts for adult vaccines 
provide savings that range from 23-69 percent compared to the private sector cost. Authorizes a 
demonstration program to improve immunization coverage. Under this program, CDC will 

grants to States to improve immunization coverage of children, adolescents, and adults 
the use of evidence-based interventions. States may use funds to implement 

interventions that are recommended by the Community Preventive Services Task Force. such as 
reminders or recalls for patients or providers, or home visits. Reauthorizes the Immunization 
Program in Section 317 of the Public Health Service Act. This section would also require a GAO 
study and report to Congress on coverage of vaccines under Medicare Part D and the impact on 
access to those vaccines. 

Sec. 4205. Nutrition labeling of standard menu Items at chain restaurants. This initiative 
represents a compromise between the Menu Education and Labeling (MEAL) Act, sponsored by 
Senator Harkin, and the Labeling Education and Nutrition (LEAN) Act, sponsored by Senators 
Carper and Murkowski. Under the tenns of the compromise, a restaurant that is part of a chain 
with 20 or more locations doing business under the same name (other restaurants are exempt) 
would be required to disclose calories on the menu board and in a written form, available to 
customers lIpon request, additional nutrition information pertaining to total calories and calories 
from fat, as weI! as amounts of fat, saturated fat, cholesterol, sodium, total carbohydrates, 
complex carbohydrates, sugars, dietary fiber, and protein. 

Sec. 4206. Demonstration project concerning individualized well ness plan. This pilot 
program provides at-risk populations who utilize community health centers with a 
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comprehcnsive risk-factor assessment and an individualized well ness plan designed to reduce 
risk factors for preventable conditions. 

Sec. 4207. Reasonable break time for nursing mothers. This initiative would amend the Fntr 
Labor Standard Act to require employers to provide break time and a place for breastfeeding 
mothers to express milk. This would not apply to an employer with fcwer than 50 employees, 
and there are no monetary damages. 

Subtitle D - Support for Prevention and Public Health Innol'ation 

Sec. 4301. Research on optimizing the delivery of public health services. The Secretary, 
acting through the Director of CDC, shall provide funding for research in the area 
health services and systems. This research shall include examining best 
prevention, analyzing the translation ofintervcntions from academic institutions to clinics and 
communities, and identifying effective strategies for delivering public hcalth services in rcal 
world settings. CDC shaH annually report research findings to Congress. 

Sec. 4302. Understanding health disparities; data collection and analysis. Ensures that any 
ongoing or new Federal health program achieve the collection and reporting of data by race, 
ethnicity, primary language and any other indicator of disparity. The Secretary shall analyze 
data collected to detect and monitor trends in health disparities and disseminate this infOlmation 
to the relevant Federal agencies. 

Sec. 4303. CDC and employer-based wellness programs. Requires the CDC to study and 
evaluate best employer-based wellness practices and provide an educational campaign and 
technical assistance to promote the benefits of worksite health promotion to employers. 

Sec. 4304. Epidemiology-Laboratory Capacity Grants. Establishes a program at the 
CDCthat awards grants to assist State, local, and tribal public health agencies in 
surveillance for and responses to infectious diseases and other conditions of public 
importance. Amounts received under the grants shall be used to strengthen epidemiologic 
capacity, enhance laboratory practices, improve information systems, and develop outbreak 
control strategies. Requires the Director of the CDC to issue national standards on information 
Exchange systems to public health entities for the reporting of infectious diseascs and other 
conditions of public health imponancc in consultation with the National Coordinator for Health 
Information Technology. 

Sec. 4305. Advancing research and treatment for pain care management. Authorizes an 
Institute of Medicine Confercncc on Pain Care to evaluate the adequacy of pain assessment, 
treatment, and management; identify and address barriers to appropriate pain care; increase 
awarcness; and report to Congress on findings and recommendations. Also authorizes the Pain 
Consortium at the National Institutes of Health to enhance and coordinate clinical on 
pain causes and treatments. Establishes a grant progTam to improve health professionals' 
u.nderstanding and ability to assess and "nnrnnn"t".h, 



Sec. 4306. Funding for childhood obesity demonstration project. The Children's Health 
Insurance Program Reauthorization Act of 2009 included several provisions designed to improve 
the quality of care under Medicaid and CHIP. This law directed the Secretary to initiate a 
demonstration projecllo develop a comprehensive and systematic model for reducing childhood 

This section appropriates $25 million for the childhood obesity demonstration project 
the demonstration time period to fiscal years 2010 through 

Subtitle E - Miscellaneous Provisions 

Sec. 4401. Sense of the Senate concerning CBO scoring. This section is struck by Section 
10405. 

Sec. 4402. Effectiveness of Federal health and wellness initiatives. The Secretary of Health 
and Human Services will evaluate the effectiveness of existing Federal health and well ness 
initiatives. The Secretary will consider whether such programs arc effective in achieving their 
stated goals and evaluate their effect on the health and oroductivitv of the Federal workforce. 

TITLE V-HEALTH CARE WORKFORCE 

Subtitle A~~Purpose and Definitions 

Sec. 5001. Purpose. 

Sec. 5002. Definitions. 

Subtitle B~-Innovations in the Healtlt Care Workforce 

Sec. 5101. National health care workforce commission. Establishes a national commission 
tasked with reviewing health care workforce and projected workforce needs. The overall goal of 
the Commission is to provide comprehensive, unbiased information to Congress and the 
Administration about how to align Federal health care workforce resources with national needs. 
Congress wilJ use this information when providing appropriations to discretionary programs or in 
restructuring other Federal funding sources. As amended by Section 10501, adds representation 
from smalJ businesses to the Commission membership; adds an examination of the barriers of 
entering and remaining in primary care careers as a high-priority area for the Commission; and 
includes optometrists and ophthalmologists as members of the health care workforce. 

adults. 

State health care workforce development grants. Competitive grants are created 
State partnerships to complete comprehensive planning and to carry 

leading to coherent and comprehensive health care workforce development 
at the State and local levels. Grants will support innovative approaches to increase the 

of skilled health care workers such us health care career pathways for young people and 

Sec. 5103. Health care workforce assessment. Codifies the 
establishes several regional centers for health workforce analysis to collect, analyze, and report 
data related to Title VII (of the Public Health Service Act) primary care workforce programs. 
The centers will coordinate with Slate and local agencies collecting labor and workforce 
statistical information and coordinate and provide analyses and reports on Title VII to the 
Commission. 

Sec. 5104. Interagency task force to assess and improve access to health care in the State of 
Alaska. As added by Section 10501, establishes a temporary Task Force to assess health care 
access and develop a strategy to improve health care delivery in Alaska. 

Subtitle C-lncrea.s;ng tile SupplY oftlte Healtlt Care Workforce 

Sec. 5201. Federally supported student loan funds. Eases current criteria for schools and 
students to qualify for loans, shorten payback periods, and decreases thc non-compliance 
provision to make the primary care student loan program more attractive to medical students. 

Sec. 5202. Nursing student loan program. Increases loan amounts and updates the years for 
nursing schools to establish and maintain student loan funds. 

Sec. 5203. Health care workforce loan repayment prognms. Establishes a loan repayment 
program for pediatric subspecialists and providcrs of mental and behavioral health serviccs to 
children and adolescents who are or will be working in a Health Professional Shortage Area, 
Medically Undcrserved Area, or with a Medically Undcrserved Population. 

Sec. 5204. Public health workforce recruitment and retention program. Offers loan 
repayment to public health students and workers in exchange for working at least 3 years at a 
fedcral, state, local, or tribal public health agency. 

Sec, 5205. Allied health workforce recruitment and retention program. Offers loan 
to allied health professionals cmployed at public health 

health care to patients, including acute care facilities, ambulatory care 
residences, and other settings located in Health Professional Shortage Areas, Medically 
Underserved Areas, or serving Medically Underserved Populations. 

Sec. 5206. Grants for States and local programs. Awards scholarships to mid·career public 
and allied health professionals employed in public and allied health positions at the Federal, 
State, tribal, or local level to receive additional training in public or allied health fields. 

Sec. 5207. Funding for National Health Service Corps. Increases and extends the 
authorization of appropriations for the National Health Service Corps scholarship and loan 
repayment program for FY 10·15. 



Sec. 5209. Elimination of cap on the Commissioned Corps. Eliminates the artificial cap on 
the number of Commissioned Corps members, allowing the Corps to ex.pand to meet national 
public health needs. 

Sec. 5210. Establishing a Ready Reserve Corps. Establishes a Ready Reserve Corps within 
thc Commissioned Corps for service in times of national emergency. Ready Reserve Corps 
members may be called to active duty to respond to national emergencies and public health 
crises and to fill critical public health positions left vacant by members of the Regular Corps who 
have been called to duty elsewhere. 

Subtitle D-Enltallcing Health Care Jl"orkforce Education and Training 

Sec. 5301. Training in family medicine, general internal medicine, general pediatrics, and 
physician assistantship. Provides grants to develop and operate training programs, provide 
financial assistance to trainees and faculty, enhance faculty development in primary care and 
physician assistant programs, and to establish, maintain, and improve academic units in primary 
care. Priority is given to programs that educate students in team-based approaches to carc, 
including the patient-centered mcdical home. 

Sec. 5302. Training opportunities for direct care workers. Authorizes funding over three 
years to establish new training opportunities for direct care workers providing long-tcnn care 
services and supports. 

Sec. 5303. Training in general, pediatric, and 
line of dental funding in Tille Yll of the Public 
education programs to use grants for pre-doctoral 
loan repaymcnt, and academic administrative 

health dentistry. Reinstates a separate 
Service Act. Allows dental schools and 

Sec. 5304. Alternative dental health care provider demonstration project. Authorizes the 
Secretary to award grants to establish training programs for alternative dental health care 
providers to increase access to dental health care services in rural, tribal, and underserved 
communities. 

Sec. 5305. Geriatric education and training; career awards; comprehensive geriatric 
education. Authorizes funding to geriatric education centers to support training in geriatrics, 
chronic care management, and long-tenn care for faculty in health professions schools and 
family caregivers; develop curricula and best practices in geriatrics; expand the geriatric career 
awards to advanced practice nurses, clinical social workers, pharmacists, and psychologists; and 
establish traineeships for individuals who are preparing for advanced education nursing degrees 
in geriatric nursing. 

Sec. 5306. Mental and behavioral health education and training grants. Awards grants to 
schools for the development, expansion, or enhancement of training programs in social work, 
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graduate psychology, professional training in child and adolescent mental health, and pre-service 
or in-service training to paraprofessionals in child and adolescent mental health. 

Sec. 5307. Cultural competency, prevention, and public health and individuals with 
disabilities training. Reauthorizes and expands programs to support the development, 
evaluation, and dissemination of model curricula for cultural competency, prevention, and public 
health proficiency and aptitude for working with individuals with disabilities training for use in 
health professions schools and continuing education programs. 

Sec. 5308. Advanced nursing education grants. Strengthens language for accredited Nurse 
Midwifery programs to receive advanced nurse education grants in Title Vlll of the Public 
Health Service Act. 

Sec. 5309. Nurse education, practice, and retention grants. Awards grants to nursing schQols 
to strengthen nurse education and training programs and to improve Burse retention. 

Sec. 5310. Loan repayment llnd scholarship program. Adds faculty at nursing schools as 
eligible individuals for loan repayment and scholarship programs. 

Sec. 5311. Nurse faculty loan program. Establishes a Federally-funded student loan 

period. 

for nurses with outstanding debt who pursue careers in nurse education. 
agree to teach at an accredited school of nursing for at least 4 years within a 6-year 

Sec. 5312. Authorization of appropriations for parts B through D of title VIIf. A ulhorizcs 
$338 million to fund Title Vlll of the Public Health Service Act nursing programs. 

Sec. 5313. Grants to promote the community health workforce. Authorizes the Secretarv to 
award grants to States, public health departments, clinics, hospitals, Federally qualified 
centers, and other nonprofits to promote positive health behaviors and outcomes in medically 
underserved areas through the use of community health workers. Community health workers 
offer interpretation and translation services, provide culturally appropriate health education and 
information, offer informal counseling and guidance on health behaviors, advocate for individual 
and community health needs, and can provide some direct primary care services and 
screenings. Section 10501 clarifies the definition and activities of community health workers. 

Sec, 5314. Fellowship training in public health. Authorizes the Secretary to address 
workforce shortages in State and local health departments in applied public health epidemiology 
and public health laboratory science and informatics. 

Sec. 5315. United States Public Health Sciences Track. Directs the Surgeon General to 
establish a U.S. Public Health Sciences Track to train physicians, dentists, nurses, 
assistants, mental and behavior health specialists, and public health professionals emphasizing 
team-based service, public health, epidemiology, and emergency preparedness and response 
affiliated institutions. Students receive tuition remission and a stipend and are accepted as 
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Commission Corps officers in the U.S. Public Health Service with a 2-year service commitment 
for each year of school covered. 

Sec. 5316. Rural physician 
program for medical schools to 
underscrved rural communities. 

grants. As added by Section 10501, establishes a grant 
and train medical students to practice medicine in 

Sec. 5317. Demonstration grants for family nurse practitioner training programs. As 
added by Section 10501, establishcs a training demonstration program that supports recent 

Practitioner graduates in primary care for a twelve month period in Federally 
Health Centers (FQHCs) and nurse-managed health clinics. The demonstration is 

authorized from 2011 

SubtWe E-Supporting tire Existing Health Care Workforce 

Sec. 5401. Centers of excellence. The Centers of Excellence program, which develops a 
minority applicant pool to enhance recruitment, training, academic performance and other 
supports for minorities interested in careers in heal th, is reauthorized al 150 percent of 2005 
appropriations, $50 million. 

Sec. 5402. Health professions training for diversity. Provides scholarships for disadvantaged 
students who commit to work in medically underserved areas as primary care providers, and 
expands loan repayments for individuals who will serve as faculty in eligible institutions. 
Funding is increased from $37 to $51 million for 2009 through 2013. 

Sec. 5403. Interdisciplinary, community-based linkages. Authorizes funding to establish 
community-based training and education grants for Area Health Education Centers (AHECs) and 
Programs. Two programs arc supported - Infrastructure Development Awards and Points of 
Service Enhancement and Maintenance Awards - targeting individuals seeking careers in the 
health professions from urban and rural medically underserved communi lies. 

Sec. 5404. Workforce diversity grants. Expands the allowable uses of nursing diversity grants 
to include completion of associate degrees, bridge or degree completion program, or advanced 
degrees in nursing, as well as pre-entry preparation. advanced education preparation, and 
retention activities. 

Sec. 5405. Primary care extension program. Creates a Primary Care Extension Program to 
educate and provide technical assistance to primary care providers about evidence-based 

:eventive medicine, health promotion, chronic disease management, and mental 
Agency for Healthcare Research and Quality (AHRQ) will award plannina and 
mts to Stale hubs including, at a minimum, the State health department, 

:Himini<:lf'nno Medicare and Medicaid, and at least one health professions schooL These 
Quality Improvement Organizations, AHECs, and other quality and 
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Subtitle F - Strengthening Primary Care and Other Workforce Improl'ements 

Sec. 5501. Expanding access to primary care services and general surgery services. 
Beginning in 2011, provides primary care practitioners, as well as general surgeons 
health professional shortage areas, with a 10 percent Medicare payment bonus for 
Section 10501 removes the budget-neutrality adjustment that would have otTset 

surgery bonuses. 

in 

Sec. 5502. Medicare Federally qualified health center improvements. Directs the Secrctary 
of Health and Human Services to develop and implement a prospective payment system (PPS) 
for Medicare-covered services furnished by Federally Qualified Health Centers (FQHCs). 
Additionally, adds remaining Medicare-covered preventive services to the list of services eligible 
for reimbursement when furnished by an FQHC. Section 10501 clarifies that the Secretarv of 
HHS shall vary payments to FQHCs based on the type, duration, and intensity of services 
deliver and establishes an annual FQHC market basket update. 

Sec. 5503. Distribution of additional residency positions. 
Secretary to redistribute residency positions that have been 
reports and directs those slots for training of primary care pny:SI\;I(;U1S. 
residency slots under this section, special prefercnce will be given to programs located in States 
with a low physician resident to general population ratio and to programs located in States with 
the highest ratio of population living in a health professional shortage area (HPSA) relati ve to the 
general popUlation. 

Sec. 5504. Counting resident time in outpatient settings and allowing 
operated residency training programs. Modifies rules governing when 
indirect medical education (IME) and direct graduate 
residents who train in a non-provider setting so that 
provider setting shall be counted toward DOME and 
stipends and fringe benefits. 

for jointly 

Sec. 5505. Rules for counting resident time for didactic and scholarly activities and other 
activities. Modifies current law to allow hospitals to count resident time spcnt in didactic 
conferences toward IME costs in the provider (i.e., hospital) setting and toward DOME in the 
nnn-nrnvider (i.e., non-hospital) setting. Section 10501 clarities that the Secretary is not 

to reopen certain settled cost reports in applying changes to Medicare graduate medical 
payment rules related to didactic training. 

Sec. 5506. Preservation of resident cap positions from closed hospitals. Directs the Secretary 
to redistribute medical residency slots from a hospital that closes on or after the date that is two 
years before enactment of the this legislation based on certain criteria. 



the opportunity to obtain education and training for occupations in the health care field that 
well and arc expected to experience labor shortages or be in high demand. The demonstration 
grant is to serve low-income person:> including recipients of assistance under State Temporary 
Assislance for Needy Families tT ANF) program~. 

Also csk1.blishes a demonstration program to competitively award granls for up to six States for 
three years to develop core training competencies and certification programs for personal and 
home care aides. Extends funding for family-to-family health information centers at $5 million 
for FY20 10 through FY2012. 

Sec. 5508. Increasing teaching capacity. Directs the Secretary to establish a grant program to 
support new or expanded primary care residency programs at teaching health centers and 
authorizes $25 million for FY2010, $50 million for FY2011 and FY2012 and such sums as may 
be necessary for each fiscal year thereafter to carry out such program. Also provides $230 
million in funding under the Public Health Service Act to cover the indirect and direct expenses 
of qualifying teaching health centers related to training primary care residents in certain 
expanded or new programs. 

Sec. 5509. Graduate nurse education demonstration program. This provision directs the 
Secretary to establish a demonstration program to increase graduate nurse education training 
under Medicare and authorizes $50 million to be appropriated from the Medicare Hospital 
Insurance Trust Fund for each of the fiscal years 2012 through 2015 for such purpose. 

Subtitle G-Improving Access to Heallit Care Services 

Sec. 5601. Spending for Federally Qualified Health Centers (FQHCs). Authorizes the 
following appropriations: FY2010 - $2.98B; FY2011 - $3.86B; FY2012 - $4.99B; FY 2013 -
S6.44B; FY2014 $7.33B; FY2015 - $8.33B. 

Sec. 5602. Negotiated rulemaking for development of methodology and criteria for 
designating medically underserved populations and health professions Shortage areas. 
Directs the Secretary, in consultation with stakeholders, to establish a comprehensive 
methodology and criteria for designating medically underserved populations and Health 
Professional Shonage Areas. 

Sec. 5603. Reauthorization of Wakefield Emergency Medical Services for Children 
Program. Reauthorizes program to award grants to States and medical schools to support the 
imnr .... "cment and expansion of emergency medical services for children needing trauma or 

care treatment. 

Sec. 5604. Co-locating primary aud specialty care in community-based mental health 
settings. Authorizes $50 million in grants for coordinated and integrated services through the 
co-location of primary and specialty care in community-based mental and behavioral 
settings. 
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Sec. 5605. Key national indicators. Establishes a Commission on Key National Indicators to 
comprehensive oversight ofa newly established key national indicators system, with a 

required annual report to Congress. 

Sec. 5606. State grants to health care providers who provide services to a high percentage 
of medically undersel'ved populations or other special populations. As added by Section 
10501, creates a grant program to support health care providers who treal a high percentage of 
medically underserved populations. 

TITLE VI-TRANSPARENCY AND PROGRAM INTEGRITY 

Subtitle A - Physician Ownership and Other Transparencv 

Sec. 6001. Limitation on Medicare exception to the prohibition on certain physician 
referrals for hospitals. Prohibits physician-owned hospitals that do not have a provider 
agreement prior to December 31,2010. (as amended by Section 1106 of the Reconciliation 
to participate in Medicare. Such hospitals that have a provider agreement prior to December 
2010, could continue to participate in Medicare under certain requirements addressing conflict of 
interest, bona fide investments, and patient safety issues, and expansion limitations. As amended 
by Section 1106 of the Reconciliation ACI, provides a limited exception to the growth restrictions 
for grandfathered physician owned hospitals that treat the highest percentage of Medicaid 
patients in their county (and are not the sole hospital in a county). 

Sec. 6002. Transparency reports and reporting of physician ownership or investment 
interests. Requires drug, device, biological and medical supply manufacturers to report transfers 
of value made to a physician, physician medical practice, a physician group practice, and/or a 
teaching hospital. Duplicative State or local laws would be preempted by Federal law, however, 
Federal preemption would not occur for State or local laws that are beyond the scope of this 
section. 

Sec. 6003. Disclosure requirements for in-office ancillary services exception to the 
prohibition on physician self-referral for certain imaging services. Adds an additional 
requirement to the Medicare in-office ancillary exception that requires the referring physician to 
infonn the patient in writing that the individual may obtain the specified service from a person 
other than the referring physician, a physician who is a member of the same group practice as the 
refening physician, or an individual who is directly supervised by the physician or by another 
physician in the group practice. 

Sec. 6004. Prescription drug sample transparency. 
and distributors to report to the Secretary information 
collected internally, as required under the Federal 

prescription drug manufacturers 
to drug samples currently bC1I1g 

Drug and Cosmetic Act. 

Sec. 6005. Pharmacy benefit managers transparency requirements. Requires a pharmacy 
benefit manager (PBM) or a health benefits plan that provides phannacy benefits management 
services that contract with health plans under Medicare or the Exchange to report to the 

48 



Subtitle B - Nursing Home Transparencl' and Improvement 

Part I - Improving Transparency of Information 

Sec. 6101. Required disclosure of ownership and additional disclosable parties 
information. Requires that skilled nursing facilities (SNFs) under Medicare and nursing 
facilities (NFs) under Medicaid make available on request by the Secretary, the Inspector 
General of the Department of Health and Human Services, the States, and the State long-term 
care ombudsman, information on ownership, including a description of the governing body and 
organizational structure of the facility and information regarding additional disclosable parties. 

Sec. 6102. Accountability requirements for skilled nursing facilities and nursing facilities. 
SNFs and NFs to implement a compliance and ethics prot,'Tam to be followed by the 
employees and its agents within 36 months of enactment, and requires the Secretary to 

evaluate this program and report the results to Cont,'Tess. 

Sec. 6103. Nursing home compare Medicare website. Requires the Secretary to publish the 
following information on the Nursing Home Compare Medicare website: standardized 
data, links to State internet websites regarding State survey and certification programs, the 
standardized complaint form, a summary of substantiated complaints, and the number of 
adjudicated instances of criminal violations by a facility or its employee. 

Sec. 6104. Reporting of expenditures. Requires the Secretary to modify cost reports for SNFs 
to require reporting of expenditures on wages and benefits for direct care staff, breaking out 

nurses, licensed professional nurses, certified nurse assistants, and other medical and 
staff. 

Sec. 6105. Standardized complaint form. Requires the Secretary to develop a standardized 
form for use by residents (or a person acting on a resident's behalf) in 

complaints with a State survey and certification agency and a State long-term care ombudsman 
program. States would also be required to establish complaint resolution processes. 

Sec. 6106. Ensuring staffing accountability. Requires the Secretary to develop a program for 
facilities to report staffing information in a uniform format based on payroll data, and to also 
take into account services provided by any agency or contract staff. 

Sec. 6107. GAO study and report on Five·Star Quality Rating System. Requires the 
Government Accountability Office to conduct a study on the Five·Star Quality Rating System 
which would include an analysis of the systems implementation and any potential improvements 

Part II - Targeting Enforcement 

Sec. 6111. Civil money penalties. Provides the Secretary with 
(CMPs) from the level that they 

self-report and promptly correct deficiencies within tcn 
imposition. For CMPs that are cited at the level of actual harm and 
Secretary would be provided with the authority to place CMPs in an escrow account 
completion of the informal dispute resolution process, or the date that is 90 days after the date of 
the imposition of the eMP, whichever is earlier. If the facility'S appeal is successful, the CMP, 
with interest, would be returned to the facility. If the appeal is unsuccessful, some portion of the 
proceeds may be used to fund activities that benefit facility residents. 

Sec. 6112. National independent monitor demonstration project. Directs the Secretary to 
establish a demonstration project within one year of enactment for developing, testing and 
implementing a national independent monitor program to conduct oversight of interstate and 
large intrastate chains. The HHS OIG would evaluate the demonstration project after two years. 

Sec. 6113. Notification of facility closure. Requires the administrator of a facility that is 
to close to provide written notification to residents, legal representatives of residents or 

responsible parties, the State, the Secretary and the long-term ombudsman program in 
advance of the closure by at least 60 days. Facilities would be required to prepare a plan for 
closing the facility by a specified date that is provided to the State, which must approve it and 
ensure the safe transfer of residents to another facility or alternative setting that the State finds 
appropriate in terms of quality, services and location, taking into consideration the needs and 
best interests of each resident. 

Sec. 6114. National demonstration projects on culture change and use of information 
technology in nursing homes. Requires the Secretary to conduct two facility-based 
demonstration projects that would develop best practice models in two areas. The first would be 
designed to identify best practices in facilities that are involved in the "culture change" 
movement, including the development of resources where facilities may be able to access 
information in order to implement culture change. The second demonstration would focus on 
development of best practices in information technology that facilities are using to improve 
resident care. 

Part III - Improving staff training 

Sec. 6121. Dementia and abuse prevention training. Requires facilities to include dementia 
management and abuse prevention training as part of pre-employment initial training for 
permanent and contract or agency slaff, and if the Secretary detennines appropriate, as part of 
ongoing in-service training. 
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Subtitle C - Nationwide Program {or National and Slate Background Checks on Direct 
Patient Access Emplovees o{Long Term Care Facilities and Providers 

Sec. 6201. Nationwide program for National and State background checks on direct 
patient access employees of long-term care facilities and providers. Requires the Secretary to 
establish a nationwide program for national and State background checks on direct patient access 
employees of certain long-term supports and services facilities or providers. This program is 
based on the background check pilot program in the Medicare Modernization Act. 

Subtitle D - Patient-Centered Outcomes Research 

Sec. 6301. Patient-Centered Outcomes Research. Establishes a private, nonprofit entity (the 
Patient-Centered Outcomes Research lnstitutc) governed by a public-private sector board 
appointed by the Comptroller General to identify priorities for and provide for the conduct of 
comparative outcomes research. Requires the lnstitute to ensure that subpopulations are 
appropriately accounted for in research designs. Prohibits any findings to be construed as 
mandates on practice guidelines or coverage decisions and contains patient safeguards to protect 
against discriminatory coverage decisions by HHS based on age, disability, terminal illness, or 
an individual's quality of life preference. Provides funding for the Institute and authorizes and 
provides funding for the Agency for Health Research and Quality to disseminate research 
findings of the Institute, as well as other government-funded research, to train researchers in 
comparative research methods and to build data capacity for comparative effectiveness research. 
Section 10602 clarifies publication rights of researchers with respect to peer-reviewed journals 
and clarities that findings published by the Institute do not include practice guidelines, 

or policy recommendations. The provision also increases the 
of Governors from three to four. 

Sec. 6302. Federal coordinating council for comparative effectiveness research. UDon date 
of enactment, this provision would sunset the Federal Coordinating Council created in 
American Recovery and Reinvestment Act of2010 (P.L. 111-5). 

Subtitle E - Medicare, 1'f1e(iicaid. and CHIP Program Integrity Prol'isions 

Sec. 6401. Provider screening and other enrollment requirements under Medicare, 
Medicaid, and CHIP. 

Provider Screening. Requires that the Secretary, in consultation with the HHS Office of 
Inspector General (HHS OIG), establish procedures for screening providers and suppliers 
participating in Medicare, Medicaid, and CHIP. The Secretary would be required to determine 
the level of screening according to the risk of fraud, waste, and abuse with respect to each 
category of provider or supplier. At a minimum, all providers and suppliers would be subject to 
licensure checks. The Secretary 'Would have the authority to impose additional screening 
measures based on risk, including fingerprinting, criminal background checks, multi-State data 
base inquiries, and random or unannounced site visits. An application fee of$200 for individual 
practitioners and $500 for institutional providers and suppliers would be imposed to cover the 
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costs of screening each time they re-verify their enrollment (every fi ve years). Section 10603 
removes the enrollment fee for physicians. 

Disclosure Requirements. Providers and suppliers enrolling or re-enrolling in Medicare, 
Medicaid, or CHIP would be subject to new disclosure requirements. Applicants would be 
required to disclose current or previous affiliations with any provider or supplier that has 
uncollected debt, has had their payments suspended, has been excluded from mll1i~infllinp 
Federal health care program, or has had their billing privileges revoked. The 
authorized to deny enrollment in these programs if these affiliations pose an undue 
program. 

Compliance Programs. By a date determined by the Secretary, certain providers and supplicrs 
would be required to establish a compliance program. The requirements for the compliance 
program would be developed by the Secretary and the HHS OlG. 

Sec. 6402. Enhanced Medicare and Medicaid program integrity provisions. 

integrated Data Repository, Requires CMS to include in the integrated data repository (lOR) 
claims and payment data from the following programs: Medicare (Parts A, B. C, and D), 
Medicaid, CHIP, health-related programs administered by the Departments of Veterans Aff1irs 
(VA) and Defense (DOD), the Social Security AdminislTalion, and the Indian Health Service 
(IHS). 

Access to Data. The Secretary would be required to cnter into data-sharing agreements with the 
Commissioner of Social Security, the Secretaries of the V A and DOD, and the Director of the 
IHS to help identity fraud, waste, and abuse. The Committee Bill would grant the HHS OlG and 
the Department of Justice (DOl) access to the IDR for the purposes of conducting law 
enforcement and oversight activities consistent with applicable privacy, security, and disclosure 
laws, 

Overpayments. Requires that overpayments be reported and returned within 60 days from the 
date the overpayment was identified or by the date a corresponding cost report was due, 
whichever is later. 

National Provider Identifier. Requires the Secretary to issue a regulation mandating that all 
Medicare, Medicaid, and CHIP providers include their NPI on enrollment applications. 

Medicaid Management Information System. Authorizes the Secretary to withhold the Federal 
matching payment to States for medical assistance expenditures when the State does not report 
enrollee encounter data in a timely manner to the State's Medicaid Management Information 
System (MMIS). 

Permissive Exclusions, Subjects providers and suppliers to exclusion for providing false 
information on any application to enroll or participate in a Federal health care program. 
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Expands the usc ofCivii Monetary Penalties (CMPs) to excluded 
or prescribe an item or service, make false statements on applications or 

contracts to participate in a Federal health care program, or who know of an overpayment and do 
not return the overpayment. Each violation would be subject to CMPs of up to $50,000. 

Testimonial Subpoena Authority. The Secretary would be able to issue subpoenas and require 
the attendance and testimony of witnesses and the production of any other evidence that relates 
to mallers under investigation or in question by the Secretary. 

Surety Bonds. Requires that the Secretary take into account the volume of billing for a DME 
supplier or home health agency when detennining the size of the surely bond. The Secretary 
would have the authority to impose this requirement on other providers and suppliers considered 
to be at risk by the Secretary. 

Payment Suspensions. Authorizes the Secretary to suspend payments to a provider or 
pending a fraud investigation. As amended by Section 1304 of the Reconciliation Act, 
90-day period of enhanced oversight and withholding of payment in cases where the HHS 
Secretary identifics a significant risk of fraud among DME suppliers. 

Health Care Fraud and Abuse Control Account. As amended by Section 130] of the 
Reconciliation Act, increases Health Care Fraud and Abuse Control (HCFAC) funding by $350 
million over the next decade. The provision would also permanently apply the CPI-U adjustment 
to HCFAC and Medicare Integrity Program (MIP) 

Medicare and Medicaid Integrity Programs. Requires Medicare and Medicaid Integrity Program 
contractors to provide the Secretary and the HHS OIG with perfonnance statistics, including the 
number and amount of overpayments recovered, the number of fraud referrals, and the return on 
investment for such activities. 

Sec. 6403. Elimination of duplication between the Healthcare Integrity and Protection 
Data Bank and the National Practitioner Data Bank. Requires thc Secretary to maintain a 
national health care fraud and abuse data collection program for reporting certain adverse actions 
taken against health care providers, suppliers, and practitioners, and submit infonnation on the 
actions to the National Practitioner Data Bank (NPDB). The Secretary would also be required to 
establish a process to terminate the Healthcare Integrity and Protection Databank (HIPDB) and 
ensure that the information fonnerly collected in the HIPDB is transferred to the NPDB. 

Sec. 6404. Maximum period for submission of Medicare claims reduced to not more than 
12 months. Beginning January 20 I 0, the maximum period for submission of Medicare claims 
would be reduced to not more than 12 months. 

Sec. 6405. Physicians who order items or services required to be Medicare enrolled 
physicians or eligible professionals. Requires durable medical equipment (DME) or home 
health services to be ordered by a Medicare eligible professional or physician enrolled in the 
Mcdicare program. The Secretary would have the authority to extend these requirements to other 

Medicare items and services to reduce fraud, waste, and abuse. Section 10604 clarifies that onlv 
physicians enrolled in the Medicare program may order home health services under Medicare . 
Part A and Part B. 

Sec. 6406. Requirement for physicians to provide documentation on referrals to programs 
at high risk of waste and abuse. Beginning January I, 2010, the Secretary would have the 
authority to disenroll, for no more than one year, a Medicare enrolled physician or suoolier that 
fails to maintain and provide access to written orders or requests for payment for 
certification for home health services, or referrals for other items and services. The 
would also extend the HHS OIG's permissive exclusion authority to include individuals or 
entities that order, refer, or certify the need for health care services that fail to provide adequate 
documentation to verify payment. 

Sec. 6407. Face-to-face encounter with patient required before physicians may certify 
eligibility for home health services or durable medical equipment under Medicare. 
Requires physicians to have a face-to-face encounter with the individual prior to issuing a 
certification for home health services or DME. The Secretary would be authorized to apply the 
face-to-face encounter requirement to other items and services based upon a finding that doing so 
would reduce the risk of fraud, waste, and abuse. Section 10605 clarifies that the face-to-face 
encounter required prior to eertitication for home health services may be performed by a 

nurse practitioner, clinical nurse specialist, certified nurse-midwife, or physician 

Sec. 6408. Enhanced penalties. Subjects persons who fail to grant HHS OIG 
documents, for the purpose of audits, investigations, evaluations, or other statutory tunctlOns, to 
CMPs of $]5,000 for each day of failure. Also, persons who knowingly make, usc, or cause to 
be made or used any false statement to a Federal health care program would be subject to a CMP 
of $50,000 for each violation. The violations that could be subject to the imposition of sanctions 
and CMPs by the Secretary would include Medicare Advantage (MA) or Part D plans that: 
enroll individuals in a MA or Part D plan without their consent, (2) transfer an 
one plan to another for the purpose of earning a commission, (3) fail to comply with marketing 
requirements and CMS guidance, or (4) employ or contract with an individual or entity that 
commits a violation. Penalties for MA and Part D plans that misrepresent or falsify infonnation 
would be increased to up to three times the amount claimed by a plan or plan sponsor based on 
the misrepresentation or falsified infonnation. 

Sec. 6409. Medicare self-referral disclosure protocol. Within six months of enactment, the 
Secretary, in cooperation with the HHS OIG, would be required to establish a self-referral 
disclosure protocol to enable health care providers and suppliers to disclose actual or potential 
violations of the physician self-referral law. 

Sec. 6410. Adjustments to the Medicare durable medical equipment, prosthetics, orthotics, 
and supplies competitive acquisition program. Requires the Secretary to expand the number 
of areas to be included in round two of the competitive bidding probrram from 79 of the largest 



metropolitan statistical areas (~1SAs) to 100 of the largest MSAs, and to use competitively bid 
prices in all areas by 2016. 

Sec. 6411. Expansion of the Recover}' Audit Contractor (HAC) program. Requires SUItes to 
establish contracts with one or more Recovery Audit Contractors (RACs), These State RAC 
contracts would be established to identify underpayments and overpayments and to recoup 
overpayments made for services provided under State Medicaid plans as well as State plan 
waivers. The Secretary would also be required to expand the RAC program to Medicare Parts C 
and D. 

Subtitle F - AfJditional Medicaid Program Integrity Provisions 

Sec. 6501. Termination of provider participation under Medicaid if terminated under 
Medicare or other State plan. Requires States to terminate individuals or entities from their 
Medicaid programs if the individuals or entities were tenninated from Medicare or another 
State's Medicaid program. 

Sec. 6502. Medicaid exclusion from participation relating to certain ownership, control. 
and management affiliations. Requires Medicaid agencies to exclude individuals or entities 
from participating in Medicaid for a specified period of time if the entity or individual owns, 
controls, or manages an entity that: (1) has failed to repay overpayments during the period as 
determined by the Secretary; (2) is suspended, excluded, or tenninated from participation in any 
Medicaid program; or (3) is affiliated with an individual or entity that has been suspended, 
excluded, or terminated from Medicaid participation. 

Sec. 6503. Billing agents, clearinghouses. or other alternate payees required to register 
under Medicaid. Requires any agents, clearinghouses, or other alternate payees that submit 
claims on behalf of health care providers to register with the State and the Secretary in a form 
and manner specified by the Secretary. 

Sec. 6504. Requirement to report expanded set of data clements under MMIS to detect 
fraud and abuse. Requires States and Medicaid managed care entities to submit daUl elements 
from MMIS as determined necessary by the Secretary for program integrity, program oversight, 
and administration. 

Sec. 6505. Prohibition on payments to institutions or entities located outside of the United 
States. Prohibits States from making any payments for items or services provided under a 
Medicaid Slate plan or waiver to any tinancial institution or entity located outside of the United 
Stntes. 

Sec. 6506. Overpayments. Extends the period for States to repay overpayments to one year 
when a tinal detennination of the amount of the overpayment has nol been determined due to an 
ongoing judicial or administrative process. When overpayments due to fraud are pending. State 
.,""""YY\(>ntc of the Federal portion would not be due until 30 days after the date of the final 
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Sec. 6507. Mandatory State use of national correct 
their MMIS methodologies compatible with Medicare's 
that promotes correct coding and controls improper coding. 

States to make 
initiative (NCC!) 

Sec. 6508. General effective date. Requires SUItes to implement fraud, waste, and abuse 
programs before January 1,2011. 

Subtitle G-Additiortal Program Irttegrirv Provisions 

Sec. 6601. Prohibition on false statements and representations. 
multiple employer welfare arrangements (MEW As) will be subject to 
provide false statements in marketing materials regarding a plan's financial 
regulatory status. 

Sec. 6602. Clarifying definition. 

Sec. 6603. Development of model uniform report form. To facilitate consistent 
private health plans of suspected cases of fraud and abuse, a model uniform reporting 
be developed by the National Association ofInsurance Commissioners, under the direction of the 
HHS SecreUlry. 

Sec. 6604. Applicability of State law to combat fraud and abuse. The Department of Labor 
will adopt regulatory standards and/or issue orders to prevent fraudulent MEWAs trom escaping 
liability for their actions under State law by claiming that SUIte law enforcement is preempted by 
Federal law. 

Sec. 6605. Enabling the Department of Labor to issue administrative summary cease and 
desist orders and summary seizures orders against plans in financially hazardous 
condition. The Department of Labor is authorized to issue "cease and desist" orders to 
temporarily shut down operations of plans conducting fraudulent activities or posing a seriolls 
threat to the public, until hearings can be completed, Ifit appears that a plan is in a 
hazardous condition. the agency may seize the plan's assets. 

Sec. 6606. MEWA plan registration with the Department of Labor. MEWAs will be 
required to file their Federal registration forms. and thereby be subject to government 
verification of their legitimacy, beforc enrolling anyone. 

Sec. 6607. Permitting evidentiary privilege and confidential communications. Permits the 
Department of Labor to allow confidential communication among public officials relating to 
investigation of fraud and abusc. 

Subtitle H - Elder Justice Act 

6701. Short title of subtitle. The "Elder Justice Act of 2009. 



Sec. 6703. Elder Justice. Requires the Secretary of HHS, in consultation with the Departments 
of Justice and Labor, to award grants and carry out activities that provide greater protection to 
those individuals seeking care in facilities that provide long-term services and supports and 
provide greater incentives for individuals to train and seek employment at such facilities. 
Owners, operators, and certain employees of these facilities would be required to 
suspected crimes committed at a facility. Owners or operators of such facilities would also be 
required to submit to the Secretary and to the Statc written notification of an impending closure 
of a facility within 60 days prior to the closure. In the notice, the owner or operator would be 
required to include a plan for transfer and adequate relocation of all residents. 

Subtitle t - Sense of the Senate Regarding Medical Malpractice 

Sec. 6801. Sense of the Senate regarding medical malpractice. Expresses the sense of the 
Senate that health refonn presents an opportunity to address issues related to medical malpractice 
and medical liability insurance, states should be encouraged to develop and test alternative 
models to the existing civil litigation system, and Congress should consider state demonstTation 
projects to evaluate such alternatives. 

Title VII - IMPROVING ACCESS TO INNOVATIVE MEDICAL THERAPIES 

Subtitle A-Biologics Price Competition and Innovation 

Sec. 7001. Short Title. The "Biologics Price Competition and innovation Act of 2009." 

Sec. 7002. Approval pathway for biosimilar biological products. Establishes a process Wlder 
which the Secretary is required to license a biological product that is shown to be biosimilar to or 
interchangeable with a licensed biological product, commonly referred to as a reference product. 
Prohibits the approval of an application as either biosimilar or interchangeable until 12 years 
from the date on which the reference product is first approved. If FDA approves a biological 
product on the grounds that it is interchangeable to a reference product, HHS is prohibited from 

a detennination that a second or subsequent biological product is interchangeable to that 
same reference product until 1 year after the first commercial marketing of the first 
interchangeable product. 

with respect to the licensure of biological products Wlder this 
provisions governing patent infringement concerns such as the 

infonnation, good faith negotiations. and initiation infringement actions. Applies 
certain provisions of the Food, Drug, and Cosmetic Act to this subtitle with respect to pediatric 
studies of biological products. Requires HHS to develop recommendations for Congress with 
respect to the goals for the process for the review of biosimilar biological product applications 
for the first five fiscal years after FY 2012. 
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Sec. 7003. Savings. The Secretary of the Treasury, in consultation with the HHS Secretary, 
shall for each fiscal year detennine the amount of savings to the Federal Government as a result 
of the enactment of this subtitle. Notwithstanding any other provision of this subtitle, the 
savings to the Federal Government generated as a result of the enactment of this subtitle shall be 
used for deficit reduction. 

Subtitle 11 More Affordable Medicines {or Children and Underserved Communities 

Sec. 7101. Expanded participation in 3408 program. As amended by Section 2302 of the 
Reconciliation Act, extends participation in the 340B program to certain children's hospitals, 
cancer hospitals, critical aCcess and sole community hospitals, and rural referral centers, and 
exempts orphan drugs from required discounts for new 340B entities. 

Sec. 7102. Improvements to 340B program integrity. Establishes new 
and other compliance requirements for the Secretary, and for pharmaceutical manuraClurers 
340B covered entities. 

Sec. 7103. GAO study to make recommendations on improving the 340B program. 
Requires the GAO to make recommendations to Congress within 18 months on improvements to 
the 340B program. 

Title VIII - COMMUNITY LIVING ASSISTANCE SERVICES AND SUl)PORTS 

Sec. 8002. Establishment of national voluntary insurance program for purchasing 
community living assistance services and support (CLASS program). Establishes a new, 
volWltary, self·fWlded public long-term care insurance program, to be known as the CLASS 
independence Benefit Plan, for the purchase of community living assistance services and 
supports by individuals with functional limitations. Requires the Secretary to develop an 
actuanally sound benefit plan that ensures solvency for 75 years; allows for a five-year vesting 
period for eligibility of benefits; creates benefit triggers that allow for the delennination of 
functional limitation; and provides cash benefit thaI is not less than an average of $50 per day, 
No taxpayer funds will be used to pay benefits under this provision. Section 1080 I made 
technical corrections to Title VI1I 

TITLE IX - REVENUE PROVISIONS 

Subtitle A - Revenue Offset Provisions 

Sec. 9001. Excise tax on high cost employer-sponsored health coverage. As amended hy 
Section 1401 of the Recollciliation Act, levies an excise tax of 40 percent on insurance 
companies and plan administrators for any health coverage plan that is above the threshold of 
$10,200 for single coverage and $27,500 for family coveragc. The tax aoolies to self-insured 

and plans sold in the b'TOUP market, but not to plans sold in the 



stand-alone dental and vision coverage. The tax applies to the amount of the premium in excess 
of the threshold. The threshold is indexed at CPI-U plus one percentage point in year 2019 and 
CPI-U in years thereafter. An increase in the threshold amount of$1 ,650 for singles and $3,450 
for families is available for retired individuals age 55 and older and for plans that cover 
employees engaged in high risk professions. This provision also includes an adjustment for 
firms whose health costs arc higher due to the age or gender of their workers and adjusts the 
initial threshold if there is unexpected high blTowth in premiums before 2018. 

Sec. 9002. Inclusion of cost of employer·sponsored health coverage on W-2. Requires 
employers to disclose the value of the benefit provided by the employer for each employee's 
health insurance coverage on the employee's annual Form W-2. 

Sec. 9003. Distributions for medicine qualified only if for prescribed drug or insulin. 
Conforms the definition of qualified medical expenses for HSAs, FSAs, and HRAs to the 
definition used for the medical expense itemized deduction. Over-the-counter medicine obtained 
with a prescription continues to qualify as a qualified medical expense. 

Sec. 9004. Increase in additional tax on distributions from HSAs and Archer MSAs not 
used for qualified medical expenses. Increases the additional tax for HSA withdrawals prior to 
age 65 that arc used for purposes other than qualitied medical expenses from 10 percent to 20 
percent. The additional tax for Archer MSA withdrawals not used for qualified medical 
expenses would increase from 15 percent to 20 percent. 

Sec. 9005. Limitation 011 health Ilexible spending arrangements under cafeteria plans. 
Limits the amount of contributions to health FSAs to $2,500 per year beginning in 2013. The 
cap is indexed at CPI·U in subsequent years. 

Sec. 9006. Expansion of information reporting requirements. Requires businesses that pay 
any amount greater than $600 during the year to corporate and non-corporate 
property and services to file an information report with each provider and 
Information reporting is already required on payments for services to non-corporate providers. 

Sec. 9007. Additional requirements for charitable hospitals. Establishes new requirements 
applicable to nonprofit hospitals. The requirements would include a periodic community needs 
assessment. 

Sec. 9008. Imposition of annual fee on branded prescription pharmaceutical 
manufacturers and importers. As amended by Section 1404 of the Reconciliation Act, 
imposes an annual fee on the pharmaceutical manufacturing sector. The amount of the fee is 
$2.5 billion in 2011, $2.8 billion in years 2012-2013, $3.0 billion in 2014-2016, $4.0 billion in 

$4.1 billion in 2018 and $2.8 billion in 2019 and years thereafter. This non-deductible fee 
is allocated across the industry according to market share with a reduction in share for companies 
with annual sales of branded pharmaceuticals of less than $400 million. 
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Sec. 9009. Excise Tax on Medical Devices. As amended by Section 1405 of the 
Reconciliation Act, imposes an excise tax on the sale of medical devices by the manufacturer or 
importer equal to 2.3 percent of the sales price. The tax is deductible for federal income tax 
purposes. The excise tax does not apply to any sale of eyeglasses, contact lenses, hearing aids, 
or any medical device of a type generally purchased by the public at retail. In addition, sales for 
export and sales of devices for use in further manufacturing are exempt from the excisc tax. 

Sec. 9010. Imposition of annual fee on health insurance providers. Imposes an annual fcc of 
on the health insurance sector. As amended by Section 1406 of the Reconciliation Act, the 
amount of the feds $8.0 billion in 2014, $11.3 billion in years 2015-2016, $13.9 billion in 2017, 
and $14.3 billion in 2018. For years after 2018, the amount of the annual fee is the amount for 
the preceding year increased by thc rate of premium growth for the preceding calendar year. 
This non-deductible fee is allocated across the industry according to market share and does not 
apply to companies whose net premiums written are $50 million or less. The fee also does not 
apply to any employer or governmental entity. Cooperatives and the national plan would be 
subject to the insurance provider fee. This provision exempts from the fee non-profits which 
receive more than 80 percent of their gross revenues from government programs that target low­
income, elderly, or disabled populations. In addition, only 50 percent of net premiums written 
by entities who are tax exempt under Internal Revenue Code sections 501(c)(3), (4), (26), and 
(29) are included for purposes of determining an entity's market share. 

Sec. 9011. Study and report of effect on veterans health care. The Secretary of the U.S. 
Department ofVetcrans Affairs will review and report [0 Congress on thc effect that the fees 
assessed on pharmaceutical and medical device manufacturers and health insurance 
have on the cost of medical care provided to veterans and veterans' access to 
and branded drugs. 

Sec. 9012. Eliminate deduction for expenses allocable to Medicare Part D. Eliminates the 
deduction for the subsidy paid by the federal government to employers who maintain 
prescription drug plans for their Medicare Part D eligible retirees, effective for taxable years 
beginning after December 31,2012 (as amended by Section 1407 of the Reconciliation Act). 

Sec. 9013. Modiflcation of itemized deduction for medical expenses. Increases the 
gross income threshold for claiming the itemized deduction for medical expenses from 
percent to 10 percent. Individuals age 65 and older would be able to claim the itemized 
deduction for medical expenses at 7.5 percent of adjusted gross income through 2016. 

Sec. 9014. Limitation on excessive remuneration paid by certain health insurance 
providers. Limits the deductibility of executive compensation under Section 162(m) for 
insurance providers if at least 25 percent of the insurance provider's gross premium income from 
health business is derived from health insurance plans that meet the minimum essential coverage 
requirements in the bill ("covered health insurance provider"). The deduction is limited to 
$500,000 per taxable year and applies to all officers, employees, directors, and other workers or 
service providers performing services for or on behalf of a covered health insurance provider. 
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Sec. 9015. Additional hospital insurance tax on high-Income taxpayers. Increases the 
hospital insurance tax rale by 0.9 percentage points on an individual taxpayer earning more than 
$200,000 ($250,000 for married couples filing jointly). The revenues from this tax will be 
credited to the HI trust fund. As amended by Section 1402 of the Reconciliation Act, expands 
the hospital insurance tax to include a 3.8 percent tax on income from interest, dividends, 

royalties and rents which are not derived in the ordinary course of trade or business, 
excluding active S corporation or partnership income, on taxpayers with income above $200,000 
for singles ($250,000 for married filing jointl 

Sec. 9016. Special deduction for Blue Cross Blue Shield (BCBS). Requires that non-profit 
SCSS organizations have a medical loss ratio of 85 percent or higher in order to take advantage 
of the special tax benefits provided to them under IRC Section 833, including the deduction for 
25 percent of claims and expenses and the 100 percent deduction for unearned premium 
reserves. 

Sec. 9017. Excise tax on indoor tanning services. As added by Section 10907, imposes a ten 
percent tax on amounts paid for indoor tanning services. Indoor tanning services are services 
that use an electronic product with one of more ultraviolet lamps to induce skin tanning. The tax 
would be effective for services on or after July I, 20 I O. 

Sub/ide B - Other Provisions 

Sec. 9021. Exclusion of health benefits provided by Indian tribal governments. Provides an 
exclusion from gross income for the value of specified Indian tribal health benefits. 

Sec. 9022. Establishment of simple cafeteria plans for small businesses. Establishes Simple 
Cafeteria Plans that ease participation restrictions so that small businesses can provide tax-free 
bcnefits to their employees. Under this provision, self-employed individuals are included as 
qualified employees. The provision also exempts employers who make contributions for 
employees under a simple cafeteria plan from pension plan nondiscrimination requirements 
applicable to highly compensated and key employees. 

Sec. 9023. Qualifying therapeutic discovery project credit. Creates a two year temporary tax 
credit subject to an overall cap of$1 billion to encourage investments in new therapies to 
prevent, diagnose, and treat acute and chronic diseases. The credit would be available for two 
years. 

Sec 9024. Health professionals State loan repayment tax relief. As added by Section 10908, 
excludes from £ross income payments made under any State loan reDavment or loan forllivenC'"" 

to provide for the increased availability 
. )fessional shortage areas. This provision is effective for amounts 

received by an individual in taxable years beginning after December 31,2008. 
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Sec. 9025. Expansion of adoption tax credit and adoption assistance programs. As added 
by Section 10909, increases the adoption tax credit and adoption assistance exclusion ($12,170 
for 2009) by $1,000, and makes the credit refundable. The credit is extended through 2011. 

TITLE X- STRENGTHENING QUALITY. AFFORDABLE HEALTH CARE 
FOR ALL AMERICANS 

Many provisions of Title X made changes to the preceding nine Titles, and descriptions of those 
changes are included above. Only those provisions of Title X that do not make chan!!es to Titles 
I IX are described below. 

Subtitle A - Provisions Relating to Title J 

Sec. 10108. Free choice vouchers. Requires employers that offer coverage and make a 
contribution to provide free choice vouchers to qualified employees for the purchase 

Exchanges. The free choice voucher must be equal to the contribution 
have made to its own plan. Employees quali fy if their required contribution 

employer's plan would be between 8 and 9.8 percent of their income. Excludes free 
choice vouchers from taxation and voucher recipients arc not eligible for tax credits. 

Sec. 10109. Development of standards for financial and administrative transactions. 
Requires the Secretary to consult stakeholders and the National Committee on Vital and Health 
Statistics and the Health Infonnation Technology Standards and Policy Committees to identify 
opportunities to create unifonn standards for fInancial and administrative health care 
transactions, not already named under HIPAA. that would improve the operation of the health 
system and reduce costs. 

Subtitle B-Pravisions Relating to Title JJ 

Part I - Medicaid and CHIP 

Sec. 10202. Incentives for States to offer home and community based services as a long­
term care alternative to nursing homes, Adds a new policy that creates financial incentives 
for States to shift Medicaid beneficiaries out of nursing homes and into home and community 
based services (HCBS). The provision provides Federal Medical Assistance Percentage 
increases to States to rebalance their spending between nursing homes and HCSS. 

Part II Support for Pregnant and Parenting Teens and Women 

Sec. 10211. Definitions. Defines "eligible institution of higher learning" as 
meaning as in section 10 I of the Higher Education Act of 1965 (20 U.S.c. 1001). The tcrms 
"accompaniment", "community service center", "high school", "intervention service" 
"Secretary", "State", "supportive social service", and "violence" are also defined. 



Sec. 10213. Permissible use of funds. Requires Slates to use the funds provided by these 
to provide support to pregnant and parenting teens and young women. Stales may usc the 
provided to make funding available to eligible institutions of higher learning. 

Matching requirement. An eligible institution of higher learning that receives funding under 
this orovision shall contribute non-federal funds equal to 25 percent. Pennissible uses of funds 

for programs such as those that help pregnant or parenting teens stay in or complete 
school. assistance to states in providing intervention services, and outreach so that pregnant 
parenting teens and women are aware of services available to them. 

Sec. 10214. Appropriations. Appropriates $25 million for each of the fiscal years 20 I 0 
through 2019. 

Part III Indian Health Care Improvement 

Sec. 10221. Indian health care improvement. Authorizes appropriations for the Indian Health 
Care Improvement Act, including programs to increase the Indian health care workforce. new 
programs for innovative care delivery models, behavioral health care services, new services for 
health promotion and disease prevention, efforts to improve access to health care services, 
construction of Indian health facilities, and an Indian youth suicide prevention grant program. 

Subtitle C - Provisions Related to Title III 

Sec. 10323. Medicare coverage for individuals exposed to environment health hazards. 
Provides Medicare coverage and medical screening services to individuals exposed to 
environmental health hazards as a result of a public health determination under the 
Comprehensive Environmental Response, Compensation, and Liability Act of 1980. 

Sec. 10324. Protections for frontier states. Starting in fiscal year 20 I I, establishes hospital 
wage index and geographic practice expense floors for hospitals and physicians located in states 
in which at least 50 percent of the counties in the state are frontier. 

Sec. 10325. Revision to skilled nursing facility prospective payment system. Delays 
implementation of certain skilled nursing facility "RUGs-IV" payment system changes by one 
year to October I, 2011. 

Sec. 10326. Pilot testing pay-for-performance programs for certain Medicare providers. 
Provides the Secretary of HHS the authority to test value-based purchasing programs for 
inpatient rehabilitation facilities, inpatient psychiatric hospitals, long-tenn care hosoitals. certain 
cancer hospitals and hospice providers by 110 later than January I, 
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Sec. 10328. Improvement in Part 0 medication therapy manllgement (MTM) programs. 
Part D prescription drug plans to include a comprehensive review of medications 

in person or through telehealth technology) and a written summary of the review as 
of their medication therapy management programs. Plans must also enroll beneficiaries 
qualify on a quarterly basis and allow for opt out. 

Sec. 10329. Developing methodology to asseSs health plan value. Requires the Secretary of 
HHS to develop a methodology to measure health plan value. 

Sec. 10330. Modernizing computer and data systems of the Centers for Medicare & 
Medicaid Services to support improvements in care delivery, Requires the Secretary ofHHS 
to develop a plan (and a detailed budget for the resources needed to implement such plan) to 
modernize the computer and data systems of the Centers for Medicare & Medicaid Services to 
support improvements in care delivery. 

Sec. 10331. Public reporting of performance information. Requires the Secretary of HHS to 
develop a "Physician Compare" website where Medicare beneficiaries can compare 
scientifically-sound measures of physician quality and patient experience measures, provided 
that such information provides an accurate portrayal of physician perfonnance. 

Sec. 10332. Availability of Medicare data for performance measurement. Authorizes the 
release and use of standardized extracts of Medicare claims data to measure the perfonnance of 
providers and suppliers in ways that protect patient privacy and in accordance with other 
requiremen ls. 

Sec. 10333. Community-based collaborative care networks. Provides grants to develop 
networks of providers to deliver coordinated care to low-income populations. 

Sec. 10334. Minority health. Codifies the Oftice of Minority Health at the Department of 
Health and Human Services (HHS) and a network of minority health offices located within HHS. 
Elevates the National Center on Minority Health and Health Disparities at the National Institutes 
of Health from a Center to an Institute. The Offices of Minority Health will monitor health, 
health care trends, and quality of care among minority patients and evaluate the success of 
minority health programs and initiatives. 

Sec. 10335. Technical correction to hospital value-based purchasing (YBP) program. 
Clarifies that the hospital VBP program shall not include measures ofhospilal readmissions. 

Sec. 10336. GAO study and report on Medicare beneficiary access to high-quality dialysis 
services. Directs the Comptroller General to submit to Congress, within one year of enactment, 
a study on the impact on Medicare beneficiary access to high-quality dialysis services of the end 
stage rena) disease prospective payment system. 
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Sec. 10407. Better diabetes care. Directs the Secretary of HHS to develop a national report 
card on diabetes to be updated every two years. Directs the Secretary to work with health 
professionals and States to improve data collection related to diabetes and other chronic 
diseases. Provides for an Institute of Medicine study on the impact of diabetes on medical care. 

Sec. 10408. Grants for small businesses to provide comprehensive workplace well ness 
programs. Authorizes an appropriation of $200 million to give employees of small businesses 
access to comprehensive workplace wellness programs. 

Sec. 10409. Cures Acceleration Network. Authorizes the Cures Acceleration Network, within 
the National Institutes of Health (NIH), to award grants and contracts to develop cures and 
treatments of diseases. Grants will be awarded to accelerate the development of medical 
products and behavioral therapies. The network shall work with the Food and Drug 
Administration (FDA) to streamline protocols assuring compliance with regulations and 
standards that meet regulatory requirements at all stages of manufacturing, review, approval, and 
safety surveillance. 

Sec. 10410. Centers of excellence for depression. Directs the Administrator of the Substance 
Abuse and Mental Health Services Administration to award grants to centers of excellence in the 
treatment of depressive disorders. 

Sec. 10411. Programs relating to congenital heart disease. Allows the Secretary ofHHS to 
enhance and expand ex.isting infrastructure to track the epidemiology of congenital heart disease 
and to organize such infonnation into a National Congenital Heart Disease Surveillance System. 
Expands, intensifies, and coordinates research at the NIH on congenital heart disease. 

Sec. 10412. Automated Defibrillation in Adam's Memory Act. Amends and reauthorizes 
through 2014 public access defibrillation programs in Sec. 312 of the Public Health Service Act. 

Sec. 10413. Young women's breast health awareness and support of young women 
diagnosed with breast cancer. Directs the Secretary of HHS to develop a national education 
campaign for young women and health care professionals about breast health and risk factors for 
breast cancer. Supports prevention research activities at the Centers for Disease Control and 
Prevention (CDC) on breast cancer in younger women. 

Subtitle E - Provisions Relating to Title V 

Sec. 10501. Amendments to Title V. 

r"n ... ..,rn" .. t for faculty at schools that train 
for physician assistants as eligible or 

diversity program. 
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assistants. Includes 
loan repayment within the 

program. Establishes a national diabetes prevention 
program at the CDC. State, local, and tribal public health departments and non-profit 
entities can use funds for community-based prevention activities, training and outreach, 
and evaluation. 

(I) Rural physician training grants. Authorizes grants for medical schools to establish 
programs that recruit students from underserved rural areas who have a desire to practice 
in their hometowns. would provide students with specialized in rural 
health issues, and assist in finding residencies that specialize in training for 
practice in underserved rural communities. 

(m)(l) Preventive medicine and public health training grant program. Amends and 
reauthorizes section 768 of the Public Health Service Act, the preventive medicine and 
public health residency program. 

(n)(1) National Health Service Corps improvements. Improves the National Health 
Service Corps program by increasing the loan repayment amount, allowing for half-time 

allowing for teaching to count for up to 20% of the Corps service 

Sec. 10502. Infrastructure to expand access to care. Provides 
construction or debt service on hospital construction costs for a new 
certain criteria. 

to HHS for 
facility meeting 

Sec. 10503. Community Health Centers and National Health Service Corps Fund. 
Establishes a Community Health Centers and National Health Service Corps Fund. The fund 
will create an expanded and sustained national investment in community 
section 330 of the Public Health Service Act and the National Health Service 
amended by Section 2303 of the Reconciliation Act, increases mandatory funding for community 
health centers to $11 billion over five years (FY 2011 FY 2015). 

Sec. 10504. Demonstration project to provide access to affordable care. Directs the 
Secretary of HHS to establish a 3-year demonstration project in States to provide comprehensive 
health care services to the uninsured at reduced fees. 

Subtitle F-Pr()visiolls Relatjtlg to Title VI 

Sec. 10606. Health care fraud enforcement. Enhances the fraud ~t:IlL\;lll,;lllg 
the intent requirement for fraud under the anti-kickback statute, and 
relating to health care fraud. 

Sec. 10607. State demonstration programs to evaluate alternatives to current medical tort 
litigation. Authorizes grants to States to test alternatives to civil tort litigatioll. These models 
would be required to patient safety. the disclosure of health care errors, and the early 
resolution of disputes. would be able to opt-out of these alternatives at any time. The 



Secretary of HHS would be required to conduct an evaluation to determine the effectiveness of 
the alternatives. 

Sec. 10608. Extension of medical malpractice coverage to free clinics. Extends the 
protections from liability contained in the Federal Tort Claims Act to free clinics. 

Sec. 10609. Labeling changes. Modifies requirements applicable to the labeling of generic 
drugs. 

The Health Care and Education Reconciliation Act 

Many provisions of the Health Care and Education Reconciliation Act made changes to the 
Patient Protection and Affordable Care Act, and descriptions of those changes are included 
above. Only those provisions of the Reconciliation Act that do not make changes to the Patient 
Protection and AjJordable Care Act are described below. 

TITLE I - COVERAGE, MEDICARE, MEDICAID AND REVENUES 

Silbrirle A - Coverage 

Sec. 1004. Income definitions. Modifies the definition of income that is used for purposes of 
tax credit and subsidy eligibility and the individual responsibility requirement. The 
modifications conform the income definition to information that is currently reported on the 
Form 1040 and to the present law income tax return filing thresholds. The provision also 
extends the exclusion from gross income for employer provided health coverage for adult 
children up to the end of the calendar year in which the child turns age 26. 
Sec. 1005. Implementation funding. Provides $1 billion to the Secretary of Health and Human 
Services to finance the administrative costs of implementing health insurance reform. 

Subtitle B - AJedicare 

Sec. 1101. Closing the Medicare prescription drug "donut hole". Provides a $250 rebate for 
all Medicare Part D enrollees who enter the donut hole in 2010. Builds on pharmaceutical 
manufacturers' 50 percent discount on brand-name drugs beginning in 20 II to provide 75 
percent coverage for brand-name and generic drugs by 2020 to fill the donut hole. 

Sec. 1102. Medicare Advantage payments. Freezes Medicare Advantage payments in 201 
Beginning in 2012, the provision reduces Medicare Advantage benchmarks relative to current 
levels. Benchmarks will vary from 95 percent of Medicare spending in high-cost areas to 115 
percent of Medicare spending in low-cost areas, with benchmarks increased by five percentage 
points in all areas for high-quality plans. Changes will be phased-in over three, five or seven 
years, depending on the level of payment reductions. Extends CMS authority 
to adjust risk scores in Medicare Advantage for observed differences in coding pattents 
relative to fee-for-service and phases up the adjustment beginning in 2014. 
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Sec. 1103. Savings from limits on MA plan administrative costs. Ensures Medicare 
Advantage plans spend at least 85% of revenue on medical costs or activities that improve 
quality of care, rather than profit and overhead. 

Sec. 1109. Payment for qualifying hospitals. Provides an additional payment undcr the 
Medicare inpatient prospective payment system to hospitals located in counties in the bottom 
quartile of counties as ranked by risk adjusted spending per Medicare enrollee. 

Subtitle C - Medicaid 

Sec. 1202. Payments to primal'y care physicians. Requires that Medicaid rates to 
primary care physicians for furnishing primary care services be no less than of Medicare 
payment rates in 2013 and 2014. Provides 100% federal funding for the additional costs to 
States of meeting this requirement. 

Subtitle D - Reducing Fruud, Waste, and Abuse 

Sec. 1301. Community mental health centers. Establishes new requirements for community 
mental health centers that provide Medicare partial hospitalization services in order to prevent 
fraud and abuse. 

Sec. 1302. Medicare prepayment medical review limitations. Strcamlines procedures to 
conduct Medicare prepayment reviews to facilitate additional reviews designed to reduce fraud 
and abuse. 

Subtitle E - Revenues 

Sec. 1408. Elimination of unil1tended application of cellulosic biofuel producer credit. 
Adds an additional revenue provision. Modifies the $1.0 I per gallon cellulosic biofucl producer 
credit to exclude fuels with significant water, sediment, or ash contcnt, such as black liquor. The 

would exclude from the definition of cellulosic biofuel any fuels that (I) are more than 
percent (according to weight) water and sediment in any combination, or (2) have an ash 

content of more than one percent (according to weight). The provision would be effective for 
fuel sold or used after January 1, 2010. 

Sec. 1409. Codification of economic substance doctrine and penalties. Adds an additional 
revenue provision. Clarifies the application of the economic substance doctrine which has becn 
used by eourts to deny tax benefits for transactions lacking economic substance. The provision 
would also impose n 40 percent strict liability penalty on underpayments attributable to a 
transaction lacking economic substance (unless the transaction was disclosed, in which case the 
penalty is 20 percent). This provision is effective for transactions entered into after the date of 
enactment. 

Sec. 1410. Time for payment of corporate estimated taxes. Provides for a one-time 
adjustment to corporate estimated taxes for payments made during calendar year 2014. 
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Subtitle F - Other Provisions 

Sec. 1501. T AA for communities. Appropriates $500 Million a year for fiscal years 2010 
through 2014 in the Community College and Career Training Grant program for community 
colleges to develop and improve educational or career training programs. Ensures that each state 
receives at least 0.5 percent of the total funds appropriated. 

TITLE II - HEALTH, EDUCA TION. LABOR. AND PENSIONS 

Subtitle A - Education 

Please sec separate section-by-section for the Health Care and Education Reconciliation Act, 
available here. 
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Provisions of the Patient Protection and Affordable Care Act (H.R. 3590) t 

2010 - MANDATORY 

Insurance Reforms 
Adult dependents (Sept.) 
Appeals process (Sept.) 
Consumer rights (Sept.) 
Coverage options information (July) 
Highly compensated individuals (Sept.) 
Information technology standards (Sept.) 
Operating rules 
Premiums, review of increases 
Rescissions (Sept.) 

Children's Health Insurance Program 
Maintenance of eligibility 

Medicaid 
Benchmark benefits, family planning services 
Benchmark benefits, minimum requirements 
Enhanced funding, States impacted by disaster 
Freestanding birth centers, mandatory coverage 
HCBS eligibility/ enrollment, prohibit waiver 

disenrollment (Oct.) 
HCBS plans/ waivers, changes to provisions (Oct) 
HCBS plans/ waivers, eliminate limits to services 

(Oct.) 
Hospice services for children 
Maintenance of eligibility, Medicaid 
Maintenance of eligibility, Title XXI 
Prescription drugs, minimum rebates 
Prescription drugs, upper payment limit (October) 
Prohibition on cost shift to political subdivisions 
Tobacco cessation for pregnant women (October) 

INDEX BY IMPLEMENTATION DATEl 

2010 - OPTIONAL 

Insurance Reforms 
Consumer information, grants 
Early retirees reinsurance 
Highwrisk pools (July) 

Children's Health Insurance Program 
Eligibility, public agency employees 

Medicaid 
Demonstration, dual eligibles 
Demonstration, emergency psychiatric (October) 
Demonstration, global capitated model -hospitals 
HCBS eligibility/ enrollment, income expansion 

(Oct.) 
HCBS plans/ waivers, option to target populations 

(Oct.) 
HCBS eligibility/ enrollment, optional full 

benefits (Oct.) 
Funding, Aging and Disability Resource Centers 
Funding, Money Follows the Person extension 
Optional coverage expansion, 133% FPL 
Optional family planning category 

'All provisions are effective January 1 (or immediately in the case of 2010) unless otherwise noted. 

Bums & Associates, Inc. 60 

2010 - No ACTION 

Insurance Reforms 
Small business tax credits 

Medicaid 
Cuts, elimination of Medicaid Improvement Fund 
HCBS administrative rules 
Indian hospitals and ambulatory care clinics 
Indian·related provisions 
Oversight, coordination of dual eligibles 
Oversight, MACP AC 
Oversight, Section 1115 waivers (September) 

19,2010 



Provisions of the Patient Protection and Affordable Care Act (H.R. 3590)1 

2010 - MANDATORY (cont.) 

INDEX BY IMPLEMENTATION DATEl 

2010-0PTIONAL (cont.) 

Medicare and Federal Initiatives 
Community health teams 
Regionalized systems for emergency care 

'All provisions are effective January 1 (or immediately in the case 0/2010) unless otherwise noted. 

Bu" ~ Associates, Inc. I" 

2010-NoAcTION (cont.) 

Medicare and Federal Initiatives 
Adequacy of Medicare payment in rural areas 
Ambulance add-ons 
Bone density test payment 
Center for Medicare and Medicaid Innovation 
Clinical diagnostic laboratory tests in rural areas 

(July) 
Clinical education demonstration projects 
Community-based collaborative care network 
Community health integration models 
Federal working group on health care quality 
Frontier State hold harmless 
Health care delivery system research 
High-income beneficiaries prescription drug 

subsidy reduction 
Hospice concurrent care demonstration 
Hospitals, long-term care 
Hospital wage index 
Hospital wage index floor on a national basis 
Independent laboratory services 
Independent Medicare Advisory Board 
Inpatient hospital payment for low-volume 

hospitals (Oct.) 
Low-income prescription drug programs, outreach 

and assistance 
Market basket update changes 
Medicare Advantage reasonable cost contracts 
Medicare Advantage senior housing facility 

demonstration 
Medicare-dependent hospital program 
Medication management services 
Montana, special funding 
Offices of Minority Health 
Offices of Women's Health 
Part B, special TRICARE enrollment period 
Patient Navigator program 
Performance information, public reporting 

May 19 o 
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Provisions of the Patient Protection and Affordable Care Act (H.R. 3590) 1 

2010-MANDATORY (cont.) 

Public Health 
Federal preventive benefits education and 

outreach 
State mandate, power of attorney for foster 

children (October) 
State mandate, early childhood needs assessment 

(September) 

INDEX B.v IMPLEMENTATION DATE! 

2010-0PTIONAL (cont.) 

Publie Health 
Children emergency medical services 

reauthorization 
Grants, abstinence education 
Grants, Centers of Excellence/ ....,""!-'J."",,';uvu 

Grants, community health centers 
Grants, Community Transformation 
Grants, Cures Acceleration Network 
Grants, Diabetes Prevention 
Grants, early childhood home visitation 
Grants, epidemiology laboratories 
Grants, healthy aging 
Grants, oral health care 
Grants, pain care management 
Grants, personal responsibility education 
Grants, Prevention and Public Health Fund 
Grants, school-based health centers 
Grants, services for postpartum conditions 

JAil provisions are effective January 1 (or immediately in the case 0/2010) unless otherwise noted. 
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2010 - No ACTION (eont.) 

Medicare and Federal Initiatives (cont.) 
Pharmacy accreditation 
Physicians, geographic factors for Medicare fees 
Physicians, mental health add-on 
Physicians, misvalued codes in the fee schedule 
Physician quality reporting system 
Prescription drug coverage gap rebate 
Provider performance data 
Quality measure development 
Quality measurement 
Rural community hospital demonstration program 
Rural hospital flexibility program (Oct.) 
Rural hospital outpatient hold harmless provision 
Shared decision-making 
Therapy caps exceptions extension 
Trauma care centers 

Public Health 
Federal councils 
Federal research! standards, breast health 
Federal research! standards, diabetes care 
Federal research! ~t~nr1~rr1~ 'I'\{'\~tn~rl1 

depression 

May 19,2010 
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Provisions of the Patient Protection and Affordable Care Act (H.R. 3590)1 

2010 MANDATORY (cont.) 

Health Care Workforce 
GME, Non-provider resident time (July) 
GME, Redistribution of unused residencies 
GME, Redistribution of closed hospital 

residencies 

Program Integrity 
Encounter reporting requirements 
Performance statistics on fraud and abuse 
Physician orders for DME and home health in the 

Medicare program 
Screening providers for fraud, waste, and abuse 

(September) 
Suspension of payments 
Timing of submission of Medicare claims 
Use of National Correct Coding Initiative 

(October) 

INDEX BY IMPLEMENTATION DATE1 

2010 - OPTIONAL (cont.) 

Health Care Workforce 
Access to affordable care 
Community health workforce 
Cultural competency 
Family~to~family health information center 

extension 
Health care workforce assessment 
Health professions workforce needs 
Mid-career professionals 
Permission for State grants 
Primary care training and enhancement 
State workforce development grants 
Teaching health centers 
Underserved communities, health professionals 

JAil provisions are effective January 1 (or immediately in the case of 2010) unless otherwise noted. 

Bu' % Associates, Inc. 

2010 - No ACTION (cont.) 

Health Care Workforce 
Allied health professionals loan forgiveness 
Area health education center 
Centers of Excellence in health professions 

education 
Connecticut grant 
Dental training 
Disadvantaged individuals programs 
Federally qualified health centers 
Key national indicators 
Mental and behavioral health education 
Mental health settings, co-locating services 
National Health Care Workforce Commission 
National Health Service Corps expansion 
National Health Service Corps programs 
National Health Service Corps teaching credit 
Nurse faculty loan and loan repayment programs 
Nurse loan repayment and scholarship expansion 
Nurse-managed health clinics 
Nurse retention 
Nursing, advanced education grants 
Nursing, appropriations 
Nursing student loan caps 
Nursing, workforce diversity grants 
Pediatric health care workforce 
Primary care loan repayments 
Public health, fellowship training 
Public health workforce 
Ready Reserve Corps creation 
Regular Corps officer cap 
Rulemaking 
Rural physician training 
United States Public Health Sciences Track 

Program Integrity 
New compliance program 
Provider enrollment moratorium 

May 19 o 



). 

Provisions of the Patient Protection and Affordable Care Act (H.R. 3590)1 

20ll-MANDATORY 

Insurance Reforms 
Non-clinical spenolng caps 
Consumer information (March) 

Health Insurance Exchanges 
Federal assistance to States (by March) 

Medicaid 
Cuts, funding for health care acquired conditions 

(July) 

INDEX BoY IMPLEMENTATION DATE 
1 

2011- OPTIONAL 

Medicaid 
HCBS plans/ waivers, Community First Choice 

Option (Oct.) 
Health home option 
Long term care rebalancing (Oct.) 
Grants for Prevention of Chronic Diseases 

JAil provisions are effective January 1 (or immediately in the case 0/2010) unless otherwise noted. 

Burns & Associates, Inc. 64 

2011 No ACTION 

Insurance Reforms 
Federal reports (March) 

Medicaid 
Oversight, quality measures for adults 

Medicare and Federal Initiatives 
Advanced imaging, equipment utilization factor 
Authority to deny Medicare Advantage plan bids 
Cancer hospitals 
CMS data systems 
Community-based care transitions program 
Complex diagnostic laboratory test demonstration 

Dialysis services report 
demonstration extension 

Hospice 
Hospitals, urban Medicare-dependent 
Inspector General prescription drug reports 
Low-income prescription drug assistance for 

widows and widowers 
Low-income prescription drug benchmark 

premium 
Medicare Advantage beneficiary costs 
Medicare Advantage beneficiary election period 
Private fee-for-service Medicare Advantage plans 
Nurse midwife services 

May 19,2010 
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Provisions of the Patient Protection and Affordable Care Act (H.R. 3590)1 

2011- MANDATORY (cont.) 

Program Integrity 
Mandatory enrollment of ordering providers 
NPI on all claims 
Prohibiting payments to providers outside the U.S. 
Provider disclosures (by March) 
Provider exclusion from the Medicaid program 
Provider tennination from the Medicaid program 
Recovery audit contractor 
Registration of billing agents 
Return of overpayments 
State reporting requirements 

INDEX BY IMPLEMENTATION DATEI 

2011- OPTIONAL (cont.) 

Health Care Workforce 
Alternative dental health care demonstration 

project 
Primary care extension program 

lAll provisions are effective January 1 (or immediately in the case 0/2010) unless otherwise noted. 

Bu ~ Associates, Inc. 

20ll-No ACTION (cont.) 

Medicare and Federal Initiatives (cont.) 
Part B, income threshold for premiums 
Physician assistants ordering extended care 
Physician Compare website 
Prescription drug plan complaint system 
Prescription drug coverage gap discount progran1 
Prescription drug coverage gap, including certain 

costs 
Prescription drug de minimis premiums, voluntary 

waiving 
Prescription drug information (March) 
Prescription drug information for subsidy-eligible 

individuals 
Quality improvement, national strategy 
Skilled nursing facility payment methodology 

(Oct.) 
Value-based purchasing program, other providers 
Wheelchairs, power-driven 

Public Health 
Prospective Payment System, FQHCs (Data 

Collection) 

Health Care Workforce 
Geriatric care 
Long-term care workers 
Nurse practitioner training program 
Preventive medicine and public health training 

May 19 '10 
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Provisions of the Patient Protection and Affordable Care Act (H.R. 3590)1 

2012 MANDATORY 

Insurance Reform 
Quality of care reporting (March) 

Public Health 
State mandate, data collection 

INDEX BY IMPLEMENTATION DATEl 

2012 - OPTIONAL 

Medicaid 
Demonstration, bundled payments for integrated 

care 
Demonstration, pediatric accountable care 

organization 

Health Care Workforce 
GME, Nurse education demonstration 

1 All provisions are effective January 1 (or immediately in the case of 2010) unless otherwise noted . 
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2012 - No ACTION 

Medicaid 
DSH, special rules for Hawaii 
DSH, special rules for Tennessee 

Medicare and Federal Initiatives 
Dual eligibles prescription drug cost sharing 
Episode groupers 
Hospital readmissions reduction program (Oct.) 
Independence at home demonstration program 
Long-term care facility prescription dispensing 
Medicare Advantage modified benchmarks 
Medicare shared saving program 
Prescription drug plans, exceptions and appeals 

process 
Value-based purchasing program, hospitals (Oct.) 

Public Health 
Federal research! standards, diagnostic equipment 

May 19,2010 
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Provisions of the Patient Protection and Affordable Care Act (H.R. 3590) 1 

2013 - MANDATORY 

Insurance Reforms 
Employee notifications (March) 

Health Insurance Exchanges 
Federal approval of a State's Exchange 
Grants/loans to establish CO-OPs 

Children's Health Insurance Program 
Funding, elimination of enrollment bonuses (Oct.) 
Funding, extension through 2015 (Oct.) 

Medicaid 
Primary care services reimbursement 
Disproportionate Share Hospitals, cuts 

INDEX BY IMPLEMENTATION DATEl 

2013 - OPTIONAL 

Medicaid 
Medicaid Preventive Services 

1 All provisions are effective January 1 immediately in the case of 2010) unless otherwise noted. 

Bur" ~ Associates, Inc. r-

2013 - No ACTION 

Insurance Reforms 
Geographic variation in poverty level study 

Medicare and Federal Initiatives 
Cancer hospital quality reporting (Oct.) 
Hospitals, disproportionate share payments (Oct.) 
Medication therapy management (March) 
Payment bundling, national pilot program 

May 19 '0 
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Provisions of the Patient Protection and Affordable Care Act (H.R. 3590)1 

2014 - MANDATORY 

Insurance Reforms 
Cafeteria plans 
Coverage, availability and renewability 
Coverage, clinical trials 
Coverage requirements 
Coverage, use of health status 
Discrimination against providers 
Electronic funds transfers for Medicare 
Employer penalties 
Free Choice Vouchers 
Health insurance coverage reporting 
Health promotion and disease prevention programs 
Financial assistance, advance determinations 
Financial assistance, eligibility for other programs 
Premiums, limits on variance 
Preexisting conditions 
Waiting periods 

Health Insurance Exchanges 
Construct of Exchanges (includes entire section 

except health care choice compacts and waivers 
for innovation, which occur later) 

Administration of Exchanges (includes entire 
section except federal assistance, federal 
approval, and self-funding, which are noted in 
the appropriate years) 

Children's Health Insurance Program 
Eligibility, modified adjusted gross income 

INDEXBYIMPLEMENTATIONDATE
1 

2014 - OPTIONAL 

1 All provisions are effective January 1 (or immediately in the case of 2010) unless otherwise noted. 
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2014 - No ACTION 

Insurance Reforms 
Individual responsibility and penalties 
Financial assistance, premium assistance tax credits 
Financial assistance, reduced cost-sharing 

19,2010 



Provisions of the Patient Protection and Affordable Care Act (H.R. 3590)1 

2014 MANDATORY (cont.) 

Medicaid 
Coverage expansion, 138% FPL 
Coverage expansion, former foster children 
Disproportionate Share Hospital, cuts 
Eligibility, modified adjusted gross income 
Eligibility, online enrollment 
Enhanced funding, FMAP for new eligibles 
Employer sponsored insurance, premium 

assistance 
HCBS eligibility! enrollment, spousal 

impoverishment rules 
Smoking cessation, barbiturates, benzodiazepines 

INDEX BY IMPLEMENTATION DATE! 

2014 - OPTIONAL (cont.) 

Medicaid 
Eligibility, presumptive eligibility 

J All provisions are effective January 1 (or immediately in the case of 2010) unless otherwise noted. 

Bur ~ Associates, Inc. f-

2014 - No ACTION (cont.) 

Medicaid 
Enhanced funding, expansion States 

Medicare and Federal Initiatives 
Facility quality reporting 
Home health care payments 
Hospital acquired conditions (Oct.) 
Medicare Advantage plans for special needs 

individuals 
Medicare Improvement Fund elimination 

Public Health 
Prospective Payment System, FQHCs 

(Implementation) (Oct.) 

May 19. '0 



). 

Provisions of the Patient Protection and Affordable Care Act (H.R. 3590)1 

2015 - MANDATORY 

Health Insurance Exchanges 
Qualified health plan contractors 
Self-funding options 

INDEX B,Y IMPLEMENTATION DATE1 

2015 - OPTIONAL 

Children's Health Insurance Program 
Funding, enhanced FMAP (Oct.) 

JAll provisions are effective January 1 (or immediately in the case of 2010) unless otherwise noted 
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2015 - No ACTION 

Medicare and Federal Initiatives 
Medigap benefit package standards 
Value-based payment modifier for physicians 

May 19,2010 



NGA Working Document Last Updated April 13,2010 

Patient Protection and Affordable Care Act (P.L. 111 .. 148): 
Potential Funding Opportunities for States 

The following chart provides a brief summary of many of the funding opportunities contained in the Patient Protection and Affordable 
Care Act (PPACA), which was signed into law on March 23,2010 (P.L. 111-148) and the Health Care and Education Reconciliation 
Act of2010 (P.L. 111-152). In some instances the law would make funding available for the current federal fiscal year 2'010. However, 
the precise timing, funding amounts, and distribution method that will be used by the Secretary of Health and Human Services (HHS) 
remains unclear at this time. The chart does not discuss the enhanced FMAP for the Medicaid expansion that takes effect in 2014 or the 
two-year mandatory increase in reimbursement for certain services delivered by Medicaid primary care physicians. While the chart 
includes descriptions and limitations associated with the programs, it does not reflect the entirety of the requirements, including 
reporting requirements, for each initiative discussed. 

Several provisions of the PP ACA authorize new programs or discretionary funding. Such provisions may authorize a specified level of 
funding to be appropriated for each federal fiscal year or it may be vague (providing "such sums as may be necessary"). The 
authorization of appropriations does not provide or guarantee funding will be provided, but rather is intended to provide guidance 
regarding the amount of funds appropriate to carry out the authorized program/initiative. Through a separate process, Congress will 
determine if and how much funding to appropriate for these discretionary agencies and programs. These decisions will be made during 
consideration of the fiscal year 2011 appropriations measures and in each subsequent annual appropriations process. 1 

In addition, PP ACA directly provides funding for some agencies and programs, bypassing the two-step authorization-appropriation 
process. Such spending is referred to as direct spending. 2 

Additional information about the program requirements and limitations may be found at: 
http://finance. senate. gov Ilegislationldetails/?id=61 f4 fb98-a3dO-d85c-d33 f- f2c598e 1 d13 83 

The normal appropriations process typically begins with the President's budget proposal in early February. The House and Senate then move to adopt a budget 
resolution. Both chambers then consider appropriations legislation to finalize the specific funding available for the federal fiscal year beginning September 1. See: 
"Overview of the Authorization-Appropriation Process", Congressional Research Services: http://www .rules.house.gov/archives/rs203 71.pdf) 
2 Some direct spending is entitlement program spending funded by permanent appropriations in the authorizing law, Other direct spending referred to as 
appropriated entitlements such as Medicaid, is funded in appropriations acts, but the amount appropriated is controlled by the authorizing legislation. See: 
"Overview of the Authorization-Appropriation Process", Congressional Research Services: http://www.rules.house.gov/archives/rs20371.pdf 
3 The pages referenced in the table correspond to the PDF document posted on the Senate Finance Committee website. The text of the reconciliation measure 

111-152) can be found at: http://www.rules.house.govlbills details.aspx?NewsID::::4606 

NGA working document. For more information, please contact Andrea Maresca amaresca@nga.org or (202) 624-5390. 
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Program/ Initiative Description Funding Availability Limitation 

Consumer related • HHS will award grants to • Direct appropriation to • Funds remain available 
initiatives states to establish, expand, HHS for $30 million in until expended. 

(Page 37, Section or provide support for grants to states for the first 

1002) offices of health insurance fiscal year. 4 

consumer assistance or • In subsequent years, there 
health insurance is authorization for such 
ombudsman programs. sums as necessary. 

• State must have 
independent office of 
health insurance consumer 
assistance, or an 
ombudsman, that 
coordinates with state 
health insurance 
regulators and consumer 
assistance organizations 
concerning federal health 
insurance coverage 
requirements and state 
law. 

Annual rate review • HHS will award grants to • Direct appropriation to • Grant program is for a • State must provide 
process for health states to establish a HHS of $250 million for five year period, fiscal information to HHS and 

insurance premiums process for annual review, grants to states to support year 2010 through fiscal make recommendations to 

(Page 40, Section beginning with the 2010 the review process. year 2014. the Exchange based on its 

1003) plan year, of unreasonable • HHS determines funding • At the end ofFY 2014, rate reviews. 
increases in premiums for allocation formula, any remaining funds will 
health coverage. States considering the number of be available as grants to 
grant recipients would health plans in a state and eligible states for planning 
have to provide HHS with population. and implementation of 
data on premium increase • Eligible states would certain insurance reforms 
trends and make receive between $1 and $5 and consumer protection 
recommendations on million per grant year. related provisions. 
insurer participation in the 

4 The effective date is the date of enactment, March 23, 2010. 
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Pro2raml Initiative Description Funding Availability Limitation 
state-based exchange. 

• Insurers would also 
submit information to 
HHS. 

• States 

High Risk Pools • HHS will establish a • Direct appropriation of $5 • HHS would establish • MOE on the annual 

(HRP) temporary high risk health billion to HHS to pay program within 90 days funding amount expended 

(Page 45, Section insurance pool program to claims for HRP enrollees, after the date of for the operation of one or 

1101) provide health insurance as of January 1, 2010. enactment. more state HRPs during 
coverage for eligible the year prior to when a 
individuals until January state enters into a contract 
1,2014. to operate a temporary 

• HHS may operate a HRP. 
program directly or 
contract with states and 
other eligible entities. 

Health Insurance • HHS will award grants to • Direct appropriation to • Grants would be available • No payments would be 

Exchange State states for planning and HHS. The amount will be within one year of available for operational 

Option activities related to the based on the Secretary's enactment. costs after initial start~up 

(Page 130, Section establishlnent of a state- determination of the total • Grants may be renewed completed. 

1311) based Exchange and a amount of funding that prior to 2015 if a state • State must ensure 
Small Business Health would be necessary for demonstrates it is making exchange is self-sustaining 
Options Program (SHOP). purposes of the grant progress in meeting beginning January 1,2015. 

• Prior to January 1, 2013, program. Exchange requirements. Exchange Inay assess each 
states must choose • HHS determines the • No grants will be awarded exchange participating 
whether they will establish allocation formula for after January 1, 2015. plan its proportional share 
and operate an Exchange. making grants to states. of such costs. 

• In the case of a state that • HHS would reimburse 
chooses not to establish an each state for reasonable 
Exchange, there is a start-up costs for any 
federal fallback to operate exchange or SHOP 
the Exchange. exchange. 

Transitional • By January 1,2014, states • Federal assessments to • Effective for plays years • By January 1, 2014, states 

Reinsurance are required to establish insurers will total $25 beginning in 2014 through must adopt state law or 
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Programi Initiative Description Fundin2 Availability Limitation 
Program for (or enter into contract billion over the period 2016. regulation concerning 

Individual and with) one or more 2014 through 2016. • Insurer contributions are guidelines for this 

Sl1zall Group applicable entities to • States may collect specified for plan years program. 

Markets (page 226, operate a temporary additional amounts from 2014,2015, and 2016. • HHS can stop taking 

Section 1341) reinsurance program insurers, including for • Remaining insurer applications for 
which would provide administrative expenses to payments may be used for participation in the 
reimbursement for partial operate the program. the state reinsurance program based on the 
costs of premiums. program in plan years availability of funding. 

• All insurers and Third 2017 and 2018. 
Party Administrators 
(TP As) are required to 
make payments to the 
reinsurance entity. Non-
grandfathered individual 
market plans covering 
high-risk individuals will 
receive payments from the 
reinsurance entity. I 

Enrollment health • HHS grants to eligible • Not specified • Enrolhnent HIT systems 
infonnation entities, including states, adopted using these grants 

technology (HIT) to develop new and adapt would be available to 

for health and existing technology other qualified state, 

hUl1zan services systems to implement HIT political subdivisions, or 
enrollment standards and other qualified entities at 

programs 
protocols. no cost. 

(Page 370, Section • HIT systems will be used 
1561) to enroll individuals in 

federal and state health 
and human services 
programs. 

Medicaid • Establishes the • States that take up the • States may take up the • States that take up the 
Community First Community First Choice option will receive a 6 option as of October I, option would be required 

Choice Option (page program. percentage point increase 2011. 5 to make certain HCBS 

461, Section 2401) • States that take up the in FMAP for HCBS attendant services and 
-

5 The reconciliation measure (P.L. 111-152) changed the effective date to October 1,2011 from October 1,2010. 
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Program/ Initiative Description Funding Availability Limitation 
option would receive an attendant services. supports available to 
FMAP increase for eligible individuals. 
providing HCBS for 
people with disabilities 
who require an 
institutional level of care. 

Medicaid Money • Extends existing • Direct appropriation to • Funding available for • Existing program 
Follows the Person demonstration authority to HHS for $2.25 billion to fiscal years 2011 through requirements, with a 

demonstration award grants to states for extend the program. 2016. modification to reduce the 

prograln the Medicaid Money length of stay requirement 

(page 482, Section Follows the Person to 90 days from 6 months. 

2403) 
program, established by 
the Deficit Reduction Act 
lP.L.109-171).6 

Medicaid home and • Creates the State • States spending less than 
comlnunity based Balancing Incentives 25% of total long-term 

services (HCBS) Program to provide a care services and supports 

(Page 2141, Section temporary FMAP increase (LTSS) expenditures on 

10202) for HCBS for states that HCBS will be eligible to 
undertake structural receive a 5% increase; 
reforms to increase states with 25-50% will 
di version from institutions receive a 2% increase. 
and expand the number of 
people receiving HCBS. 

Aging and Disability • The ADRC program • Direct appropriation to • Funding available for each • Existing program 
Resource Centers provides states with HHS-AoA of $10 million fiscal year 2010 through requirements. 
(ADRCs) funding to streamline annually. 2014. 

(page 484, Section access to long-term care 

2405) supports and services. 

Maternal, Infant, • The home visitation • Direct appropriation to • Specific allocation • State grant recipients must 
and Early program would provide HHS totaling $1.5 billion provided for fiscal years conduct a statewide needs 
Childhood Home grants to states and other over 5 years. 2010 through 2014. assessment. 

Visitation Grant eligible entities to • HHS determines the time • Grant funds must 
implement evidenced-

6 See: http://frwebgate.access.gpo.gov/cgi-binJgetdoc.cgi?dbnalne= 109 cong public laws&docid=f:pub1171.109.pdf 
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Program/ Initiative Description Funding Availability Limitation 
Program (pg 561, based models to improve period for the grant. supplement, not supplant, 

Section 2951) services for families in at- • Grants made in a fiscal state funds, 
risk communities. year will be available 

through the end of the 
second succeeding fiscal 
year after the award, 

Personal • Personal responsibility • $ 7 5 million per year • Fiscal years 2010 through • Grant funding must be 
Responsibility education grant program • State allotments with 2014, used to supplement, not 

Education Grant focused on educating minimum grant amount to • Allotments for a fiscal supplant, state funding for 

Prograln (page 596, adolescents about states would $250,000, year remain available similar programs/ 

Section 2953) abstinence and • State allotments will be through the end of the initiatives in fiscal year 
contraception. determined by the formula second succeeding fiscal 2009. 

specified in the law. year. • If a state does not submit 
an application for fiscal 
year 2010 or 2011, the 
state will not be eligible to 
submit an application to 
receive funds from the 
allotted amount for the 
state for in fiscal years 
2012 through 2014, 
Instead, HHS could use 
these funds to award 
three-year grants to 
eligible local entities - in 
states that do not submit 
applications - for fiscal 
years 2012 through 2014. 
HHS also will use 
unexpended amounts from 
state allotments that 
would otherwise expire to 
award a three-year grant 
to eligible entities for 
fiscal years 2012 through 
2014. 
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Pro~ram! Initiative Description Funding Availability Limitation 
Medicaid Health • Beginning January I, • $25 million maximum • HHS may make planning • State contribution required 

Home/or Enrollees 2011, there is a Medicaid planning grant award per grants awards to states in order to receive a 

with Chronic state option to provide state. A total amount for beginning January 1, planning grant. 

Conditions: coordinated care to planning grants is not 2011. 

planning grant enrollees with chronic specified. • Planning grant funding 

(page 522, Section 
conditions. • States will receive a 90 available until expended. 

• HHS to establish percent FMAP for such 
2703) minimum standards for health home services 

health homes. during the first eight fiscal 

• HHS will award planning year quarters that the state 
grants to states to develop plan amendment is in 
a state plan amendment effect 

Medicaid Integrated • Establishes a • HHS may select up to • January 1,2012 through • 
Care demonstration program to eight states to participate. December 31,2016. 

Hospitalization allow states to use • No specific funding 

Delnonstration bundled payments to authorization included in 

Progrant (page 532, promote integration of this section. 7 

Section 2704) care around 
hospitalization. 

Medicaid Global • Establishes the Medicaid • HHS may select up to five • Fiscal years 20 I 0 through 

Pay/nent Systenl Global Payment Systelu states to participate. 2012. 

Demonstration demonstration program to • Authorization for an 

Project (page 536, allow states to test paying appropriation of such 

Section 2705) a safety net hospital sums as necessary. 
system or network using a 
global capitated payment 
modeL 

• Will operate in 
coordination with the 
Center for Medicare and 
Medicaid Innovation. 

• Budget neutrality 
requirements under 

7 While no specific funding was authorized, HHS-CMS may have the flexibility to operate demonstration programs using other .... ,,+~~_.h. 
authority and through the new Center for Medicare and Medicaid Innovation. 

for example existing 
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Program/ Initiative Description Funding Availability Limitation 
Section 1115A will not 
apply during the testing 
and evaluation period for 
the demonstration project. 

Pediatric • Establishes the Pediatric • Authorization for such • Authorizes program from • Budget savings 
Accountable Care Accountable Care sums as necessary. January 1, 2012 through requirement. 

Organization Organization December 31, 2016. 

Demonstration Demonstration Project 

Program (page 538, which authorizes a 

Section 2706) participating state to allow 
pediatric medical 
providers that meet certain 
requirements to be 
recognized as an 
accountable care 
organization for purposes 
of receiving incentive 
payments. 

Medicaid • Establishes program for • Appropriates $75 million • Funds allocated beginning 
Elnergency emergency psychiatric for fiscal year 2011. fiscal year 20 11. 

Psychiatric demonstration project to • HHS establishes method • Three year period for 

Demonstration provide incentive to allocate funds. demonstration project. 

Project payments to certain • Funds available for 

(page 540, Section institutions for mental obligation through 

2707) 
disease. December 31, 2015. 

Trauma Care • Grant program to promote • Authorization for $100 • Authorizes funding for • States must award at least I 

Centers (page 1081, universal access to trauma million for each fiscal fiscal years 2010 through 40% of their grant funding 

Section 3505) care services provided by year 2010 through 2015. 2015. to safety net trauma 
trauma centers and • Specific distribution centers. 
trauma-related physician method based on • A state may not use more 
specialties. approved appropriation than 20% of its grant for 

• States would apply for for any fiscal year. administrative expenses. 
grant and in tum award • The state must 
grants to eligible entities. supplement, not supplant, 

state funding otherwise 
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Program/ Initiative Description Funding Availability Limitation 
available for similar 
purposes. 

Medicaid Preventive • Provides FMAP incentive • 1 percentage point • Enhanced match available 
Services (page 1169, payment to states that increase in FMAP for beginning January 1, 

Section 4106) eliminate cost-sharing states that eliminate cost 2013. 
requirements for Medicaid sharing for preventive 
clinical preventive services and vaccines for 
services that have been adults. 
recommended by the U.S. 
Preventive Services Task 
Force (USPSTF) and for 
vaccines for adults. 

Medicaid Chronic • HHS to award grants to • Appropriates $100 million • Grants to states awarded 
Disease Incentive states to test approaches for the 5- year period after HHS develops 

Payment Program that may encourage beginning by January 1, program criteria, but no 

(page 1174, Section behavior modification for 2011. later than January 1, 2011. 

4108) healthy lifestyles among • Grants to states will be for 
Medicaid enrollees and to a 5- year period, 
determine scalable beginning by January 1, 
solutions. 2011. 

• HHS to conduct • State initiatives will be 
educati on! outreach carried out for at least a 3-
campaign to make states year period. 
aware of grant program. • Amounts appropriated 

remain available until 
expended. 

Comlnunity • Establishes competitive • Authorization for such • Authorization of funding 
Transformation grant program for states sums as may be necessary fiscal years 2010 through 

Grants (page 1182, and local governmental for each fiscal year 2010 2014. 

Section 4201) agencies and community- through 2014. 
based organizations to 
promote evidence-based 
community preventive 
health activities intended 
to reduce chronic disease 
rates, address health 
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Program! Initiative Description Funding Availability Limitation 
disparities, etc. 

Healthy Aging, • CDC to award grants to • Authorizes such sums as • Authorization for funding 
Living Well public states or local health necessary. for 5-year pilot programs, 

health grant departments and Indian fiscal years 2010 through 

prograln (page tribes for pilot programs 2014 

1188, Section 4202) to provide public health 
community interventions, 
screenings, etc. for 
individuals between ages 
of 55 and 64. 

Iinmunizatioll • CDC demonstration • Authorizes such sums as • Authorization for funding I 

Coverage program to award grants necessary. for fiscal years 2010 

Iinprovement to states to improve through 2014. 

Program (Page immunization coverage 

1199, Section 4204) for children, adolescents, 
and adults. 

• Grants for implementing 
interventions 
recommended by the Task 
Force on Community 
Preventive Services. 

CHIP Obesity • Extends funding for the • Direct appropriation to • Fiscal years 2010 through 
Demonstration childhood obesity HHS-CMS totaling $25 2014. 
Program (page demonstration program million. 

1242, Section 4306) established under 
CHIPRA (P.L. 111-3). 

CHIP Outreach • Extends and increases • Direct appropriation for • Funding is extended for an • Maintenance of effort on 
Grants (page 2161, funding for a program to $140 million for fiscal additional two years, state funding for outreach 
Section 10203) award grants to states and years 2009 through 2015. fiscal years 2014 and and enrollment activities, 

other eligible entities to CHIPRA originally 2015. based on state spending in 
improve outreach and appropriated $100 million the fiscal year preceding 
enrollment in the CHIP for fiscal years 2009 the fiscal year of the grant 
program, as established through 2013. award. 
under CHIPRA (P .L. 111-
3). 

State WorkJforce • Health care workforce • Planning grants: • Planning grants: available • Planning grants require a 
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Program/ Initiative Description Funding Availability Limitation 
Development Grants development grant authorization for $8 starting federal fiscal year minimum 15% match (in 

(page 1274, Section program for states to million for fiscal year 2010. Grants awarded for cash or in kind). Match 

5102) develop and implement 2010 and such sums as activities for up to one source may be from other 
workforce strategies at the necessary thereafter. Up year. federal, state, local or 
state and local level. to $150,000 per state • Implementation grants: private sources. 

• Administered by the partnership. grants may be used for up • Implementation grants 
Health Resources and • Implementation grants: to 2 years. HRSA may require a minimum 25%) 
Services Administration authorization for $150 extend grant funding for match (in cash or in kind). 
(HRSA) within HHS. million for fiscal year one year for high Match source may be 

2010. Competitive grant performing grantees for from other federal, state, 
award process. eligible activities. local or private sources. 

• At least 60% of 
implementation grant 
funds must be used to 
make grants to address 
health care workforce 
development needs. 

State and Regional • HHS to award grants to • Authorization for $4.5 • Authorizes funding for • State/regional center must 

Centers for Health states and eligible entities million per year for each fiscal years 2010 through coordinate with national 

Workforce Analysis to support data collection of fiscal years 2010 2014. center. 

(Page 1285, Section and analysis and provide through 2014. 

5103) technical assistance to • Authorization for such 
local entities for such sums as necessary for 
activities. Data will be longitudinal analysis for 
used by the National fiscal years 2010 through 
Center for Health Care 2014. 
Workforce Analysis. 

• Eligible entities may also 
be selected to conduct 
longitudinal evaluation of 
individuals who have 
received education, 
training, or financial 
assistance from certain 
workforce programs. 

Grants to Promote • CDC to award grants to • Authorization for such • Authorizes funding for 
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Program! Initiative Description Funding Availability Limitation 
the Community states and eligible state sums as necessary. fiscal years 2010 through 

Health Workforce agencies to use of 2014. 

(Page 1364, Section community health workers 

5313) to promote positive health 
behaviors and outcomes in 
medically underserved 
communities. 

Primary Care • AHRQ to administer a • Authorization for • Program grants would be • State may not use more 
I 

Extension- Progral1t Primary Care Extension $120 million for each of awarded to state or than 10% of grant for 

(Page 1404, Section Program. fiscal years 2011 and mu1tistate entities that admin. 

5405) • HHS will competitively 2012, and such sums as submit fully-developed • Grant funds cannot be 
award grants to states to may be necessary for plans for the used for funding direct 
establish state- or fiscal years 2013 and implementation of a Hub, patient care. 
multi state-level Primary 2014. for a period of six years. 
Care Extension Program • Two-year planning grants 
State Hubs. States must are awarded to state or 
develop a six year plan. multistate entities with the 

goal developing a plan for 
a Hub. 

• States may receive 
additional assistance after 
the six year of support if 
they receive satisfactory 
evaluati ons. 

Elder Justice • Expands the permissible • Authorizes such sums as • Not specified. 
Services (page 1763, uses for grants under the necessary for the 
Section 6701) Social Service Block Coordinating Council 

Grant (SSBG) program to provisions. 
include elder justice 
related activities. 

• Creates Elder Justice 
Coordinating Council and 
an Advisory Board on 
Elder Abuse, Neglect, and 
Exploitation. 

Adult Protective • Establishes program for • Authorizes $100 million • Authorizes funding for • Grants may not supplant 
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Program/ Initiative Description Funding Availability Limitation 
Services (APS) HHS to award grants to for each of fiscal years fiscal years 2011 through other federal, state and 

Grant Program states to enhance the 2011 through 2014 for 2014 local resource for such 

(page 1795, Section provision of APS. adult protective services purposes. 

2042) • grants. Grant amount is 
based on appropriated 
funds multiplied by 
percentage of total 
number of elders in that 
state. Establishes a 
minimum grant amount 
for states and territories. 

State Demonstration • Establishes grant program • Authorizes $25 million for • Authorizes funding for 
Program for states to conduct each of fiscal years 2011 fiscal years 2011 through 

Concerning Elder demonstration programs through 2014. 2014. 

Abuse (Page 1798, to test methods of elder 

Section abuse detection or 
prevention. 

State Demonstration • HHS to award • Authorizes $50 million for • Authorizes grant funding 
Programs to demonstration grants to the five fiscal years to be awarded for up to 5 

Evaluate states to develop beginning with 2011 for years. 

Alternatives to alternatives to current tort the demonstration projects 

Current Medical litigation for resolving and related provisions in 

Tort Litigation disputes over injuries this section. 

(Page 2369, Section 
allegedly caused by health • HHS may use part of the 
care providers or health appropriated funds to 

10607) care organizations. provide initial planning 
grants to states, up to 
$500,000 per state. 

• Five percent of the 
amount appropriated each 
year is reserved for 
evaluation of the state 
demonstration programs. 





Summary of PPACA Grants, Demonstration Projects and Other Funding Opportunities 

Services to 
Individuals with a 
Postpartum 
Condition and their 
Families 

Tit} ell, Sec. 2952, 
Page 227 

To establish, operate and coordinate 
the delivery of essential services to 
individuals with or at risk for 
postpartum conditions and their 
families 

governments 

Public-private 
partnerships 

Recipients of Healthy 
Start Initiative grants 

Public or nonprofit 
private hospitals 

Community-based 
organizati ons 

Hospices 

Ambulatory care 
facilities 

Community health 
centers 

Migrant health centers 

Public housing primary 
care centers 

Homeless health 
centers 

$3 million 
Home heal th agencies 

appropriated for FY I Hospices 
2010 with additional 
funding for FY s I Clinics 
20 11 -2 0 1 2 as 
necessary Federally Qualified 

Heal th Cen ters 
("FQHCs") 

School-based heal th 
centers 

Behavioral health 
providers 

Co mmuni ty -based 
organizations and 
centers 



3. 

4. 

Competitive Grants 
for Regionalized 
Systems for 
Emergency Care 
Response 

Ti tIe II I ~ Sec. 3 504 : 
Pa e 400 
Grants for Early 
Childhood Home 
Visitation Programs 

Tit] e n~ Sec. 2951: 
Page 217 

State Option to 
Provide Health 
Homes for Enrollees 
with Chronic 
Conditions * 

Title II, Sec. 2703, 
Page 201 

To support pilot projects that design, 
implemen t and evaluate models of 
regionalized emergency care and 
trauma systems 

To provide early childhood home 
visitation programs to promote 
maternal and prenatal health, infant 
health, child development, paren ting 
skills, school readiness and reductions 
in child abuse 

To develop a state plan amendment 
to provide Medicaid beneficiaries with 
chronic conditions who select a 
designated provider, a team of health 
care professionals or a heal th team as 
the individual's "health home" for 
purposes of providing the individual 
with heal th home services. "Health 
home" means a designated provider 
(including a provider that operates in 
coordination with a team of health 
care professionals) or a health team 
selected by an eligible individual to 

rovide health home services 

States or a partnership 
of 1 or more states 
and 1 or more local 
governments 

Indian tribes 

States 

Indian tribes 

I Non-profit 
organizations with an 
established record of 
providing early 
childhood home 
visitation ams 
States 

Department of 
Heal th and Human 
Services ("HHS") 
will award at least 4 
con tracts or gran ts 

Funding amount not 
s ecified 
Funding amount not 
specified 

Emergency medical 
serVices 

Home health agencies 

Total amount to be I Home health agencies 
awarded to all states 
may not exceed $25 I Physicians 
million 

Personal or home care 
Planning grants may I agencies 
be awarded beginning 
111111 



Establishing To establish "h eaIth teams" to I States or state· 
Co mm unity Health pro vide supp ort services and capi ta ted designa ted en ti ties 
Teams to Support the payments to primary care providers. 
Patient-Centered A " health team" is a community- I Indian tribes or tribal 
Medical Home based, in terdisciplinary, in ter- organIzatIons 

professional team 
T it I e II l~ Sec. 3 5 0 2 ~ 
Pa e 395 

6. Pregnancy To award competitive grants to states States 
Assistance Fund to assist pregnant and paren ting teens 

and women. To award funding to 
Title X~ Sec. 10211- I establish, maintain and operate 
10214, Pa2e 813 pregnant and parenting services. To 

improve services for pregnant women 
who are victims of domestic violence, 
sexual violence, sexual assault and 
stalking 

7. Medicaid Emergency To permit a state to provide States 
Psychiatric payments to mental health facilities 
Demonstration to stabilize emergency men tal 
Proj ect conditions and review such 

stabilizations 
Title II~ Sec. 2707, 
Page 208 

I Funding amount not 
specified 

$25 million to be 
appropriated each 
FY2010-2019 

(funding cannot 
supplant existing 
funding for such 
services) 

Eligible en ti ty shall 
match 25% of funds 
received with non-
federal funds (can be 
cash or in-kind 
3 -year program 

$ 7 5 million is 
appropriated for FY 
2011 

Physicians 

FQHCs 

Clinics 

Institutions of higher 
education 

High schools 

Community-based health 
preven tion programs 

State Attorneys General 

Behavioral health 
facilities (not publically 
owned or operated and 
subject to the 
requirements of 42 
U.S .C. 1395dd for the 
provision of medical 
assistance in emergency 
circumstances 



9. 

10. 

Tra u rna Service 
Availability - Grants 
to States 

Title III, Sec. 3505, 
Page 407 

Trauma Care 
C e n t e r san d S e rv ice 
Availability 

Title III, Sec. 3505, 
Page 404 

National Diabetes 
Prevention Program 

Title X, Sec. 10501, 
Page 879 

To promote uni versal access to 
trauma care services, particularly in 
underserved communi ties 

To defray uncompensated care costs, 
further the core missions of trauma 
centers and ensure the continued 
availability of trauma services 

To prevent adult-onset diabetes 

States, which in turn 
may make grants to: 

Hospitals in 
underserved areas; 

Safety net public or 
nonprofit trauma 
cen ters; and 

Certain other public or 
nonprofit trauma 
cen ters 
Public, nonprofit 
Indian Heal th Service, 
Indian tribal and urban 
Indian trauma centers 

State and local health 
departmen ts 

Tribal organizations 

National networks of 
community-based non­
profi ts focused on 
health and well being 

Academic institutions 

At least 40% of any 
grant awarded must 
be directed to safety 
net trauma cen ters 

Maximum available 
grant is $2 million 
per FY 

$100 million to be 
appropriated in FY 
2009 and as needed 
for FYs 2010-2015 
Funding amount not 
specified for 2010-
2014 

Trauma cen ters 

Public and Indian Heal th 
Service trauma cen ters 

State and local health 
departmen ts 

Tribal organizations 

National networks of 
community-based non­
profi ts focused on 
prevention 

Academic insti tu tions 



To encourage behavior modification States Program shall begin 
Prevention of by Medicaid beneficiaries and 111/11 for 5-year 
Chronic Diseases in determine scalable solutions to period I Home heal th agencies 
Medicaid prevent chronic diseases 

$100 million I FQHCs 
Title IV~ Sec. 4108~ I allocated to the 
Pa2e 443 program for the 5-

ear eriod 
12. Personal To enable a sta te or local organization States Grants will be I Hospitals 

Responsibility to carry out education programs to available in each FY 
Education Grants reduce teen pregnancy and to educate Indian tribes from 2010-2014 I Home heal th agencies 

young people about abstinence, S TDs, 
Title II~ Sec. 2953~ I contraception, dating, marriage, Local communi ty $75 million I Clinics 
Page 229 heal thy adult relationships, body organizations allocated per FY 

image, diversity, financial literacy, from 2010-2014 I FQHCs 
paren ting skills, career skills, life Faith-based 
skills, goals and decision-making organizations I Must submit I School-based health 

application by FY cen ters 
2011 to be eli ible 

13. Healthy Aging, To carry out 5-year pilot programs to State and local health Funding amount not I Hospitals 
Living Well Grant provide public heal th communi ty departments specified for FY s 

interven tions, screenings and clinical 2010-2014 I Home heal th agencies 
Title IV~ Sec. 4202~ I referrals for individuals who are Indian tribes 
Page 448 between 55 and 64 years old I FQHCs 



Community To implement, evaluate and State and local Funding amoun t not 
Tr an s for mat ion disseminate evidence-based agencies specified 
Grants community preventive health I Home heal th agencies 

activities to reduce chronic disease National networks of 
Title IV~ Sec. 4201~ I rates, prevent the development of community-based I FQHCs 
Page 446 secondary conditions, address health organizations 

dispari ties and develop stronger I Community-based health 
evidence-based preven tion State or local non- preventIon programs 
programming profit organizations 

Indian tribes 
15. Demonstration To improve the provision of States Funding amount not I Hospitals 

Program to Improve recommended immunizations for specified for FY s 
Immunization children, adolescen ts, and adults 2010-2014 I Home heal th agencies 
Coverage through the use of evidence-based, 

population-based interven tions for I FQHCs 
Title IV~ Sec. 4204~ high-risk populations 
Page 453 

16. Demonstration To evaluate the use of bundled States Project to be 
Project to Evaluate paymen ts for the provision of conducted from 
Integrated Care integrated care to a Medicaid 111112-12/31/16 I Physicians 
Around a beneficiary with respect to an episode 
Hospitalization of care that includes a hospi talization I Funding amount not 

and concurrent physician services specified 
Title III Sec. 2704 l 

Pa e 205 
17. Pediatric To allow certain providers of pediatric States Project to be Hospitals 

Accountable Care services to be recognized as conducted from 
Organization accountable care organizations for 1/1/12-12/31/16 I Physicians 
Demonstration purposes of receiving incentive 
Proj ect payments I Applicant must I Clinics 

participate for at 
Title III Sec. 2706 l I least 3 years I FQHs 
Page 207 Funding amount not 

ecified 



19. 

21. 

Payment System 
Demo ns tration 
Proj ect 

Medicare Payment 
Demons tration 
Proj ect 

Title X, Sec. 10315, 
Page 828 

Community Health 
Centers and the 
National Health 
Service CORPS Fund 

Title X, Sec. 10503, 
Paf!e 886 
State Health Care 
Workforce 
Development Grant 
Program 

Planning Grants 

Title V, Sec. 5102, 
Page 481 

To evaluate the adjustmen t of 
paymen ts made to an eligible safety 
net hospi tal system or network from a 
fee-far-service structure to a global 
capi tated payment model 

To test whether making adjustments 
for home heal th services would 
improve access to care for patients 
with high severity illness or for low­
income or under-served beneficiaries 

To expand and sustain national 
investment in community health 
centers by establishing a Community 
Heal th Center Fund to support heal th 
centers under Section 330 of the 
Public Health Service Act 

To enable sta te partnerships to 
complete comprehensive planning and 
to carry out activities leading to 
workforce development strategies at 
the state and local levels 

Hospi tal must be a 
"large, safety net 
hospital system or 
network" (to be later 
defined by HHS) in a 
participating state 

HHS 

State workforce 
investment board 
(bo ard mus t be 
comprised of 
rep resen ta ti v es fro m 
various sectors 
including, state, 
private and public 
enti ties) 

Proj ect to be 
conducted in FY s 
2010-2012 

Funding amount not 
specified 

Proj ect will occur 
over 4 years 
beginning no later 
than 111 12015 

$500 million 

Specific amounts 
appropriated for FYs 
2011-2015 

Planning grants shall 
be awarded for 1 
year 

State required to 
match 15% 

2010-$ 8 million 
appropriated and 
such sums as maybe 
necessary for each 
subseauent year 

Home heal th agencies 

States and all providers 
dependent on heal th 
care workforce 



To enable eligible partnerships to Entities that receive a Awarded for no States and all providers 
Workforce implement activities resulting in a planning gran t and more than 2 years dependen t on health 
Development Grant plan for heal th workforce complete all of the (exception for 1 care workforce 
Program development addressing current and requiremen ts of such additional year for 

projected workforce demands within a grant or complete a high performing 
Implementation I state satisfactory gran tees and 
Grants application grantees whose 

activities merit 1 
Title V~ Sec. 5102 l I Entities receiving an more year) 
Page 481 implementation grant 

must reserve at least 125% state match 
600/0 to make grants to requirement 
encourage regional 
partnerships to address $150 million 
health care workforce appropriated for FY 
developmen t needs 20 1 0 and such sums 

as may be necessary 
thereafter 

23. Demonstration To provide eligible individuals with States $85 million I States 
Proj ects to Provide education and training for occupations appropriated for 
Low Income in health care fields that pay well and Indian tribes or tribal each of FYs 2010- 1 Indian tribes or tribal 
Individuals with are expected to either experience organizations 2014 for both this organIzatIons 
Education, Training, labor shortages or be in high demand en try and en try 28 
and Career Institutions of higher below I Institutions of higher 
Advancement education education 

HHS shall award at 
Title V~ Sec. 5507 l I Local workforce least 3 gran ts I Local workforce 
Page 545 investment boards investmen t boards 

established under to an eligible en ti ty 
section 11 7 of the that is an Indian Sponsors of an 
Workforce appren ticeship program 
Investment tribe, tribal registered under the 

organization, or National Appren ticeship 
Act of 1998 I tribal college or Act 

university 
onsors of an I I Communi tv-based 



24. 

25. 

Demonstration 
Project to Develop 
Training and 
Certification 
Programs For 
Personal or Home 
Care Aides 

Title V, Sec. 5507, 
Page 547 

Grants to State and 
Regional Centers for 
Health Workforce 
Analysis 

Title V, Sec. 5103, 
Page 486 

To conduct demonstration projects 
for purposes of developing core 
training competencies and 
certification programs for personal or 
home care aides 

To allow for the collection, analysis 
and reporting of data related to 
heal th care workforce analysis to the 
National Center for Health 
Workforce Analysis and to provide 
technical assistance to local and 
regional en ti ties on the collection, 
analysis and reporting of data 

apprenticeship 
program registered 
under the National 
Apprenticeship Act 

Communi ty -based 
nizations 

States 

States 

State workforce 
investment boards 

Public health or health 
professions schools 

Academic heal th 
centers 

Public or private 
nonorofi t enti ties 

Grants must be 
awarded no later 
than 9/23/11 and 
project shall be for 
no less than 3 years 

HHS shall use $ 5 
million for each of 
FY s 20 1 0 -2 0 1 2 to 
carry out such 

. ects 
$4.5 million 
appropriated for 
each ofFYs 20] 0-
2014 

Home heal th agencies 

Personal or home care 
agencIes 

Nursing homes 

Academic heal th cen ters 



27. 

Primary Care 
Extension Prograol 

Title V, Sec. 5405, 
Page 532 

Epidemiology­
Laboratory Capacity 
Grants 

Title IV, Sec. 4304, 
Page 466 

Primary Care Ex tension Program 
State Hubs for purpose of the Primary 
Care Ex tension Program es tablished 
by PPACA to provide 
support/assistance to primary care 
providers) 

Hubs shall consist of (at a minimum) 
the state health department, the 
en ti ty responsible for administering 
the state Medicaid program (if other 
than the state health department), the 
state-level en tity administering the 
Medicare program, and the 
departments of 1 or more health 
professions schools in the state that 
train nroviders in nrimarv care 

States or multi-state 
entities that submit 
fully-developed plans 
for either the 
implementation of a 
Hub or for developing 
a Hub 

To assist public heal th agencies in I State and local health 
improving surveillance for, and departmen ts 
response to, infectious diseases and 
other conditions of public health I Indian tribes 
importance by strengthening 
epidemiology capaci ty, enhancing 
laboratory practice, improving 
information systems, and developing 
and implementing prevention and 
control strategies 

Grants for 
implementation of a 
Hub is for 6 years 

Grants for planning 
a Hub is for 2 years 

$120 million 
appropriated for FY s 
2011-2012 and such 
sums as may be 
necessary fo r FY s 
2013·2014 

$1 90 million for I State and local health 
departmen ts 

FY s 20 1 0 -20 1 3 
Indian tribes 



29. 

Fellowship Training 
in Public Health, 
Epidemiology, 
Public Health 
Laboratory Science, 
Public Health 
Informatics, and 
Expansion 

Title V, Sec. 5314, 
Page 518 

Incentives For States 
to Offer Home and 
Community-Based 
Services as a Lo ng­
Term Care 
Alternative to 
Nursing Homes 

Title X. Sec. 10202, 
Page 805 

To address documen ted workforce 
shortages in state and local health 
departments in applied public health 
epidemiology and public heal th 
laboratory science and informatics 
through expansion of existing 
fellowship programs in these areas and 
expanding the Epidemic Intelligence 
Service 

To provide states with incentives to 
offer long-term care services in home 
and community-based settings rather 
than in a nursing home 

State in which 
Medicaid ex pendi tures 
for long-term care 
services and supports 
provided in non-
insti tutionally-based 
settings represent less 
than 50% of all 
Medicaid expenditures 
for long-term care 
services and supports 

appropriated for 
each of FYs 2010-
2013 

A state's Federal 
Medical Assistance 
percentage (i.e. 
Federal Matching) 
will increase by 20/0 
or 50/0 depending on 
applicable category 
state falls into 

Total payments by 
HHS to states during 
10/1/2011-
9/30/2015 up to $3 
billion 

departmen ts 

Home heal th agencies, 
and other community­
based providers, such as 
adult day care and 
companion services 



Grants to Enhance To enhance adult protecti ve services 
Provisions of Adult provided by state and local governments appropriated for I protective agencies 
Protective Services governments each ofFYs 2011-

Tit I e VI ~ Sec. 67 03 l 2014 

Pa£e 676 
I Amount paid to each 

state for a FY shall 
equal the amount 
appropriated for 
that year multiplied 
by the percentage of 
the total number of 
elders who reside in 
US who reside in the 
state (guaranteed 
minimum payment 
amount may also 
a I 

31 State Demonstration To improve detection and preven tion States $25 million I States 
Proj ects for Purpose of elder abuse at state and local levels appropriated for 
of Detecting & each ofFYs 2011-
Preventing Elder 2014 
Abuse 

Title VI~ Sec. 6703, 
Page 677 

32. Grants to State ITO protect residents of long- term care State agencies that $5 million I State agencies 
Survey Agencies facilities by designing and perform surveys of appropriated for 

implementing a complaint skilled nursing each ofFYs 2011-
Title VI. Sec. 6703] I investigation system facili ties or nursing 2014 
Parre 681 facili ties 



Funding for Local To provide funding for state and local State and local adult $3 million 
and Adult Protective adult protective services that perform protective service appropriated for FY I protec ti ve service 
Service Offices certain specified functions including offices 2011 and $4 million offices 

investigation of reports, research and for each of FY s 
Title VI~ Sec. 6703~ dissemination of information related 2012-2014 
Pa e 676 to elder abuse and ne lect 

34. Grants for To establish and operate stationary The following entities $4 million I State or local 
Establishment of and mobile forensic cen ters and to if they have engaged appropriated for governmen t agencies 
Elder Abuse, Neglect develop forensic expertise regarding, in and have expertise 2011, $6 million for 
and Exploitation and provide services relating to, elder in issues relating to 2012 and $8 million I Indian tribes or tribal 
Forensic Centers abuse, neglect and exploi tation elder justice or in a for FYs 2013-2014 organIzatIons 

field necessary to 
Title VI~ Sec. 6703, I Four grants to institutions of higher promote elder justice Other public or pri vate 
Page 672 education with demonstrated expertise efforts: entities with expertise in 

in forensics or commi tment to elder justice 
preven ting or treating elder abuse, State or local 
neglect to establish and operate government agencies; 
stationary forensic centers 

Indian tribes or tribal 
Six gran ts to establish and operate I organizations; and 
mobile forensic cen ters 

Other public or private 
entities 

35. Funds for Nationwide To help states carry out a nationwide States State match I Long-term care facilities 
Program for National program established by HHS for long- requiremen t - 3 
and State term care facilities or providers to times what state I Nursing homes 
Background Checks conduct background checks on guaran tees to make 
on Direct Patient prospecti ve direct pa tien t access available for the I Assisted living service 
Access Employees of employees on a nationwide basis program with max agencIes 
Long-Term Care of $3 million for 
Facilities and newly participating I Home heal th agencies 
Providers states and $1.5 

million for I Personal or home care 
Title Vl~ Sec. 6201~ I previously agencIes 
Page 606 participating states 



37. 

State Demonstration 
Programs to Evaluate 
Alt ern a tiv es to 
Current Medical Tort 
Litigation 

Title X, Sec. 10607, 
Pa2:e 891 
Community-Based 
Care Transitions 
Program 

Title III, Sec. 3026, 
Page 295 

To provide grants to states to 
develop, implement and evaluate 
al terna ti ves to curren t medical tort 
litigation 

To provide funding to furnish 
improved care transition services to 
high-risk Medicare beneficiaries 

Hospitals identified by 
HHS as having a high 
rate of readmission 

Co mmuni ty -based 
organizations that 
provide care transition 
services across a 
continuum of care 
through arrangemen ts 
with eligible hospitals 
whose governing body 
includes representation 
of multiple health care 
stakeholders (including 
consum ' 

Grants shall only be 
provided for 5 years 

Funding amount not 
specified 

Program shall begin I Hospitals 
on 1/1/2011 for a 5-
year period I Home health agencies 

$ 5 00 million in th e 
aggregate for FYs 
2011-2015 



39. 

40. 

Pilot Testing Pay­
For-Performance 
Programs For 
Certain Medicare 
Providers 

Title X, Sec. 10326, 
Page 843 

National Pilot 
Program on Payment 
Bundling 

Title Ill, Sec. 3023, 
Page 281 

Independence at 
Home 
Demonstration 
Program 

Title III, Sec. 3024, 
Page 286 

To conduct a pilot program for 
eligible providers to test the 
implementation of a value-based 
purchasing program for Medicare 
payments 

To establish a pilot program for 
integrated care during an episode of 
care provided to a Medicare Part A or 
B beneficiary around a hospi talization 
in order to improve the coordination, 
quality and efficiency of health care 
serVIces 

To test a payment incentive and 
service delivery model that utilizes 
physician and nurse practi tioner 
directed home-based primary care 
teams designed to reduce expenditures 
and improve heal th outcomes 

Long-term care 
hospitals 

Rehabilitation 
hospitals 

PPS-exempt cancer 
hospi tals 

Hospice programs 

Hospitals 

Physician groups 

Skilled nursing 
facilities 

Home health agencies 

Home health teams 
directed by a physician 
or, in accordance with 
state law, a physician 
assistan t or nurse 
practitioner 

The team may also be 
composed of nurses, 
pharmacists and other 
heal th and social 
services staff 

Program shall occur 
over a 5-year period 

Program to be 
established no later 
than 1/1/2013 

Shall begin no later 
than 1/1/2012 and 
shall occur over a 3-
year period 

$5 million allocated 
for each FY from 
2010·2015 

Long-term care 
hospitals 

Rehabilitation hospitals 

PPS-exempt cancer 
hospitals 

Hospice programs 

Hospitals 

Physician groups 

Skilled nursing facilities 

Home health agencies 

Home health agencies 

Physicians 

Physician assistan ts 

Nurse practitioners 



Demonstration To establish a training demonstration FQHCs Funds sh all be 
Grants for Family program to employ and provide 1- appropriated to 
Nurse Practitioner year training to nurse practi tioners for Nurse-Managed Health implement program I Nurse-Managed Health 
Training Programs careers as primary care providers in Centers for FY s 20 1 1 -20 1 4 Centers 

FQHCs and Nurse-Managed Health 
Title X, Sec. 10501~ I Centers 13-year grants 
Page 877 

Priori ty given to 
those with ability to 
provide training to 3 
nurse practi tioners 

Grant amounts shall 
be up to $600,000 
per grant per year 

HHS may award 
technical assistance 
grants to grant 
reci ien ts 

42. I Grants to Support To provide for the phased-in Health care providers Funding amount not I Heal th care pro viders 
Shared Decision development, implementation and specified 
making evaluation of shared decision making 
Impl em en tation using patien t decision aids to improve 

the understanding of pa tien ts of their 
Tit} e rIll Sec. 3506 l I medical treatment options 
Page 411 

43. I Grants or Contracts To implement medication Entities that provide a Shall begin no later I Pharmacists 
to Implement managemen t services provided by setting appropriate for than 5/1/2010 
Medication licensed pharmacists as a medication I Hospitals 
Man age men t S e rv ice s collabora ti ve, multidisciplinary, management services 
in Treatment of in terprofessional approach to the I Clinics 
Chronic Diseases trea tmen t of chronic diseases 

Home health agencies 
Title III~ Sec. 3503 l 

Paf!e 398 



Grants or Contracts To develop performance · measures Entities that provide a Funding amount not 
to Fund Development that assess the use and effectiveness of setting appropriate for specified 
of Performance - medication therapy management medication I Hospi tals 
Meas ures for serVIces managemen t services 
Medication Therapy I Clinics 
Managemen t Services 

Title III~ Sec. 3503~ 
Pa e 400 

45. I Incentive Payment To strengthen and ex pand access to General surgeon who For major surgical I Surgeons 
Program for Major general surgery services by providing performs major procedure services 
Surgical Procedures financial incen tives for surgeons to surgical procedures in on or after 1/1/2011 
Furnished in Health perform surgical procedures in shortage areas and before 1/1/2016 
Professional Shortage shortage areas (10 % additional 
Area paymen t for such services) I Funding amount not 

specified 
Title V~ Sec. 550l, 

I Page 535 
46. Hospital Value-based I To establish a hospItal value-based Hospi tals are eligible Shall apply to I Hospitals 

Purchasing Program purchasing program under which to participate unless payments for 
value-based incentive payments are the hospital is subject discharges occurring 

Title III~ Sec. 3001~ I made to hospitals that meet specified to certain payment on or after 
Pa2e 235 performance standards reductions, has been 10/1/2012 

ci ted for patient 
health or safety I Funding amount not 
deficiencies that pose specified 
immediate jeopardy to 
the health or safety of 
patients, or lacks a 
minimum number of 
cases or measures, as 
determined bv HHS 



Shall be established 
Purchasing measuring and rewarding quality and hospitals by 3/23/2012 and 
Demonstration efficient health care furnished by shall occur over a 3-
Program for inpa tien t cri tical access hospi tals year period 
Inpatient Critical 
Access Hospitals I Funding amount not 

specified 
T i tl e I II ~ Sec. 3 0 0 11 
Pa e 244 

48. Value-based To test innovative methods of Hospi tals excluded Shall be established I Hospitals 
Purchasing measuring and rewarding quali ty and from the hospital by 3/23/2012 and 
Demonstration efficien t heal th care furnished by value-based purchasing shall occur over a 3-
Program for hospi tals excluded from value-based program as a result of year period 
Hospitals Excluded purchasing program an insufficient number 
from Hospital Value- of measures or cases as I Funding amount not 
based Purchasing determined by HHS specified 
Progra m as a Res u It 
of Insufficient 
Numbers of 
Meas ures and Cas es 

Title 1111 Sec. 3001~ 
Pa e 245 

49. I Medicare Hospice To determine if the use of a 15 Medicare Program shall occur I Hospices 
Concurrent Care concurrent care system improves participating hospice over a 3 -year period 
Demonstration patient care, quality of life and cost- programs from a mix 
Program effecti veness of rural and urban 

areas 
Title III~ Sec. 3140~ 
Pa e 322 

50. I Research-Based To award gran ts to demons trate the Community-based Funding amount not I Dentists 
Dental Caries effecti veness of research -based den tal providers of dental specified 
Disease Management caries managernen t services, including: Hospitals 

Title IV~ Sec. 4102~ FQHCs; Clinics 
Pa2:e 433 



51. Incentive Payments 
Program for Primary 
Care Physicians 

Title V, Sec. 5501. 
Page 534 

To expand access to primary care 
services (provides 100/0 addi tional 
payment on primary care services 
provided by primary care 
practitioners) 

Clinics of a state­
owned or operated 
hospital 

Indian Heal th Service, 
Indian tribe or urban 
Indian dental service; 

Heal th system 
providers; 

Private providers of 
den tal services; 

Medical, dental, public 
health, nursing or 
nutri tion educational 
insti tu tions; and 

National organizations 
involved in improving 
children's oral health 
The following 
practi tioners for 
whom primary care 
services accounted for 
at least 600/0 of the 
allowed charges for 
tha t practitioner: 

Practitioners who 
have primary specialty 
designations of family 
medicine, internal 
medicine, geriatric 
medicine. or oediatric 

For primary care 
services on or after 
111 12011 and before 
1/1/2016 

Funding amount not 
specified 

Primary care physicians 



Nurse prac ti tioners, 
clinical nurse 
specialists or physician 
assistants 

52. Certified ERR To assist long-term care facili ties by I Long-term care Appropriated for FY I Long-term care facilities 
Tech nology Gra nt providing funds to offset costs related facilities 2011-$20 million 
Program to purchasing, leasing, etc. certified 

electronic heal th records I FY 20 12 -$ 1 7 .5 
Title VI~ Sec. 6703: I (" EHR")technology million 
Page 674 

FY s 20 1 3 -20 14 
$15 million 
(includes funding for 
entries 53 and 54 
below , 

53. Grants and To improve long-term care staffing Long-term care Shares same funding I Long-term care facilities 
Incentives for Long- by providing eligible en ti ties funds to facili ties as entry 52 above. 
term Care Staffing carry out programs which offer I Community-based long-

employees providing direct care in Co mmuni ty -based term care entities 
Titl e VI ~ Sec. 6703: I long-term care, continuing training, long-term care 
Pa£e 673 bonuses, commissions etc. providers 

54. Programs to Improve To enhance quality of long-term care Long-term care Shares same funding Long-term care facilities 
Management by providing training and technical facilities as entry 52 and 53 
Practices in Long- assistance to eligible enti ties regarding above. I Community-based long-
term Care rnanagernen t practices using rneth ods Communi ty-based term care entitles 

demonstrated to provide retention of long-term care entities 
Title VI: Sec. 6703: I individuals who provide direct care 
Pa2'e 673 



Support and improvement of state Eligible entities with 
long-term care ombudsman programs- relevant expertise and 

Program Grants and I enti ties to conduct pilot programs experience in abuse I Community-based long-
Training with state long-term care ombudsman and neglect in long- $ 7.5 million for FY term care entItles 

offices term care facilities or 2012 
Title VI~ Sec. 6703~ 

I 
long-term care 

Page 678 ombudsman programs $10 million for FY s 
and res onsibilities 2013-2014 

56. I National Independent To develop, test, and implemen t an Chains of skilled Shall begin no later I Skilled nursing facilities 
Monitor independent monitor program to nursing facilities and than 3/23/2011 and 
Demonstration oversee interstate and large intrastate nursing facilities the project must be I Nursing facilities 
Proj ect chains of skilled nursing facilities and conducted for a 2-

nursing facilities year period 
Title VI~ Sec. 6112~ 
Page 598 I Skilled nursing 

facility chains are 
responsible for a 
portion of the costs 
associated with the 
appointment of the 
independen t 
monitors associated 
with this 
demonstration 
project 

Funding amount not 
cified 

57. Graduate Nurse To provide additional qualified clinical Up to 5 eligible $50 million I Hospitals 
Education training to advance practice nurses by hospitals appropriated for 
Demonstration reimbursing eligible hospitals for the each FY 2012-2015 
Proj ect provision of such training , 'eligible hospi tal" 

means a hospital or a 
Title V l Sec. 5509~ I critical access hospital 
Page 556 that has a written 



58. 

59. 

Grants for Training 
in Family Medicin e, 
General Internal 
Medicine, Pediatrics 
and Physician 
Assistantships * 

Title V, Sec. 5301, 
Page 497 

Quality 
Improvement 
Technical Assistance 
Grant 

Title III, Sec. 3501, 
Page 393 

To enhance heal th care workforce 
education and training through 
support and development of primary 
care training programs, fellowships, 
demonstration programs and other 
efforts in areas of family medicine, 
general in ternal medicine or general 
pediatrics 

To provide technical support to 
institutions and providers so that such 
institutions and providers understand, 
adapt and implement the models and 
practices identified in research 
conducted by th e Cen ter for Quali ty 
Improvement and Patient Safety 

with (i) 1 or more 
applicable schools of 
nursing; and (ii) 2 or 
more applicable non­
hospital community­
based care settings 
Accredi ted public or 
non profit -private 
hospitals 

Schools of medicine or 
osteopathic medicine 

Duration of award is 
5 years 

$125 million 
appropriated for FY 
20 1 0 and such sums 
as may be necessary 

Academically affiliated I for each of FYs 
physician assistant 2011-2014 
training programs or 

Public or private non 
profi t enti ties deemed 
appropriate by HHS 

The following entities 
which have 
demonstrated 
expertise in providing 
information and 
technical support and 
assistance to health 
care providers 
regarding quali ty 
improvement: 

150/0 of amount 
above is designated 
for physician 
assistan t training 
programs that 
prepare students to 
practice in primary 
care 
20% matching fund 
requirement 

Funding amount not 
specified 

Hospi tals 

Schools of medicine 

Physician assistant 
training programs 

Public or private non 
profi t enti ties deemed 
appropriate by HHS 

Hospitals 

Clinics 

Physicians 

FQHCs 

Home health agencies 

Nursing homes 



Health care provider 
associations 

Professional societies 

Heal th care worker 
o rgani za ti 0 ns 

Indian health 
organizations 

Quality improvement 
organizations 

P a ti en t safety 
o rgani za ti 0 ns 

Local quality 
improvement 
collaboratives 

The Joint Commission 

Academic heal th 
centers 

Universities 

Physician-based 
research networks 

Primary care 
extension programs 

providers 



60. 

61. 

62. 

Grants to Nurse­
Managed Health 
Clinics 

Title V, Sec. 5208, 
Page 495 

Nurse Education, 
Practice, and 
Retention Grants * 

Title V, Sec. 5309, 
Page511 

Nurse Faculty Loan 
Program * 

Title V. Sec. 5311, 
Page 514 

To fund operation of Nurse-Managed 
Heal th Clinics 

To enhance the nursing workforce by 
ini tiating and main taining nurse 
reten tion programs including career 
advancement initiatives 

To increase the number of qualified 
nursing faculty by having HHS make 
payments on loans of nurses attaining 
certain levels of education and 
agreeing to be employed as faculty at 
accredited nursing schools 

Service programs or 
programs operated by 
an Indian tribe 
Nurse-Managed Health 
Clinics 

Accredited schools of 
nursing, health care 
facilities, or 
partnerships of such 
schools and facilities 

Individuals who: 

(1) are a United States 
citizen, national, or 
lawful permanent 

resident~ 

(2) hold an 
unencumbered license 
as a registered nurse; 
and 

(3 ) have ei th eralready 
comoleted a master's 

$50 million 
appropriated for FY 
20 1 0 and such sums 
as shall be necessary 
thereafter 

Gran t am oun ts based 
on financial need of 
clinic 
Appropriated such 
sums as may be 
necessary for each 
of FYs 2010-2012 

Indi viduals 
completing masters 
in nursing or 
equivalent have a 
cap of $1 0,000 per 
year and total 
payments during FYs 
2010 and 2011 can 
not exceed $40,000 

Indi viduals 
completing 
doctorate in nursing 
or equivalent have a 
can of $20.000 ner 

Nurse-Managed Heal th 
Clinics 

Accredi ted nursing 
education programs 

Heal th care facili ties 

Partnerships of nursing 
education programs and 
heal th care facilities 
Nurses 



63. 

64. 

Grants to Individuals 
to Enter Careers in 
Geriatrics 

Title V, Sec. 5305, 
Page 506 

Pediatric Loan 
Repayment Program 

Title V, Sec. 5203, 
Page 489 

To provide career awards and 
comprehensive education to 
individuals in geriatric areas in 
exchange for minimum employment 
commi tmen ts 

Increasing the supply of the health 
care workforce by supporting efforts 
to recruit and retain individuals in 
pediatric special ties to service 
underserved areas 

or doctorate nursing 
program at an 
accredited school of 
nursing or is currently 
enrolled 

Advanced practice 
nurses, clinical social 
workers, pharmacists, 
or students of 
psychology pursuing 
doctorate or other 
advanced degrees in 
geriatrics or related 
fields in accredited 
health professions 
schools 
U.S citizen/permanent 
legal resident that: 

(i) is a licensed 
physician entering or 
receiving training in 
an accredited pediatric 
medical sub specialty 
or pediatric surgical 
special ty, residency, or 
fellowship or has 
completed (but not 
before the end of 
2010) training set 
forth in PP ACA; or 

year and total 
payments during FYs 
20 1 ° and 2 ° 1 1 can 
not exceed $80,000 

Appropriated such 
sums as may be 
necessary for each 
ofFYs 2010-2014 
$10 million I Nurses 
appropriated for FY s 
2011-2013 I Social workers 

I Pharmacists 

I Students of geria tric 
studies 

I HHS shaH make a Health care or mental 
maximum of heal th pro fessionals in 
$35,000 per year pediatric special ties 
payment on 
education loans 
(undergraduate or 
GME education 
loans) for eligible 
professional for no 
more than 3 years 

$20 million 
appropriated for 
each of FYs 2010-
2013 for child and 
adolescen t men tal 



(ii) a health care 
professional who (a) 
has received 
specialized training or 
clinical experience in 
child and adolescent 
mental health the 
areas specified in 
PPACA, or (b) who 
has a license or 
certification in the 
state to practice 
allopathic medicine, 
osteopathic medicine, 
psychology, school 
psychology, 
behavioral pediatrics, 
psychia tric nursing, 
social work, school 
social work, substance 
abuse disorder 
prevention and 
treatment, marriage 
and family therapy, 
school counseling, or 
professional 
counseling; or 

(iii) is a mental health 
service professional 
who completed (but 
not before the 2010 
calendar year) 
specialized training or 
clinical experience in 
child and adolescent 

$30 million 
appropriated for 
each of FYs 2010-
2014 for pediatric 
medical specialists 
and pediatric surgical 
specialists 



65. 

66. 

Public Health 
Workforce Loan 
Repayment Program 

Title V, Sec. 5204, 
Page 488 

Allied Health Loan 
Forgiveness Program 

Title V, Sec. 5205. 
Page 493 

To assure adequate supply of public 
health professionals to eliminate 
critical public health workforce 
shortages in Federal, state, local and 
tribal public heal th agencies 

To assure an adequate supply of allied 
heal th professionals and to eliminate 
cn tical allied heal th workforce 
shortages in the Federal, state and 
local and tribal public heal th care 
agencies 

men tal health 
ecified in PPACA. 

U.S. Citizen (i) 
enrolled in or accepted 
for enrollment in 
academic educational 
institutions for public 
health or health 
professions degree and 
meeting additional 
specifications set forth 
in PPACA; or 

(ii) individuals who 
have graduated during 
a preceding 10-year 
period with a public 
health or health 
professions degree 
meeting additional 
specifications set forth 
in PPACA 
Allied heal th 
professionals who 
ha ve graduated and 
received allied health 
professions degrees or 
certificates and are 
employed with 
Federal, state, local or 
tribal public health 
agencies or in a setting 
where patients might 
require heal th care 
services, including 
acute care facilities 

F or each year which 
an individual 
contracts to serve, 
HHS may pay a max 
of $35,000 per year 
served with max of 
113 of loan balance 
for individuals with 
less than $105 ,000 

$195 million 
authorized for 2010 
and such sums as 
may be necessary for 
each ofFYs 2011-
2015 

Funding amoun t not 
specified 

Individuals in public 
health 

Students 

Recen t graduates 

Allied heal th 
professionals 



67. 

68. 

Quality 
Improvement 
Program for 
Hospitals with a 
High Severity 
Adjusted 
Readmission Rate 

Title III, Sec. 3025, 
Pa!!e 294 

Co-Locating Primary 
And Specialty Care In 
Community-
Based Mental Health 
Settings 

Title V, Sec. 5604, 
Paf!e 561 

To make available a program for 
hospi tals to improve their 
readmissions rate through the use of 
patient safety organizations 

To improve care to adults with mental 
illness who have co-occurring primary 
care conditions and chronic diseases 
through co-location of primary and 
specialty care services in community­
based mental and behavioral health 
settings 

ambulatory care 
facilities, personal 
residences and 0 ther 
settings located in 
heal th professional 
shortage areas, 
medically underserved 
areas, or medically 
underserved 

lations 
Hospi tals with high 
readmission rates for 
patients with certain 
conditions that has 
not taken appropriate 
steps to reduce the 
readmissions rate and 
improve patient safety 

Qualified community 
men tal health 
programs defined 
under section 
1913(b)(1) of the 
Public Health Act 

Program shall begin 
no later than 
3/23/2012 

Funding amount not 
specified 

$50 million 
appropriated for FY 
20 1 0 and such sums 
as maybe necessary 
for each of FY s 
2011-2014 

Hospitals 

Community mental 
heal th programs 



Program for Early To make competitive grants to 
Detection of Certain eligible en ti ties to (1) screen "at risk centers LUiU-LU14 IS I centers 
Medical Conditions individuals" (exposed to appropriated for 
Related to en vironmen tal heal th hazards) for FQHCs funding I FQHCs 
Environmental en vironmen tal health conditions 
Health Hazards including, but not limi ted to, Indian tribal $20 million for each I Indian tribal 

asbestosis, pleural thickening/plaques, governmen ts 5-FY period governments 
Title Xl Sec. 10323 l I mesothelemia and malignancies of the thereafter 
Page 839 lungs, colon, rectum, larynx, stomach, National Cancer National Cancer 

esophagus, pharynx or ovary; (2) Institute designated Appropriated funds Ins ti tu te designated 
develop and disseminate public cancer cen ters shall remain cancer cen ters 
information and education about available un til 
screening availability, detection, State and local expended I Miscellaneous non-
prevention and treatment of governments profit organizations 
en vironmen tal heal th conditions, and 
availability of Medicare benefits for I Miscellaneous non-
certain people diagnosed with an profi t organizations 
environmen tal health condition 

70. Demonstration To test the impact of providing at- I Community health I Funding amount not I Communi ty heal th 
Project Concerning risk populations who utilize centers specified cen ters 
Individualized communi ty health cen ters an 
Wellness Plan individualized wellness plan that is 

designed to reduce risk factors for 
Title IV~ Sec. 4206~ I preventable conditions as identified by 
Page 458 a comprehensive risk-factor 

assessmen t, including weigh t, 
tobacco/alcohol use, exercise, 

I . . .. . .. ..... . . . . ... ... .. ....... 1 nutrition and blood Eressure 
:'·:· ;~~Jit! '~~aiJXq~ll!t~:±ii;Q1l\li~t:~i~Bi:~;~m\t~t~~i~~~~1iil:\<~~Ji~il~;"'mfitt{i!~ 
71. Additional Funding To increase funding for aging and I Aging and disabili ty I FY 2009 - $5 

for Aging and disability resource centers for FYs resource centers million I resource cen ters 
Disability Resource 2009-2012 
Centers I FY s 20 1 0 -2 0 12 -

$10 million in the 
Title IIIl Sec. 3306 l I aggregate 
Page 352 



73. 

Funding to Expand 
State Aging and 
Disability Reso urce 
Centers 

Title II, Sec. 2405, 
Page 187 

Increased Funding for 
Area Agencies on 
Aging 

Educatio n Ce n ters 
Infrastructure 
Developm en t 

Title V, Sec. 5403, 
Page 526 

HHS will provide funds to (i) support 
and expand Aging and Disability 
Resource Centers, and (ii) support 
efforts of Aging and Disability Centers 
and other public and private state and 
community-based organizations, 
including faith-based organizations, to 
serve as benefit enroll men t cen ters 
To increase funding for area agencies 
on aging for FYs 2009-2012 

T6 enable eligible entities to initiate 
or con tinue heal th care workforce 
education programs and to improve 
existing area health education 
programs (programs must use at least 
1 area health education center) 

For FYs 2010-2014, 
an additional $10 
million per FY will 
be appropriated to 
fund the programs 

Area agencies on aging I FY 2009 - $7.5 
million 

osteopa thic medicine, 
an incorporated 
consortium of such 
schools, or the parent 
institutions of such 
schools 

In states where no 
cen ter program is in 
operation, HHS may 
award this type of 
grant to a school of 
nurSIng 

En ti ty receiving 
grant must match an 
amount that is equal 
to not less than 50% 
of the costs of 
opera ting the 
program. At least 
250/0 of the total 
required non-Federal 
contributions shall 
be in cash. (Waivers 
of matching funds 
requiremen t may 
apply) 

Awards based on 
number of health 
education centers 
included in the 
program (not less 
than $250.000 

Area agencies on aging 

Medical or osteopathic 
schools, an incorporated 
consortium of schools, 
or paren tins ti tu ti ons of 
schools 

Schools of nursing 
(where above do not 
exist in state) 



75. 

76. 

Grants for Train i ng 
in Family Medicine, 
General Internal 
Medicin e, Gen eral 
Pediatrics and 
Physician 
Assistantships * 

Title V, Sec. 5301(b), 
Pa1!e 498 
Establis hment of 
United States Public 
Health Sci ences 
Track 

Tit) e V, Sec. 5315, 
Page 521 

To have schools establish, maintain, 
or improve academic units or 
programs that improve (i) clinical 
teaching and research in the fields of 
family medicine, general internal 
medicine or general pediatrics; or (ii) 
programs that integrate academic 
administrative units in these fields to 

emphasizes team based service, public 
health, epidemiology and emergency 
preparedness (the" Track") to be 
located at existing and accredited, 
affiliated health professions education 
training programs at selected academic 
health centers. Surgeon general is 
provided with authority to set 
programs, fellowships, hiring, etc. for 
the Track 

Schools of medicine or 
osteopathic medicine 

Medical, dental, 
physician assistant, 
pharmacy, behavioral 
and men tal health, 
public health, and 
nursing students in the 
Track can enter into 
contract with the 
Surgeon General for 
tui tion (or tuition 
remission) and a 
stipend in return for 
obligated service with 
the Commissioned 
Corps of the Public 
Heal th Service equal to 
2 years for each 

annually per area 
health education 
center) 

$125 million 
appropriated for 
each of FYs 2010-
2014 (limitations 
exis 
$750,000 
appropriated per 
year for each FY 
2010-2014 

HHS shall trans fer 
from the public 
heal th and social 
serVIces emergency 
fund such sums as 
may be necessary to 
carry out 
establishment of the 
Track 

Funding amount not 
specified 

Schools of medicine or 
osteopathic medicine 

Track students 



77. Area Health 
Education Centers 
Poi n t 0 f S e rv ice 
Maintenance and 
Enhancement Award 

Tit] e V, Sec. 5403, 
Page 526 

To maintain and improve the 
effecti veness and capabili ties of 
existing area health education center 
programs 

school year enrolled at 
the college (reduction 
in time may apply as 
specified) 

Participa ting heal th 
profession institutions 
(selected by HHS) may 
be reimbursed for the 
cost of educational 
services provided by 
the institutions to the 
Track students 
Entities that have 
recei ved infrastructure 
developmen t funds, 
operates in an area 
heal th education 
cen ter program, 
including an area 
heal th education 
center or centers, and 
have a center or 
cen ters that are no 
longer eligible to 
recei ve infrastructure 
developmen t grants 
(described directly 
above) 

Entity receiving 
grant must match 
not less than 50% of 
the costs of 
operating the 
program (25% cash 
requirement applies). 
(Waivers of 
matching funds 
requiremen t may 
apply) 

Awards of not less 
than $250,000 
annually per area 
health education 
center included in 
the 

Schools of Inedicine or 
osteopathic Inedicine, an 
incorporated consortium 
of such schools, or the 
parent institutions of 
such schools 

Schools of nursing 
(where above do not 
exist in state) 



Schools of allopathic 60 days after I Schools of allopathic or 
school graduates who practice in or osteopathic enactment of this osteopathic medicine 
underserved rural communities (RHS medicine program, HHS shall 

Title X~ Sec. 10501~ I shall issue regulations that will define issue regulations that 
Page 882 the term "underserved rural will define 

communi ties") underserved rural 
community 

Priori ty will be given 
to applicants who 
meet certain cri teria 
such as having a 
record of 
successfully training 
studen ts who 
practice in 
underserved rural 
communities 

$4 million is 
appropriated for 
program for each FY 
from 2010-2013 

79. I Preventative To provide training to graduate Accredited schools of $43 million for FY I Accredited schools of 
Medicine and Public medical residents in preventive public health 2011 are public heal th 
Health Training medicine special ties appropriated and 
Grant Program Accredited schools of necessary amounts I Accredited medical and 

medicine or for FYs 2012-2015 osteopathy schools 
Title X~ Sec. 10501) I osteopathic medicine 
Page 883 Accredited private or 

Accredited private or public non-profi t 
public non-profit hospi tals 
hospitals 

State, local or tribal 
State, local or tribal I heal th departmen ts 
health deoartments 



Grants for Training To provide and give gran ts to eligible Accredited educational $60 million 
for Mid-Career Public entities for entities to award institutions that offer appropriated for FY 
and Allied Health scholarships to mid-career a course of study, 20 1 0 and such sums Mid-career professionals 
Professionals * professionals in the public heal th and certified program, or as are necessary for in public health and 

allied heal th workforce enabling such professional training FY s 20 11 -2 0 1 5 allied heal th 
Titl e V l Sec. 5206 l I individuals to rec ei ve addi ti 0 nal program in public 
Page 494 training in the field of public health health or allied heal th 150% to allied heal th 

and allied heal th or a related discipline mid-career 
professionals and 
50% to ublic health 

8l. I Grant for Support and To support and develop den tal related Schools of dentistry, En ti ty receiving I Dental schools and their 
Developnlent of training programs (including financial public or non-profit grant gets grant for students 
Trainin gin Gen eral, assistance programs, training, private hospital, or 5 years subject to 
Pediatric, and Public fellowships, loan repayment program other private non- annual approval I Hospitals 
Health Dentistry for faculty in dental program) profit entity as 

determined by HHS $30 million Other private non-profit 
Title V l Sec. 5303 l 

I Eligible en ti ti es 
appropriated for FY en ti ties as determined by 

Page 500 20 1 0 and such sums HHS 
includes entities that as may be necessary 
ha ve programs in thereafter for FY s I Residents 
den tal or den tal 2011-2015 
hygiene schools, or I Practicing den tists 
approved residency or 
advanced education I Dental hygienists 
programs in the 
practice of general, Full-time faculty of 
pediatric or public general, pediatric or 
health den tistr ublic heaHh den tistr 

82. Alternative Dental To award 15 grants to eligible en ti ties En ti ties which are Shall not begin later Institutions of higher 
Health Care to allow entities to establish a within a program than 3/23/2012 and education (including 
Providers demonstration program designed to accredited by the shall conclude no t communi ty colleges) 
Demonstration increase access to den tal health care Commission of Dental later than 7 years 
Proj ect services in rural and other underserved Accreditation or after enactment I Public-private 

communities within an accredited partnerships 
Title V~ Sec. 5304~ dental education Each grant is not 
Pa!!e 503 nrOQ:ram and are less than $4 million 



83. Grants for Mental 
and Behavioral 
Health Education and 
Trai n i ng* 

Title V, Sec. 5306, 
Page, 508 

To support the recruitmen t of 
students for, and education and clinical 
experience of students in certain 
education tracks related to men tal and 
behavioral health as described in 
PPACA 

Insti tu tions of higher 
education (including 
community colleges) 

Public-private 
partnerships; 

FQHCs; 

Indian Heal th Service 
facilities; 

State or county public 
heal th clinics; 

Heal th facilities 
operated by Indian 
tribes; or 

Public hospi tals or 
heal th systems 
Institutions of higher 
education 

(At least 4 grants to 
historically black 
colleges or universities 
or other minority 
ins ti tu tions) 

for the 5 year period 
during which the 
demonstration 
project being 
conducted 

Cap on first year 
disbursemen t 
applies- 20% of the 
total funding 
distributed in first 
year and minimum 
of 15% of funding 
for each year after 

Authorized to be 
appropriated for FYs 
2010-2013: 

$ 8 million for 
training in social 
work; 

$12 million for 
training in graduate 
psychology, of 
which not less than 
$10 million shall be 

Indian Heal th Service 
facilities or Indian 
Tribes 

State or county public 
heal th clinics 

Health facili ties 
operated by Indian tribe 

Public hospitals or 
health systems 

Institutions of higher 
education 



84. Depressive Disorder 
Grant Program 

Title X, Sec. 10410, 
Page 866 

To award competitive grants to 
eligible entities to establish national 
centers of excellence for depression 
("Cen ters") to conduct acti vi ties 
related to depressive disorder 
treatmen t 

Institutions of higher 
education 

Public and private 
research institutions 

allocated for 
doctoral, 
postdoctoral, and 
internship level 
training; 

$10 million for 
training in 
professional child 
and adolescen t 
mental health; and 

$ 5 million for 
training in 
paraprofessional 
child and adolescent 
work 
Not later than 
03/23/2011, not 
more than 20 
Centers may be 
established 

Not later than 
9/30/2016, not more 
than 30 Centers may 
be established 

Grants are awarded 
to recipients for a 5-
year period and 1 
additional 5 -year 
period 

Grant priority will be 
'ven ifmeet 

Institutions of higher 
education 

Public and private 
research institutions 



85. Demonstration 
Program to Integrate 
Quality Improvement 
and Patient Safety 
Tr a i n i n gin toe lin i c a I 
Educatio n of Health 
Professionals 

Title III, Sec. 3508, 
Page 412 

To develop and implement academic 
curricula tha t in tegrates quality 
improvement and patient safety in 
the clinical education of heal th 
professionals 

Heal th pro fessions 
schools 

Schools of public 
health 

Schools of social work 

Schools of nursing 

Schools of pharmacy 

Graduate medical 
education programs 

Schools of health care 
administration 

1 Grant provided to 
recipien t to be the 
coordinating center 
of excellence for 
depression 

Entities must match 
(with non-federal 
funds) $1 for every 
$5 awarded 

Recipients may not 
be awarded more 
than $5 million 
except for 
coordinating center 

ets $10 million 
Funding amount not 
specified 

Academic institutions 



To develop and implement programs Health care Funding am oun t not 
to provide education and training to professions schools specified 

Training in Pain Care I health care professionals in pain I Hospices 
management Hospices 

Title IV~ Sec. 4305~ 
I 

I Hospitals 
Page 468 Other public and 

private entities I Home heal th agencies 

Nursing homes 

Ph sicians 
87. I Grants for Training To allow entities to provide new Institutions of higher $10 million Institutions of higher 

for Direct Care training opportunities for direct care learning who are appropriated for FYs learning 
Workers workers who are employed in long- accredited and have 2011-2013 

term care settings such as nursing established a public- I Nursing homes 
Title V~ Sec. 5302~ I homes, assisted living facilities and private educational (Eligible en ti ty 
Page 499 skilled nursing facilities, in termediate partnership with a provides funding to I Assisted living service 

care facilities for individuals with nursing home or eligible individuals to agencies 
mental retardation, home and skilled nursing facility, offset cost of tuition 
community-based settings and any agency or en ti ty and other fees for I Home heal th agencies 
other setting HHS determines to be providing home and enrollment in 
appropriate community-based programs provided 

services to individuals by the eligible 
with disabilities, or enti ty) 
other long-term care 

rovider 

Grants for the To establish and operate school-based School hlsed health centers $50 million per FY Schools with school-
Establishment of heal th cen ters or sponsOlli incluling from 2010-2013 based heal th cen ters and 
School-based Health hospitals, public health listed sponsors 
Centers departments, community 

health centers, nonprofit 
Title IV~ Sec. 4101: I health care agencies and 
Pa!!e 428 Indian tnbal 



To support the operation of school- School-based health I Funding amount not 
Operation of School- I based heal th cen ters cen ters or sponsors specified 
based Health Centers including hospi tals, 

public heal th 
Title IV~ Sec. 4101~ I departm en ts, 
Page 429 communi ty health 

centers, nonprofit 
health care agencies 
and Indian tribal 
ovemments 

ilf£~~jI~f,~41~""_.kjl~~~~~_,::~~"· ' ~J H'i~:~" _·' . 
90. I Programs Relating to To increase awareness of breast health HHS shall award gran ts $9 million I Hospitals 

Breast Health and and education for young women (ages to (1) entities to appropriated for 
Cancer 15 -44) and provide assistance to establish national each FY from 2010- I Physicians 

young women diagnosed with breast mul timedia campaigns 2014 
Title X~ Sec. lO413 l I cancer and pre-neoplastic breast oriented towards breast I Clinics 
Page 873 diseases heal th and education Priority shall be 

for young women; and given to applican ts I Community-based health 
(2) any organization that deal specifically preven tion programs 
or institution who will with young women 
provide assistance and diagnosed with breast 
information directed cancer and pre-
to young women with neoplastic breast 
breast cancer and pre- disease 
neoplastic breast 
disease 

91. National Congenital To track and organize the Public or private non- Funding amount not I Hospitals 
Heart Disease epidemiology of congeni tal heart profi t enti ty with specified 
S u rv e i II a n c e S y s t e m disease ("CHD") information in to specialized experience I Clinics 

population based national surveillance with CHD 
Title Xl Sec. 10411~ I system that compiles data concerning I FQHCs 
PaQe 870 actual occurrences of CHD 



Gra n ts or Con tracts To develop quality measures that Entities that: Funding amoun t not 
for Quality Measure allow the assessment of health specified 
Developmen t outcomes, coordination of care, Have demonstrated I Clinics 

decision making, meaningful use of expertise and capacity 
Title III~ Sec. 3013. I health information technology, in the develop men t I FQHCs 
Page 264 patien t safety, effecti veness of care, and evaluation of 

patient-centeredness of care, quali ty measures; I Academic insti tu tions 
efficiency, health dispari ties or 
patient satisfaction I Have adopted certain 

procedures in the 
quality development 
process; 

Collaborate with 
certain en ti ties 
regarding quali ty 
measures; and 

Have transparent 
governing and 
conflicts of interest 

olicies 
93. I Office on Women's To fulfill the mission of this new Public and private Funding amount not I Hospitals 

Health Grants govemmen t agency including en ti ties, agencies and specified 
promoting and funding women's organizations I Governmen t agencies 

Title llll Sec. 3509~ I health initiatives, providing advice 
Page 414 and consultation regarding women's I Clinics 

heal th issues and facili ta ting the 
exchange of information about I Physicians 
women's heal th 



95. 

Program Payments to 
Teaching Health 
Centers that Operate 
Graduate Medical 
Education Programs 

Title V, Sec. 5508, 
Pa e 552 
Teaching Health 
Centers Development 
Grants 

Title V, Sec. 5508, 
Page 550 

Expansion of existing or 
establishment of new approved 
graduate medical residency training 
programs at qualified teaching health 
centers 

Establishing or expanding primary 
care residency training programs 
(family medicine, internal medicine, 
pediatrics, internal medicine 
pediatrics, obstetrics and gynecology, 
psychiatry, general dentistry, pediatric 
den tistry, and geriatrics) at teaching 
heal th cen ters 

Qualified teaching 
heal th centers that are 
listed as sponsoring 
institutions by the 
relevant accrediting 
bodies 

Teaching heal th 
centers (enti ties that 
are community-based, 
ambulatory patient 
care centers and 
opera te a primary care 
residency program 
(includes federally 
qualified health 
centers, community 
men tal heal th center, 
rural heal th clinic and 
health center operated 
by Indian Health 
Service, an Indian tribe 
or tribal organization 
or an urban Indian 
organization) ) 

Amounts 
appropriated are not 
to exceed $230 
million for FY s 
2011-2015 

Grants shall be for a 
term of not more 
than 3 years and the 
maximum award 
may not be more 
than $500,000 

$25 million 
appropriated for 
FY 2010 

$50 million 
appropriated for 
FY 2011 

$50 million 
appropriated for 
FY 2012 

and such sums as 
may be necessary for 
each FY thereafter 

No more than 
$5 million annually 
may be used for 
technical assistance 

ants 

Qualified teaching heal th 
centers 

Federally qualified 
teaching heal th cen ters 

Communi ty men tal 
heal th cen ters 

Rural health clinics 

Indian heal th centers 



97. 

Cures Acceleration 
Network Grant 
Program 

Title X, Sec. 10409, 
Page 860 

$100 Million FY 2010 
Appropriation 

Title X, Sec. 10502, 
Page 885 

competi ti ve gran ts, cooperati ve 
agreemen ts and con tracts to eligible 
enti ties to accelerate the development 
of high need cures 

To be used for debt service on, or 
direct construction or renovation of, a 
health care facility that provides 
research, inpatient tertiary care, or 
outpatient clinical services 

Institutions of higher 
education 

medical center 

Biotechnology/ 
pharmaceutical 
companies 

Disease or pa tien t 
advocacy 
organizations 

Academic research 
ins ti tu tions 
Facility must be 
affiliated with an 
academic health center 
at a public research 
university in the U.S. 
that contains a state's 
sole public academic 
medical and den tal 
school 

Each award shall not 
be more than $15 
million per project 
for the 1 st FY and 
may receive $15 
million in subsequen t 
years 

Appropriated $500 
million for FY 2010 
and necessary 
amounts for 
subsequen t FY s 

To remain available 
for obligation un til 
09/30/2011 

$100 million 
available 

Federal support 
represents not more 
than 40% of total 
cost of the proposed 
new facili 

Institutions of higher 
education medical 
centers 

Biotechnology/ 
P harmaceu tical 
companIes 

Disease or patient 
advocacy organizations 

Academic research 
institutions 

Academic institutions 



To protect residents of long-term care $12 million 
National Training facilities by establishing and operating appropriated for 
Institute for a na tional training insti tu te for federal HHS to enter in to 
Surveyors and sta te surveyors of long-term care 

facili ties 
Title VI~ Sec. 6703 l 

Pa e 680 
99. Grants for Geriatric Enhancing heal th care workforce Entities that operate Academic institutions 

Workforce education and training in the area of geriatric education 
Development geriatrics by providing awards allowing centers geriatric centers to 

enti ties that operate geriatric recei ve award 
Title V l Sec. 5305 l education centers for such entities to, 
Page 504 among other things, run a faculty $10.8 million 

fellowship program focused on appropriated for 
geriatrics, chronic care and long-term FY s 20 1 1 -2 0 1 4 
care 

100. Grants for Small To award gran ts to eligible em ployers For or non-profit The grant program Small businesses 
Businesses to Provide to provide their employees with employers that shall only be 
Comprehensive access to workplace wellness programs employ less than 100 conducted for a 5-
Workplace Wellness employees who work year period 
Programs 25 hours or more per 

week and does not Appropriated $200 
Title Xl Sec. 10408. provide a workplace million in the 
Page 859 wellness program as of aggregate for FY s 

03/23/2010 2011-2015 

101. Demonstration To establish a 3-year demonstration States HHS shall establish State-based, non-profi t 
Proj ect To Provide project in up to 10 states to provide the demonstration public-pri va te 
Access to Affordable comprehensi ve heal th care services to project no later than partnership that 
Care the uninsured at reduced fees September 23, 2010 provides access to 

comprehensive health 
Title Xl Sec. 10504. Each state in which the care services to the 
Page 886 entity is located shall uninsured at reduced fees 

receive not more than $2 
million for the 3 -year 

eriod 



102. Grants or Contracts 
for Data Collection 

103. 

Title TIl, Sec. 3015, 
Page 269 

Community-Based 
Collaborative Care 
Network Program 

Title X, Sec. 10333, 
Page 852 

To support new, or improve existing, Entities that are: 
efforts to collect and aggregate quality 
and resource use measures Multi-stakeholder 

To support community-based 
collaborative care networks, which are 
a consortium 0 f heal th care providers 
with a joint governance structure that 
provides comprehensive! 
coordinated care to low income 
popUlations 

en ti ty that coordinates 
the development of 
methods and 
implementation plans 
for the consistent 
reporting of summary 
quality and cost 
information; 

capable of submitting 
summary data for a 
particular population 
and providers; or 

Federal Indian Health 
Service program or a 
heal th program 
opera ted by an Indian 
tribe 
Unless specific 
exceptions apply, the 
network shall include a 
hospital and all FQHCs 
in the community 

2 0% matching fund 
requiremen t 

HHS shall give priority to 
networks that incWe (1) 
the capability to provide 
broadnmgeof~~ro 

low-income irrlividuals; 
(2) the broadest nmge of 
providers that SeIVe a high 
volume oflow income 
individuaE; am (3) a 
county or municipal 
department ofhea1th 

Multi-stakeholder 
en ti ties as described 

Federal Indian Health 
Service programs or 
heal th programs 
opera ted by an Indian 
tribe 

Hospitals 

Community health 
centers 

FQHCs 



"' : ;..~ . 
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104. Grants To Promote To promote posi tive heal th behaviors Public or nonprofit Appropriated such Public or pri va te en ti ty 
Positive Health and outcomes for populations in pri vate enti ties, sums as may be using community health 
Behaviors and medically underserved communi ties including: necessary to carry workers 
Outcomes through the use of communi ty heal th out this section for 

workers States each of FYs 2010- FQHCs 
Title V~ Sec. 5313 l 2014 
Page 516 Public heal th Hospitals 

departmen ts 
Heal th care provider 

Free heal th clinics consortium 

Hospitals 

FQHCs 

A consortium of any 
of the above entities 

105. Pilot Progranls For To establish one mandatory and one Individual's suffering Funding amount not Providers 
Care of Certain optional pilot program to develop and from environmentally specified 
Individuals Residing provide innovative approaches to caused conditions 
In Emergency reimburse providers and to furnish 
Declaration Areas comprehensive, coordinated and cost Any medical provider 

effecti ve care to eligible individuals providing services to 
Title X~ Sec. 10323. suffering from conditions caused by such indi viduals 
Page 836 en vironmen tal conditions or public 

heal th hazards such as asbestosis, 
pleural thickening, pleural plaques, 
mesothelioma and other mali nancies 



Title X, Sec. 10334, 
Page 853 

To award grants, contracts, enter into 
memoranda of understanding and inter 
or intra agency agreements to assure 
the improved health status of racial 
and ethnic minori ties and to develop 
measures to evaluate the effectiveness 
of activities aimed at reducing health 
dispari ties and supporting the local 
community 

Public and non-profit 
enti ties and agencies 

Departmental and 
cabinet agencies and 
organizations 

Organizations that are 
indigenous human 
resource providers in 
communities of color 

Funds appropriated 
as necessary for 
FY s 20 1 1 -20 1 6 

Public and non-profi t 
en ti ties and agencies 

Departmen tal and 
cabinet agencies and 
organizations 

Indigenous human 
resource providers in 
communities of color 



Modifications/Amendments to Existing Grants, Demonstration Projects and Other Funding Opportunities 

The following amendments were made to existing programs: 

1. Post-partum Depression Research 

2. 

3. 

4. 

Title IT Sec. 2952 Pa 26 
Abstinence Education Funding 

Title II, Sec. 2954, Page 234 

Gainsharing Demonstration 

Title lIT 
Childhood Obesity Demonstration 
Proj ect 

Title TV Sec. 4306 Pa e 469 
5. School-Based Sealant Program 

6. 

7. 

Title IV, Sec. 4102 . Page 433 

Rural Community Hospital 
Demonstration Program 

Title TIl Sec.3128 Pa e 305 
Medicare Rural Hospital 
Flexibility Program 

Title III, Sec. 3129, Page 308 

HHS currently provides grants and other funding 
to research post-partum depression 

Grants to states to provide abstinence education, 
and at the option of the state, where appropriate, 
mentoring, counseling, and adult supervision to 
promote abstinence from sexual activity, with a 
focus on those groups which are most likely to 
bear children out-of-wedlock. The program was 
last funded in 2003. 
Program to allow eligible hospitals and physicians 
to investigate the effecti veness and efficiency of 
hos ital ainsharin arra ents 
To conduct a demonstration project to develop a 
comprehensive and systematic model for reducing 
childhood obesity 

To provide grants to states and Indian tribes for 
school-based oral health and dental sealant 
programs 

Program to test the feasibility and advisability of 
establishing rural communi ty hospi tals to furnish 
covered inpatien t hospi tal services 

To provide grants to states to establish a Medicare rural hospital 
flexJbility program to create 1 or more rural health networks, 
promote regionalizition of rural health services and improve 
access to hospital arrl other health serviOO) for rural residents. 
Also provide;; grants to hospitals assist eligIble small rural 
hospitals in meeting the costs of implementing data systerrn and 
programs under PP ACA incltrling value-bascl purchasing 
programs, accolll1table care orgaillzation programs ani the 
National Pilot on P . 

HHS is "encouraged" to increase research, education 
and public outreach 

Funding to be appropriated for FY s 2010-2014 

Extends the program to 9/30111, increases funding 
and requires a final report on the program by 
3/3112013 
Ex tends $25 million in aggregate funding for FY s 
2010-2014 

Grants must now be awarded to each of the 50 states 

Extends the program for 5 years and provides that 
not more than 20 nlral community hospitals may 
participate in the program during the extended 

eriod 
Ex tends the availability of gran ts from an original 
end date of FY 2010-2012 



8. I Demonstration Project on 
Community Health Integration 
Models in Certain Rural Counties 

9. 

T it I e III, Sec. 3 1 2 6, P age 3 07 

Additional Funding for National 
Health Services Corps 

Title V, Sec. 5207, Page 494 

10.1 Public Health Service 
ActILongitudi nal Eval ua tions 

Title V, Sec. 5103, Page 486 

11.1 Expansion of Eligibility for 
Geriatric Academic Career Awards 

Tit) 06 

To develop and test new models for the delivery 
of heal th care services in eligible counties for the 
purpose of improving access to, and better 
integrating the delivery of, acute care, extended 
care, and other essential health care services to 
Medicare beneficiaries 

Eligible en ti ties must be located in a sta te in which 
at least 650/0 of the counties have 6 or less 
residents oer square mile 
National Health Services Corps is a part of HHS 
and its members are heal th professionals serving in 
underrepresented communities who receive loan 
repayment assistance and scholarships in exchange 
for services in these communities 

Provides for grants to state and state workforce 
inves tmen t board, public health or health 
professions schools, academic heal th cen ters or 
appropriate public or private entities for 
longitudinal evaluation of individuals who have 
received education, training, or financial assistance 
from programs under Public Health Service Act 
42 U.S.C. 294 

Makes awards to faculty in areas of geriatrics to 
promote careers as academic geriatricians 

An eligible entity selected for this project may now 
choose up to 8 counties in the state in which they 
are located, rather than the previous limi t of 6 
counties 

Increases appropriations for existing National 
Health Services Corps 

2010- $320,461,632 
2011- $414,095,394 
2012- $535,087,442 
2013- $691,431,432 
2014- $893,456,433 
2015- $1,154,510,336 
2016 and thereafter- amount is based on prior FY 

'usted as set forth in Act 
Increases amounts available for longitudinal studies 
to "such sums as may be necessary for FYs 2010-
2014" 

Replaces definition of eligible individual who can 
receive grants under Section 753(c) of the Public 
Health Service Act 294(c). 



+h;~~fqie, ~(flth/J$li~ ~riefing identifies and 
' ~:'~~Iibes ten ~s~~ct~ :of federal health 
- re'f<J'rm that stateS ml'm get right if th~y ~re 
t6b'f successful in implementatio~. Thes,e 

teriareas are: 

1.- 'B'e Strategic with Insurance Exchange 

2 . Regulate the Commerci~l Health In­

surance Market Effectively 

3-. -;Simplify and Integrate Eligibility 

" Systems . 

-~ - 4:' Expand Provider and Health System 

" 'k9apacity 

5>, .Attend to Beneht Design 

6. Focus on the Dually Eligible 

7~ ' U se Your Data 

8. ', Pursue Population Health Goals _' 

S). , :~' ,Engage the Public in Policy Develop­

' "fuent and J~plementatjon 

10 . 'D~Irla~~<,1r~l~i~:and Efficie;&rrom 
th~' Health' Carf~ysteIIl " 
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States that adopt a coordinated, strategic approach to imple­

menting federal health reform will find that the new law 

contains many provisions that support significant improve­

ments in their health care systems. At the same time, states 

will face significant challenges implementing the new law-in 

part due to the many tasks they must complete, and in part 

due to the extremely constrained financial and staff resources 

available to them. 

There is a natural tendency to focus the implementation 

discussion on the most immediate issues-for example the 

state's choice regarding the high risk pool. Indeed, states 

must tackle these issues, but it is equally important that states 

begin thinking about and planning fo.r the many aspects of 

implementation that occur in later years, particularly in 

20I4, when many of the law's provisions take effect. 

At an April 26, 20IO, meeting of the NASHP executive 

committee, the group identified ten aspects of federal health 

reform that states must get right if they are to be successful in 

their implementation. These ten areas are: 



I. BE STRATEGIC WITH THE INSURANCE 

EXCHANGE 

The insurance exchange will be the exclusive vehicle for 

individuals and families to obtain subsidized insurance cover­
age, and it may also become a place where many individuals 
and firms purchase coverage without subsidies. As such, the 

insurance exchange presents each state with the opportu­

nity to organize the chaotic and inefficient small group and 

individual insurance markets. A better-functioning market 

can. improve choice and value for individuals, families, and 

small businesses, all of which are struggling to afford health 

insurance. 

States have many choices with respect to the exchange. 
They may create separate exchanges for individuals and small 

businesses, or they may combine the two. They may create 
a statewide exchange, subdivide the state regionally, or join 

together with other states. States also may elect not to 

create an exchange at all, in which case the federal govern­
ment will carry out these functions. Anyone of these may 
be a reasonable choice for a state depending upon its own 

capacity and the nature of the insurance market. Beyond 
the number and size of the exchange(s), states must make 
choices about exchange governance, including whether the 
exchange is inside or outside state government, and, if inside, 
whether it resides in an existing agency, a new agency, or has 
an independent status. 

Structural choices regarding the exchange will affect the 
state's ability to integrate the exchange into its overall 
implementation strategy. Critical exchange functions include 

selection of participating health plans and review of their 
rates, standardized presentation of information on benefits 
so people can make informed choices, standardized data 
collection across plans and holding plans to high standards 
in providing access to services and achieving health out­
comes, and an effective risk adjustment mechanism to avoid 
incentives for risk selection and to assure that plans have 
sufficient resources to provide services to enrollees with high 
health needs. How the state approaches these functions-in 
particular how active or aggressive a role it plays in defining 
health insurance options within the exchange-will have a 
significant effect on the ultimate shape of the health insur­
ance marketplace. An effective exchange will be a force for 
efficiency and an orientation toward quality in the insurance 

and health delivery sectors. 
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2. REGULATE THE COMMERCIAL HEALTH 

INSURANCE MARKET EFFECTIVELY 

The federal law creates many new standards for health insur­

ance underwriting and rating practices. Primary responsibil­

ity for enforcing most of those standards falls to the states. 
While insurance regulation is not a new state function, most 

states will be expected to dramatically increase their scrutiny 

of insurance rates and rate increases. Insurance regulation 
requires a significant number of resources, including highly 

technical skills. It also requires a range of enforcement tools. 

Effective regulation is essential to assure availability of 
affordable coverage, to avoid risk selection between the 

exchange and the external market, and to focus the health 
insurance industry on delivery system improvements. The 

transition to new rating rures for small group and individual 

insurance must be handled carefully, as the existing market is 

fragile and subject to instability, and the amount of change 
in this market that will occur over a short period involves 
significant uncertainty. 

States will also have a significant new role regarding review of 
health insurance premium increases. States must scrutinize 
rating and marketing practices carefully inside and outside 
the exchange. States must monitor the status of grandfa­
thered plans to assure that they do not become an oppor­
tunity for risk selection or risk segmentation. Regulation 
will also be necessary to determine if new benefits such as 
preventive services are being delivered. 

Effective commercial health insurance regulation will be criti­

cal to the success of the overall reform endeavor. 

3. SIMPLIFY AND INTEGRATE ELIGIBILITY 

SYSTEMS 

Dramatic simplification of eligibility is the only way to achieve 
the promise of near-universal coverage embodied in the 
federal law. To put it bluntly, 36 million Americans cannot be 
enrolled in Medicaid or the new exchanges by relying upon 
what in most states is a county-based eligibility platform 
designed around the cumbersome and intrusive processes 
of the welfare eligibility system. Eligibility systems in most 
states rely upon outdated technology and are expensive and 
slow to modify. 
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The federal law effects a tremendous simplification in 

Medicaid eligibility-moving to standards based on modi­

fied adjusted gross income as defined in the tax code. This 

simplification meshes nicely-at least in theory-with the 

simplified income tests for exchange-based subsidies. To 

make this work in practice, states must work out myriad 

issues that coordinate the flow of eligibility and enrollment 

information among Medicaid, CHIp, and the exchange. They 

must develop and refine data sharing between these entities 

and the federal government for information on income and 

citizenship. These information streams must come together 

in real time to provide potential enrollees with clear choices 

regarding their coverage options. 

States have learned a great deal about effective outreach, 

enrollment, and retention of people eligible for coverage­

but part of what they have learned is that those tools are 

only effective in the context of an improved eligibility system. 

With guidance from the federal government, states must 

completely redesign their eligibility systems and processes 

to assure seamless transitions as families' incomes rise 

and fall; families are formed, grow, or dissolve; part time, 

seasonal, and migrant workers change status; and people 

move from one part of the state to another-or to another 

state entirely. This redesign must account for the need to 

continue administering fairly complex eligibility standards for 

some categories, such as people with disabilities, and for the 

efforts many states have made in recent years to offer single 

entry points for access to a broad range of social services, 

including the Supplemental Nutrition Assistance Program 

(SNAP, formerly Food Stamps) and child care subsidies. This 

is a massive undertaking. If done well, it holds the promise 

of incredible efficiencies and dramatic improvements in cus­

tomer service and, ultimately, access to care. 

4. EXPAND PROVIDER AND HEALTH 

SYSTEM CAPACITY 

On average, people without health insurance use about 60 

percent of the health care services as people with coverage. 

Expanding coverage will increase demand for services, which 

will strain the capacity of those parts of the health care 

system that are already under pressure. Particular challenges 

will arise in the areas of primary care, culturally competent 

and linguistically accessible care, and highly specialized care. 

Coverage expansions will occur at the same time as some 
institutions-community clinics, health centers and public 

and other safety net hospitals-are experiencing significant 

changes in their financing. 

Expanding capacity is a long-term endeavor, so states must 

start now. The federal law provides some important oppor­

tunities. There are grant funds to support community health 

workers. There are opportunities for innovative payment 

and delivery models associated with telehealth in the areas 

of behavioral health and treatment of people with chronic 

illnesses, in particular by non-medical providers. There 

are significant changes in the allocation of graduate medi­

cal education training slots to emphasize primary care and 

outpatient settings and increased requirements on nonprofit 

hospitals to identify and meet community needs. There are 

a number of new funding streams designed to expand pro­

vider supply in underserved areas, promote a more diverse 

workforce, expand the number of oral health professionals 

and expand nursing capacity in federally qualified health 

centers. Federal grants to states to support alternatives to 

the current medical liability system may affect supply. And, 

while the new federal law does not make any changes in this 

area, now would be an excellent time to revisit state scope 

of practice laws and the state's approach to training and 

credentialing medical professionals. 

Health coverage expansions will not create a provider supply 

problem, but they will highlight the problems states already 

have. The goals of health reform will not be met if the newly 

insured find that their coverage is a hollow promise. 

5. ATTEND TO BENEFIT DESIGN 

Benefit design has a powerful effect on access to and utiliza­

tion of services-particularly for the low and moderate­

income people most affected by health reform. Traditional 

design features such as copayments, deductibles, and benefit 

limits are blunt instruments. Newer concepts of evidence­

based benefit design are more sophisticated. For example, 

some plans have eliminated cost sharing for medications 

designed to treat chronic conditions on the basis that use of 

these drugs should be encouraged, not discouraged through 

copayments. At the same time, new benefit designs under 

development increase cost-sharing for procedures that do 

not have an evidence base to support their effectiveness. 

While the federal law establishes parameters for insurance 

coverage, and those standards may be further explicated 

through regulations, a significant number of benefit design 
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issues remain with the states. For example, the new Medicaid 

coverage for people with incomes below 133 percent of the 

federal poverty level is for so-called "benchmark" coverage, 

which can be designed more akin to a commercial plan than 
to the traditional Medicaid benefit structure. The broad 

authority states have to select plans to participate in the 

insurance exchange could. be used to affect benefit design. 

Many states operate premium assistance programs for work­

ers who have access to employer-sponsored insurance, and 

the standards for those programs could include certain crite­

ria regarding benefit design. States retain control over their 

benefit mandates in the individual and small group markets­
although they must reimburse the federal government for 

some subsidy expenses associated with those benefits. And. 
of course, states continue to purchase coverage for their own 

workers and retirees. 

While benefit design initially affects how the enrollee inter­

acts with the health care system, when considered across 
purchasers, effective benefit design can push the entire 

health care system toward an emphasis on prevention and 

coordination and away from services and procedures that 
have limited value. 

6. Focus ON THE DUALLY ELIGIBLE 

People eligible for both Medicare and Medicaid account for 
42 percent of total Medicaid spending. This group of frail 

elders and a subset of people with disabilities experiences 

poorly coordinated care and high costs. Improvements in 
care for those who are dually eligible has long been a priority 

for states. 

The federal law creates new challenges and opportunities for 
states. On the challenge side. the changes to the Medicare 
Advantage program will have implications for existing Special 
Needs Plans, which, despite their limitations. have been one 
source for coordination between Medicaid and Medicare. It 
is not yet clear how this will play out. States will also need to 
figure out how to integrate the new CLASS Act-a voluntary 
long-term care insurance program-into their overall strategy 
for meeting the long-term care needs of their citizens. 

On the opportunity side. the law extends and expands the 
Money Follows the Person demonstration program to provide 
enhanced matching funds to help residents of institutions 
move back into the community. and creates new options for 
supports for people with disabilities. The law also establish-

es a competitive rebalancing incentive program that pro­

vides enhanced Medicaid matching payments for home and 

community-based services if states adopt certain delivery 

system reforms. The federal law creates a new office within 

CMS that focuses exclusively on the dually eligible, and the 

dually eligible are a target population for reforms that can be 
implemented by the new Center for Medicare and Medicaid 

Innovation. These two offices have not yet taken shape, but 

they offer unique vehicles for states to pursue models of 

integration between Medicaid and Medicare that have never 
before been available. 

7- USE YOUR DATA 

Data is the engine of improvement. The American health 
care system stands out relative to other sectors of the 
economy and relative to the health systems of other nations 
as operating with limited data. Its roots are paper medical 
records, payment methods that are treated as trade secrets. 

and fragmented delivery systems and payers, each of which 
owns its own data. 

There are myriad provisions in the hea Ith reform law that 

call for the collection of new data. Data elements include 

race, ethnicity and language, price and utilization. program 
enrollment, and quality metrics. New data will be collected 
on, among other things, consumer complaints, wellness 
programs, the prevalence of chronic diseases, and the health 

care workforce. 

Effective use of data requires a commitment to collect it, a 
strategy to combine data that come from different sources, 
and selection of priority areas for analysis. Under the provi­
sions of the American Recovery and Reinvestment Act, each 
state has already developed health information exchange 
strategic and operational plans. These plans should be 
updated to reflect the new data provisions and to refine the 
approach to placing appropriate subsets of the data in the 
public domain where it can become a force for improve­
ment. Purchasers-individuals, employers, public purchasers 
and the exchange-can use data to drive improvement in 
outcomes and quality. Doctors, hospitals, and health sys­
tems can use data to achieve the same ends. The state can 
aggregate data across systems to monitor population health, 
identify priorities for improvement, and track progress toward 
improvement goals. 
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8. PURSUE POPULATION I-IEALTH GOALS 

The ultimate goal of the health care system is to improve 

and maintain people's health and functional status. Popula­

tion health goals create a bridge between public health and 

personal health, because population health goals are only 

attainable through the coordinated efforts of both systems. 

The prevention and public health components of the federal 

law represent a fundamental shift from public health as an 

afterthought, subject to annual appropriations in competi­

tion with the more visible personal health services, to a core, 

sustained investment. In addition to the creation of the 

National Prevention, Health Promotion, and Public Health 

Council, which will coordinate federal strategy, the law 

includes a large number of grants to address topics including 

surveillance, public health laboratories, childhood obesity, 

and racial and ethnic disparities. States will need to consider 

how closely the criteria for these grants match the priorities 

and programs in the state. 

On the personal health side, the law expands coverage for 

preventive services, promotes employee wellness programs, 

and increases payment levels to primary care providers 

through Medicaid. 

The combination of expanded insurance coverage, appropri­

ate benefit design, improved data collection and monitoring, 

and the increased investment in public health make it realistic 

for a state to pursue targeted and substantial improvements 

in the health of the population. 

9. ENGAGE THE PUBLIC IN POLICY 

DEVELOPMENT AND IMPLEMENTATION 

The public remains confused about how health reform will af­

fect them. The large number of people eligible for Medicaid 

and CHlP but not enrolled demonstrates that simply creating 

opportunities for coverage does not mean people will take 

advantage of them. Fundamentally, health reform can only 

succeed if it is more about culture and norms than it is about 

mandates and penalties. 

The public also includes the large health sector and employ­

ers, who will also face significant changes. The most success­

ful efforts to improve the performance of the health system 

have been multi-sector, public and private initiatives that set 

goals and plans for concrete improvements. This framework 

is particularly essential when pursuing payment changes, 

which can only have their intended effect if they are adopted 

across purchasers. 

The sheer number and scale of the tasks to be accomplished 

means the resources of each state's people and institu­

tions must be brought into the implementation discussion. 

No amount of talent and goodwill in the state capitol can 

develop answers and policies that work for an entire state. 

States must develop a clear approach to achieving effec-

tive information flow between an engaged public and their 

elected representatives to weigh in on options before one is 

chosen, and to provide information back on how things are 

going so they can be improved. 

10. DEMAND QUALITY AND EFFICIENCY 

FROM THE HEALTH CARE SYSTEM 

The American health care system is the most expensive in 

the world. While delivering technically excellent care in 

many instances, it also has tremendous documented failures, 

including overuse of certain procedures, poor management 

of chronic conditions, excessive and duplicative use of diag­

nostic tests, avoidable errors that lead to harm and death, 

and expensive, wasteful administrative processes. In that 

context, it is imperative that all of the forces of health reform 

align to squeeze out waste so resources can go toward the 

unmet needs so many people have and back into the pockets 

of families and businesses that have far better uses for their 

limited funds. 

Health reform provides states with a broad array of new tools 

for improving the quality and efficiency of the health care 

system. These tools include pilots for the establishment of 

pediatric accountable care organizations, the promotion of 

medical homes for people with chronic conditions, demon­

strations on bundling payments for hospital, post-acute and 

physician services, and the broad authority embodied in the 

Center for Innovation. 

Far beyond these specific demonstration programs, states 

have the ability to align the purchasing power they have 

within Medicaid, CHIp, public employees and retirees, and the 

new exchange. That leverage, used in conjunction with Medi­

care and private purchasers, can, ,through payment reform, 

benefit design, using data, and setting ambitious population 

health goals, yield changes in how health care is delivered. 

Leading states already have in place public and private 

partnerships that are using payment reform, transparency 
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with respect to price and quality. and other tools to achieve 
targeted improvements in health system performance. 

CONCLUSION 

States that pursue the ten critical elements identified in this 

brief will have the greates~ chance of achieving the goals 
embodied in the federal health reform law. As discussed else­

where, what states need to achieve effective implementation 

falls into five categories: information and analysis; strategic 

and implementation planning; topic-specific technical assis­
tance; communications; and coordination across efforts and 
integration with existing efforts.1 Among these needs. the 

ENDNOTES 

most critical are clarity regarding the substantive provisions 

of the legislation, analysis of the fiscal and programmatic 
implications for states. full engagement with the public, and, 
ultimately. an overall strategy and set of goals. discussed pub­
licly and adopted by the executive and legislative branches. 

that guides the work of all implementing agencies. 

Now is the appropriate time for states to develop a set of 

overall strategic objectives to guide health reform implemen­

tation. This must be done now. even as states await addition­
al federal guidance and many states anticipate new governors 
arriving in 2011. The specifics of implementation will change 
over time, but the guiding principles for successful implemen­
tation are likely to remain stable. 

1 Alan Weil, Jackie Scott, Anne Gauthier and Sonya Schwartz, Supporting State Policymakers' Implementation of Federal Health 
Reform. (Portland. ME: National Academy for State Health Policy, November 2009). 
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State Structures for Implementing Health Reform - Updated October 13, 2010 

State Name of 
Initiative and 
Link to Resource 

Colorado The Director of 
Health Reform 
Implementation 

Interagency 
Health Reform 
Implementing 
Board c 

Link to Executive 
Order 

-~'~'-,~ 

., " 

Duties 

Director of Health Reform 
Implementation: 
Responsible for the coordination of and 
facilitation between agencies in order to 
implement health care reform. 

Interagency Health Reform Implementing 
Board 
The Board is to report quarterly to the 
Governor on the status of implementation. Its 
duties include: 

• Developing a strategic plan for 
implementation; 
• Coordinating agency efforts to implement 
and monitor health reform; 
• Providing leadership and being accountable 
for implementation of state and federal health 
reform; 
• Engaging stakeholders to advise and assist 
in implementation; 
• Collaborating with appropriate federal 
agencies, state agencies, and stakeholders 
when necessary regarding the establishment 
of new rules, regulations, or mechanisms for 
implementation; 
• Providing transparent access to information; 
• Launching and regularly updating a new 
website that will provide residents with 
information about health reform, the phases of 
implementation, and how changes may 
benefit them; 
• Identifying opportunities for collaboration 
within the State, as well as regionally and 
nationally; 
• Analyzing the impact of health reform on 
state departments and agencies; 
• Recommending executive action or 
legislation to effectively implement health 
reform; and 
• Pursuing federal and state grants to assistin 
implementing health reform. 

Members of Initiative 

Voting Members of Board 
1) Executive Director of the Department of Health 
Care Policy and Financing; 
2) Director of Health Reform Implementation; 
3) State's Chief Medical Officer. If there is no 
Chief Medical Officer, the Executive Director of 
the Department of Public Health and Environment; 
4) Executive Director of the Department of Human 
Services; 
5) Director of the Division of Human Resources 

in the Department of Personnel and 
Administration; 
6) Commissioner of Insurance in the Department 
of Regulatory Agencies; 
7) Executive Director of the Department of 
Revenue; 
8) Budget Director of the Governor's Office of 
State Planning and Budgeting; 
9) Director of the Office of Information 
Technology; 
10) Chief Legal Counsel to the Governor; and 
11) A representative of the Governor's Policy 
Office. 

Chair: Executive Director of the Department of 
Health Care Policy and Financing 



Connecticut 

(April 14, 
2010) 

Health Care 
Reform Cabinet 

Link to Executive 
Order 

The Health Care Reform Cabinet is tasked 
with: 

• Providing transparent access to information; 
- Assessing insurance market reforms needed 

to prepare Connecticut for final 
implementation of national health reform in 
2014; 
-Developing a plan to pursue federal funds 

for a temporary high-risk health insurance 
pool; 
- Creating a health insurance purchasing 
exchange that will: create a website where 
small business owners and individuals can 
find a comparison of insurance policies 
including costs incurred and benefits 
provided; provide a point of access for all 
eli ible residents and businesses to choose 

The Cabinet is comprised of the commissioners or 
their designees from the following agencies: 

1) The Office of Policy and Management; 
2) The Department of Insurance; 
3) The Department of Social Services; 
4) The Department of Public Health; 
5) The Department of Mental Health and 
Addiction Services; 
6) The Department of Developmental Disability 
Services; 
7) The Department of Children and Families; 
8) The Department of Revenue Services; 
9) The Department of Economic and Community 
Development; 
10) The Department of Information Technology; 
and 
11 The Connecticut Health and Educational 



Illinois Illinois Health 
Reform 
Implementation 
Council 

Link to Executive 
Order 

their insurance; and be structured to promote 
the highest quality and most cost-effective 
health care providers and insurers. 
• Pursue federal funding and! or foundation 
funding opportunities to assist in developing 
the exchange and implementing any other 
aspects of health care reform. 

Also, the Department of Public Health, on 
behalf of the Cabinet, shall launch and 
regularly update a website that will provide 
Connecticut residents with information about 
national health care reform, the phases of 
implementation and how changes may benefit 
them. 

The Council shall make recommendation on, 
but not limited to, opportunities and 
responsibilities in the Affordable Care Act to: 

• Establish a health insurance exchange and 
related consumer protection reforms; 
• Reform Medicaid services structures and 
enrollment systems; 
• Develop an adequate workforce; 
• Incentivize delivery systems to assure high 
quality health care and achieve desired 
outcomes; 
• Identify federal grants, pilot programs, and 
other non-state funding sources to assist with 
implementation of the Affordable Care Act; 
and 
• Foster the widespread adoption of electronic 
medical records and participation in the 
Illinois Health Information Exchange. 

Facilities Authority. 

Chair: Deputy Commissioner of the Department 
of Public Health 

Members of the Council shall be appointed by the 
Governor and include the following individuals or 
their designees: 

1) A designee of the Office of the Governor; 
2) Director of the Department of Healthcare and 
Family Services; 
3) Director of the Department of Insurance; 
4) Director of the Department of Public Health; 
5) Director of the Department of Aging; 
6) Secretary of the Department of Human 
Services; 
7) Director of the Office of Health Information 
Technology; 
8) Director of Central Management Services; 
9) Director of the Governor's Office of 
Management and Budget; 
10) Director of the Department of Labor; 
11) Secretary of the Department of Financial and 
Professional Regulation. 

Chair: The designee of the Office of the Governor 
Vice-Chairs: Directors of the Department of 
Insurance and the Department of Healthcare and 
Famil Services 



Maryland Maryland Health 
Care Reform 
Coordinating 
Council 

Link to Executive 
Order 

By July 15, 2010, the Council must submit to 
the Governor a comprehensive evaluation of 
the federal health reform legislation and 
identify critical decision points that must be 
considered by the State. 

By January 1, 2011, the Council must submit 
to the Governor a comprehensive document 
with policy recommendations and 
implementation strategies. 

1) The Governor or Governor's designee 
2) The Lieutenant Governor; 
3) Secretary of the Department of Health and 
Mental Hygiene; 
4) Secretary of the Department of Budget and 
Management; 
5) The Insurance Commissioner; 
6) The Attorney General or the Attorney General's 
Designee; 
7) The Chair of the Health Services Cost Review 
Commission or the Chair's designee; 
8) The Chair of the Maryland Health Care 
Commission or the Chair's designee; 
9) Two members of the Maryland Senate 
(appointed by the President of the Senate); and 
10) Two Members of the Maryland House of 
Delegates (appointed by the Speaker of the 
House). 

Co-Chairs: The Secretary of the Department of 
Health and Mental Hygiene and the Lieutenant 
Governor 
~~~~~~~~ 



Minnesota Health Care 
Reform Task 
Force 

Link to Signed 
Legislation 
(Article 22, 
Section 4) 

The Task Force shall develop and present to 
the governor and legislature a preliminary 
report and recommendations on state 
implementation of federal health care reform 
legislation by December 15, 20 I O. 

The report must include recommendations for 
state law and program changes to comply with 
federal health care reform, recommendations 
for implementing optional provisions for 
states, considerations to maximize federal 
funding to the state, and a timeline for future 
reports on state implementation. 

The governor will appoint 13 voting members to 
the Task Force, and the legislature will appoint 4 
members. Appointments by the governor will 
include: 
1) Two persons representing the governor and 
state agencies; 
2) Three persons with demonstrated leadership in 
health care organizations, health plan companies, 
or health care trade or professional associations; 
3) Three persons with demonstrated leadership in 
employer and group purchaser activities (1 from 
the business community and 2 from labor 
organizations); and 
4) Five persons with demonstrated expertise in 
areas of health care financin ,access, and uali 



New Mexico New Mexico 
Health Care 
Reform 
Leadership Team 

Link to Executive 
Order 

The Leadership Team is responsible for 
developing a strategic plan, coordinating 
across state agencies, being accountable for 
recommendations, and overseeing planning, 
development, and implementation. 

The strategic plan is to be present~d to the 
Governor no later than July1, 2010 and shall 
include: 

• Measures to implement health reform, 
including proposals for statutory and 
regulatory changes, resource allocation, 
budgeting, and personnel management; 
• An analysis of how health reform will 
impact the state budget; 
• Identification of funding sources, including 
federal grants and existing state resources, as 
well as potential gaps in funding; 
• An analysis of data necessary for 
implementation; 
• An analysis of existing state agency 
capacities and consideration of any necessary 
structural changes within state government; 
• A timeline for implementation; 
• A communication plan for stakeholders, the 

ublic and state 'es, 

1) The Secretary of the Human Services 
Department; 
2) The Secretary of the Department of Health; 
3) The Secretary of the Department of Workforce 
Solutions; 
4) The Secretary of Taxation and Revenue 
Departments; 
5) The Secretary of the Department of Information 
Technology; 
6) The Superintendent of the PRC Division of 
Insurance; 
7) The Secretary of the Children, Youth, and 
Families Department; 
8) The Secretary of the Aging and Long Term 
Services Department; 
9) The Secretary of the Indian Affairs Department; 
10) The Behavioral Health Collaborative CEO; 
and 
11) A representative of the Governor's Office. 

Chair: The Secretary of the Human Services 
Department 



Nevada Nevada Health 
Care Reform 
Teams 

Link to Website 

Founded by the Director of the Nevada 
Department of Health & Human Services 
under the direction of the Governor, the 
Health Care Reform Policy Planning Group 
and the Health Care Reform Implementation 
Working Group are the two teams that will 
provide information and advice on matters of 
health care reform. 

The priorities of the Policy Planning Group 
are to monitor issues related to health care 
reform and inform the Governor's office of 
decisions and that must be made and provide 
advice as to those decisions. The 
Implementation Working Group and its 
subcommittees will develop white papers on 
key issues of healthcare reform, particularly 
what the state must do to prepare for full 
implementation. Both teams will work in an 
ongoing basis as long as necessary, without a 
specific deadline. 

The Health Care Reform Policy Planning Group 
will have one or more representatives from the 
following offices and agencies: 

1) Director of Nevada's Department of Health and 
Human Services 
2) Nevada Insurance Commissioner 
3) Administrator of Nevada's Division of Health 
Care Financing & Policy 
4) Nevada State Insurance Division 
5) Office of the Attorney General 
6) Nevada Risk Management 
7) Nevada Public Employees Benefits Program 
8) Director of Governor's Office of Consumer 
Health Assistance 
9) Administrator of Nevada Division of Welfare & 
Supportive Services 

Chair: Director of Nevada's Department of 
Health and Human Services 

The Health Care Reform Implementation Working 
Group will have administrators and staff 
representatives from the following offices and 

ncies: 



Pennsylvania Commonwealth 
Health Care 
Reform 
Implementation 
Committee 

Link to Executive 
Order 

The Commonwealth Health Care Reform 
Implementation Committee shall: 

1) Design the optimal programmatic model 
for the commonwealth's High Risk Pool. 
2) Design the optimal organizational model to 
support a customer-friendly and efficient 
health benefit exchange. 
3) Identify all technology, organization and 
process improvements necessary to support 
the implementation of all state obligation 
under the Act. 
4) Prepare a strategic plan for the 
implementation of the Act. 
5) Identify legislative action necessary to 
enable full implementation of the Act and 
draft legislation for discussion with 
appropriate members of the legislature. 
6) Create, as needed, inter-agency teams 
comprised of key staff to assist the Health 
Care Reform Implementation Committee's 
decision making process. 
7) Engage members of the Commonwealth's 
Health Care Reform Implementation 
Advisory Committee and seek public input as 
necessary to accomplish its charge. 

I) Division of Health Care Financing & Policy 
2) Aging and Disability Services Division 
3) Division of Mental Health & Developmental 
Services 
4) Division of Welfare & Supportive Services 
5) Division of Child & Family Services 
6) Nevada State Health Division 
7) DHHS Director's Office 

Chair: Administrator of Nevada's Division of 
Health Care Financing & Policy 

The members of the Commonwealth Health Care 
Reform Implementation Committee shall be 
appointed by the Governor and shall include the 
following individuals or their designees: 

1) Governor's Chief of Staff 
2) Secretary of Administration 
3) Secretary of Aging 
4) Secretary of the Budget 
5) Director of the Governor's Budget Office 
6) Secretary of Health 
7) Executive Director of the Office of Health Care 
Reform 
8) Insurance Commissioner 
9) Secretary of Legislative Affairs 
10) Secretary of Planning and Policy 
11) Secretary of Public Welfare 
12) Deputy Secretary of Public Welfare for 
Medical Assistance 

Chair: The Governor shall designate the Chair of 
the Health Care Reform Implementation 
Committee 

The Governor shall also appoint members to the 
Health Care Reform Implementation Advisory 
Committee which will provide feedback, inform 
best practices, and advise the Commonwealth 
Health Care Reform I lementation Committee. 



Virgin 
Islands 

Health Care 
Reform 
Implementation 
Task Force 

Link to Executive 
Order 

The Health Care Reform Implementation 
Task Force shall: 

• Review and research all aspects of the 
Patient Protection and Affordable Care Act 
and the Health Care and Education 
Reconciliation Act of 20 1 0 and their impact 
on the Territory; 
• Provide guidance and specific 
recommendations with respect to 
implementation of health initiatives, and 
involve key stakeholders and groups; 
• Provide short and long range detailed plans 
including actions and timelines; 
• Identify funding sources with which the 
Territory could utilize in implementing health 
care reform initiatives; 
• Recommend legislation or executive action 
to improve access to health care for residents; 
• Perform such other functions as may be 
directed by the Governor. 
• Submit to the Governor quarterly written 
reports and complete a Master 
Implementation Plan no later than 180 days 
after the first meeting of the Task Force. 

1) Governor or his designee; 
2) Lieutenant Governor; 
3) Commissioner of Health; 
4) Director of Personnel; 
5) Director of the Office of Management and 
Budget; 
6) Attorney General; 
7) CEO of the Schneider Regional Medical 
Center; 
8) CEO of the Governor Juan F. Luis Hospital; 
9) Executive Director of the St. Thomas East End 
Medical Center Corp.; 
10) CEO of Frederiksted Health Care, inc.; 
11) Director of VI Equicare; 
12) Chair of the GESClHealth Insurance Board of 
Trustees; and 
13) Chairman of the Legislature's Committee on 
Health. 

Chair: Lieutenant Governor 



Washington Health Care 
Cabinet 

Link to Executive 
Order 

By August 1, 2010, the Health Care Cabinet 
will submit to the Governor a plan 
identifying: 

• Short and long range opportunities, issues, 
and gaps created by the enactment of national 
health reform; 

• Structures and processes needed by state 
agencies to orchestrate reform implementation 
including those to appropriately assist the 
private health care sector in its 
implementation efforts; 

• Work force capacity and training needs in 
the public and private sectors; and 

• Specific action steps, timelines, and 
assignment oflead responsibility. 

Permanent Members 
1) Administrator of the Health Care Authority; 
2) Secretary of the Department of Health; 
3) Secretary of the Department of Social and 
Health Services; 
4) Director of the Executive Policy Office; and 
5) Director of the Office of Financial 
Management. 

Invited on a "As Needed" Basis 
1) Secretary of Corrections; 
2) Director of the Department of Retirement 
Systems; 
3) Director of the Department of Veterans Affairs; 
4) Director of the Department of Labor and 
Industries; and 
5) Office of the Insurance Commissioner. 

The work plan must contain recommendations Chair: Director of the Executive Policy Office 
from the Administrator of the Health Care 
Authority and Secretary of the Department of 
Social and Health Services, in coordination 
with the Office of Financial Management and 
Executive Policy Office, identifying specific 
actions and timelines to implement uniform 
policies and to consolidate duties, functions 
and powers related to state agencies' health 
care purchasing under the Health Care 



Wyoming State Agency 
Leadership Team 

Link to Press 
Release 

The team will determine how national health 
care reform will affect state programs and the 
people they serve. The team will draft a 
short-term work plan that will set out 
necessary considerations and actions through 
January 1,2011. 

The State Agency Leadership Team will consist of 
representative from the following agencies and 
departments: 

1) Director of the Department of Health 
2) Director of the Department of Insurance 
3) Director of the Department of Family Services 
4) Director of the Department of Education 
5) Director of the Department of Workforce 
Services 
6) Administration and Information's Group Health 
Insurance Program 
7) Office of the State's Chief Infonnation Officer 
8) Attorney General's Office 

neces ementation. 
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State Decision-Making in Implementing National Health Reform 

The federal government may soon pass legislation that will significantly reform our 
health care system. The complexity and breadth of federal health reforms will pose a 
significant challenge to states. The preparation and planning will require a thorough 
review of the reforms and the impact-individually and combined-each will have on the 
states' health care systems. 

There are major components to the bill that address health insurance and coverage, as 
well as some immediate actions and longer-term system reforms. Governors will have to 
plan strategically to implement these new programs and expansions-a process that will 
likely take several years and a great deal of effort and negotiation. Additionally, 
governors must prepare to ensure the immediate and ongoing coordination of agencies 
and other stakeholders, consider the timing and interactions among key components, and 
develop a plan for communicating with the public. This brief provides states with an 
initial guide on approaching critical aspects of decision-making in health reform 
implementation. 

Reform Provisions Affecting States 
The federal health reform bill includes provisions that affect major aspects of the health 
care system, including a Medicaid expansion, an insurance exchange, insurance market 
reforms, and delivery system improvements. 

Medicaid Expansion 
The Medicaid expansion will extend coverage to all individuals under age 65 up to 133 
percent FPL by 2014. The expansion is fully federally funded for the first three to four 
years. The state matching portion is phased in over the following two to three years, 
ultimately resulting in state fund contributions of about 10 percent. 

Exchange 
Private health insurance exchanges, a mechanism for connecting individuals with 
insurance products, will be implemented by 2014. The current legislation calls for the 
creation of exchanges in each state that can be operated as a non-profit entity or as a 
quasi-governmental unit. States also have the option to establish regional exchanges both 
within and between other states. 

Insurance Reforms 
The bill includes changes to the small group and individual insurance markets such as, 
requirements for guaranteed issue and renewability; a prohibition on pre-existing 
conditions; the creation of a national program to fund state high-risk pools; and rating 
bands that include age (maximum of 3: 1), family structure, geography, actuarial value of 
the benefit, and tobacco use (maximum of 1.5: 1). States retain the authority to go beyond 
the measures. 
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Delivery System Reforms 
The bill contains delivery system reforms to achieve better health outcomes through a 
more efficient system. The Obama Administration is supporting fully federally funded 
reimbursement of Medicaid primary care providers at 100 percent of Medicare rates, but 
this is not currently in the Senate bill. The legislation also provides grants to states for 
prevention and wellness initiatives. 

The legislation creates a Federal Office of Dual Eligibles, as well as a Medicaid medical 
home option. The bill also includes multiple options for payment reform including 
accountable care organization pilot programs, bundled payments, and the establishment 
of a Federal Innovation Center to test payment and service delivery models. In addition, 
there are incentive payments for alternative medical liability laws and the option for 
chronic care medical homes. 

N ear-Term Federal Requirements 
There are certain aspects of the federal health reform legislation that will go into effect 
immediately or shortly after enactment.· Governors should review these specific 
requirements and make decisions quickly. The immediate issues that are likely to be 
most important to governors are: 
• High-risk pools . . If a state does not already have one in place, the state will need to 

set one up, use an approved alternative state health program to act as a high-risk pool, 
or the federal government will step in to run one. In many states, existing high-risk 
pools will need to accommodate more people. 

• Web portal for insurance options. A national program will be established to provide 
standardized information on all insurance products being offered on the small group 
and individual markets. States will need to work with the federal government to 
provide the standardized information. 

• Medicaid maintenance of effort (MOE). The legislation continues the MOE on 
Medicaid that was enacted by ARRA. As a result, states will be unable to decrease 
eligibility rates or benefits. They will have to remain at their current levels until the 
Medicaid expansion becomes law. As a result, states may need to revisit their 
Medicaid state plans and budget. 

Implementation planning will be vital in moving forward with each reform effort and in 
ensuring coordination among the components. There will be several opportunities for 
states to receive federal money for implementing reforms, and it will be important to 
consider all options as governors are determining if and how to approach implementation. 

State Preparations and Planning 
If national health refoffi1 legislation is signed into law, states quickly should begin 
preparations for implementation. Due to the significant and varied roles states will play 
in making federal reforms operational, governors will need to develop a strategic plan for 
implementation. This is likely to be a substantial undertaking for states because of the 
extent of the refoffi1s and the coordination that will need to take place. 
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As part of the strategic plan, governors must recognize the action steps they need to take 
to ensure success in implementing reforms. They will need to identify the immediate, 
short-term, and long-term steps in order to make the appropriate decisions in a timely 
matter. Specifically, governors should include the following in their strategic plans: 

• Identify and organize their state leadership team to develop the strategic plan and 
establish coordination across state agencies on cross-cutting issues. 

• Determine the gaps and resources that currently exist in state government as they 
relate to reforms to better plan for in1plementation. 

• Evaluate their existing infrastructure to consider where new programs may be housed 
and consider establishing new offices or agencies for reform programs. 

• Examine the timing of their legislative and regulatory processes to ensure ample time 
for both bill passage and the following regulations to meet federal deadlines for 
implementation. 

• Develop a communications plan for stakeholders, the general public, and state 
agencies to educate these groups on the effects of health reform and the state's role in 
implementation. 

Aspects of this strategic plan are discussed further in the following sections. Having such 
a plan will help states assess their current situation, as well as determine when and 
whether to adopt the federal reforms. 

Identify and Convene State Leadership Team 
One of the first steps governors need to take is to identify the appropriate state leaders 
that will guide national health reform implementation. Governors should form a health 
reform cabinet that reports directly to the governor, develops the strategic plan for reform 
implementation, and is held accountable for its recommendations. Specifically, the 
governor should give the cabinet responsibilities for the following activities: 

• Articulating a clear purpose and operations plan for the cabinet; 
• Oversee planning, development and implementation of reforms; 
• Identify ways to build on existing infrastructures and programs, or to create a new 

entity within state government to house governance and oversight functions; 
• Ensure appropriate coordination and collaboration across state agencies; and 
• Engage with relevant stakeholders to get their buy-in and insight for 

implementing reforms. 

States have used this cross-agency model to coordinate programs and improve on the 
existing system. Previously, states have created children's cabinets to improve the 
management of children's issues across health, education, and social service programs. 
Many of the same themes apply in creating a similar group of senior state officials to 
organize and manage federal health reforms. For example, Governor Jim Douglas of 
Vermont issued an executive order establishing a health care cabinet.to improve the 
coordination of national health reform implementation. 
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Form a Public/Private Advisory Commission 
It will be beneficial for governors to engage stakeholders in the planning and 
implementation processes to ensure success and broad-based support, as well as to solicit 
assistance and strategies for approaching reforms. To begin, the health reform cabinet 
discussed above should identify ;major, relevant stakeholders to participate in the 
commission, such as: 

• Private insurance companies operating in the state; 
• State medical society; 
• State hospital group; 
• Other direct service providers (i.e., community clinics); 
• Major employers; 
• Advocacy groups; 
• Insurance brokers; 
• Other private sector stakeholders; and 
• State legislators. 

As part of getting them invested in the process, the cabinet should work with the 
commission to establish the purpose and goals for the group. The commission may have 
the following responsibilities: 

• Solicit experiences and advice on similar programs outside of state government; 
• Provide strategies and feedback on implementation plans and establish networks 

for outreach; 
• Create a communications and outreach plan to educate the public on the reforms; 
• Discuss potential partnerships between the state 1 and stakeholders for 

implementation; and 
• Discuss potential financial support for aspects of implementation. 

For example, Connecticut created an advisory group to respond to federal health reforms. 
The group consists of fifteen stakeholders from state government and the private sector. 
The group is charged with examining state-based delivery system reforms, emphasizing 
cost containment, and increasing access to coverage in the state. 

States have used a similar model for other types of advisory groups that have public and 
private sector interactions, such an infrastructure projects, federal recovery project 
planning, climate change, and the development of statewide health information 
exchanges. 

Determine Available Gaps and Resources 
States are facing difficult financial situations, and their budget gaps are likely to increase 
before they begin to decline slowly over several years. It is important for governors to 
thoroughly analyze their states' situation and agency needs to understand how national 
reforms will further impact state budgets and their ability to integrate reforms. 
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If federal grants will be available for states to implement reforms, governqrs will need to 
identify existing state resources and where there may be gaps in funding to know which 
federal grant opportunities would suit their needs. 

Governance and Oversight. States will need to examine existing state agency capacities, 
data resources, and leadership to determine what immediate and more long-term changes 
need to be made to ensure a smooth transition to a reformed system. It will be critical for 
governors to identify the governance and oversight needs of their state to find gaps that 
may exist as they approach implementation. 

For example, there is likely to be a lack of personnel to not only complete new work 
associated with reforms, but also that have the professional experience and training 
necessary for some of the tasks required. I t is important for the state to identify those 
areas and develop a plan for increasing personnel and leadership across these areas. 
Additionally, for the Medicaid expansion, states will need to develop an online 
application process and analyze the capacity of their eligibility system infrastructure to 
ensure compliance with the federal law . 

A critical issue for governors to consider is the infrastructure changes that will be 
necessary within state government. States will need to establish where new programs 
will be housed and organize how they will be run within new or existing agencies and 
programs. This infrastructure planning will be a crucial step in phasing in the reforms 
and having the appropriate mechanisms,personnel and systems in place to incorporate 
reforms, especially as states already have reduced programs to a minimum and stretched 
personnel in an effort to balance their budgets. 

Modeling the Distribution of Individuals' Insurance Status. Governors will also want to 
analyze current programs, such as Medicaid, CHIP, and insurance offerings, to determine 
the effects of increased enrollment across many insurance options. States will need to 
conduct a simulation of where they think people are going to enter the health insurance 
market maintaining current coverage, enrolling in their employer's insurance, 
purchasing individual coverage, buying insurance through the exchange (including who 
qualifies for subsidies), qualifying for Medicaid or CHIP, or choosing not to purchase 
coverage. 

This modeling will help states estimate their increased case load for public programs and 
help to gauge the strength and resilience of existing insurance offerings in the individual 
and small group markets. It will also assist governors in determining the best ways to 
handle the influx of uninsured residents entering the system through public programs, the 
exchange, or into other private or employer coverage. Because budgets are already tight 
and Medicaid costs are continuing to rise, these estimates will be important in 
determining the potentially significant impact these reforms will have on the state budget. 
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Determine the Synchronization and Intersection of Reforms 
The timing of launching various health reforms will play a large role in the success of 
reforms and the strength of the insurance market. Although the federal reform legislation 
will have deadlines for implementation, there are numerous factors of timing and 
synchronization that can ease the transition and avoid unintended consequences. It will 
be crucial for states to consider the structural and administrative outcomes of 
implementation, market impacts in existing and new insurance products, as well as their 
effects on existing state programs and private sector stakeholders. 

Governors should consider timing and staging of reforms and their impacts on: the 
insurance marketplace, stakeholders, and state infrastructure and agencies. Gradual 
phase-in and transition periods will ensure adequate preparation and planning to redirect 
resources to address emerging -needs. Un synchronized implementation of reform 
components could result in a significantly weakened insurance market and major gaps in 
coverage for individuals. The order in which the reforms are implemented and how they 
are phased in will be a key factor to ensure that each reform has the support and 
functionality needed, and that reform efforts run in a complementary fashion. 

Market impacts and timing of insurance reforms 
It is vital that states' small group and individual markets remain strong and viable as new 
regulations are put into effect, and as exchange n1echanisms become operational. 
Dramatic shifts could create market instability or consumer concern. By planning 
reforms in a synchronized manner, states can ease market pressures and alleviate 
consumer disruption. 

Insurance Reforms. It will be important for governors to ensure that the timing of new 
insurance market regulations is given appropriate consideration. Governors may want to 
strongly consider phasing in the reforms to maintain the integrity of the markets. For 
instance, if a state with little existing regulation in its individual insurance market were to 
implement all of their insurance reforms simultaneously, it could dramatically increase 
participation by unhealthy, previously uninsured individuals, thereby driving up 
premiums and resulting in insurance carriers pulling out of the market. However, if the 
regulations are phased in and slowly change the market, the risk pool is likely to be more 
diverse and keep the markets stabilized. 

Health Insurance Exchange. As states set up insurance exchanges for those in the small 
group and individual markets, it will be crucial to plan its creation and launch in concert 
with the other reforms being implemented~ For instance, it will be important to the 
integrity of the exchange that the insurance regulations are substantially in place before 
the exchange is functioning. It will also be important to plan the set-up of the exchange 
so that those who qualify for Medicaid or federal subsidies are notified of their eligibility 
and given appropriate instruction. It will be the exchange'S responsibility to be able to 
provide this information and the subsequent instructions to ensure people are enrolled. In 
most states, no current government entity exists to handle all of these responsibilities, and 
it will be crucial for governors to consider the structure of the exchange and linkages to 
other programs. 
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Individual Mandate. Requiring most residents to have health insurance is a critical piece 
in synchronizing among reforms. Because an individual mandate will bring more people 
into the market, particularly those who may be healthy and otherwise uninsured, it will be 
key to ensure that the market can handle all newcomers. The insurance reforms will need 
to be in place before the individual mandate takes effect, mainly to prevent people from 
being denied coverage when they are required to have it. In addition, people should have 
access to insurance through the exchange if they are not able to purchase it through their 
employer. The Medicaid expansion will also need to be in place to ensure those who are 
eligible receive Medicaid coverage. The system will also need to be in place to ensure 
those who are exenlpt from the individual mandate are identified and not penalized for 
not having insurance. 

Intersection of Existing State Programs and New Functions 
It will be vital that governors consider the intersection among aspects of the new law, as 
well as existing state programs and regulations. Several of the reforms are dependent on 
the implementation of others, and therefore their implementation will need significant 
planning. Governors will need to map out the reforms with state programs and other new 
initiatives to ensure a comprehensive view of the outcomes of implementing these 
changes. 

Medicaid Expansion. The Medicaid expansion will take extensive planning to build on 
top of the existing Medicaid program. Governors will need to have their systems and 
personnel prepared and in place before the transition date. They should also consider in 
which Medicaid plans they are going to enroll newly eligible popUlations. In addition, 
states may want to consider expanding early to prevent a rush of enrollees. An important 
lesson learned from the federal government in implementing Medicare Part D was that a 
"tum-on" date for all beneficiaries at once was extremely problematic. States can use 
this experience to strategically plan and perform a "dry run" of their systems, phase in 
their expansion, or prepare local staff to assist in enrollment as the deadline approaches. 

Coordination within state agencies. Because of the complexity and many components of 
the reforms, governors will need to assign designated roles to state agencies. They will 
also need to make certain that agericies are coordinating across state programs, and 
internally within each division to maximize the efficacy of programs and the use of state 
personnel and funding. Governors will need to involve state programs, such as: 

• Budget and Tax. Income eligibility determinations for Medicaid and federal 
subsidies may involve the state's budget and tax office. In addition, this state 
office may participate in income exemption determinations for the individual 
mandate. 

• Medicaid. The state's Medicaid agency will no doubt lead the Medicaid 
expansion. The agency may also play a role in income eligibility determinations 
with the exchange. 

• Insurance. The department of insurance will likely have a large role in oversight 
and certification of plans in the exchange, as well as the regulation of rate bands. 
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• Public Health. Involvement by the health department will be important for the 
development of benefit designs, workforce issues, the interaction of reforms with 
community health centers, and delivery system reforms. 

• Health Information Technology. Those overseeing health information 
technology initiatives should be closely involved in the development of the 
reform infrastructure, as well as coordinating with the state's electronic health 
record implementation. 

• State EmployeeslRetirees. The state's office of personnel management may 
need to analyze the reforms to determine what requirements they have to meet as 
a large employer. They may also need to examine the actuarial value of state 
employee benefits to determine whether they would be considered a "high-cost 
plan," and therefore would place a fee on the insurance carrier who would pass 
the cost along to the state. 

Establishing Programs. Action steps and timing for establishing a new program, such as 
an exchange, should be thoroughly analyzed and the impacts on existing programs and 
reforms efforts assessed. The placement of new programs or offices should also be 
examined, in addition to whether they are needed at all. If a similar program in the state 
exists or an office is responsible for the same health policies, it may not be necessary to 
set up a new program. Rather, the existing office's mission could be transformed to meet 
the needs of the new reforms while also maintaining its previous purpose. 

However, some of the reforms may be significantly unique so that the only option for the 
state is to set up a new program or office. For instance, most states do not currently 
operate an exchange or have any similar programs. Thus, a new program or office will 
likely need to be created to meet the federal guidelines for running an exchange. 
However, existing responsibilities will still playa role in the new entity. Insurance 
commissioners, for examples, will likely play a significant part in certifying plans that 
can be offered through exchanges. 

In addition, the timing and interaction of reforms, including when new state government 
offices become operational, will be a key element in successful implementation. It will 
be necessary for governors to task their state leaders with mapping out the infrastructure 
of the reforms, as well as the timing to ensure that the systems that need to work together 
and depend on each other for data, benefits information, and consistent messaging to the 
public are able to meet their goals. 

There will be many instances of key timing and interaction factors that will have to be 
considered. One example is the interaction of the exchange, increased Medicaid 
enrollment and the individual mandate. Due to the Medicaid expansion, as well as the 
enforcement of an individual mandate, there will be an increase in Medicaid enrollment. 
Medicaid systems must be ready to handle the increase in beneficiaries. In addition, the 
exchange is likely to see a significant increase in usage when the individual mandate goes 
into effect, and the exchange will need to be fully equipped to handle the increased 
enrollment. It will also need to be ready to process those individuals who come to the 
exchange to buy health insurance, but are instead eligible for Medicaid. The timing and 
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interplay of these various aspects of reform are crucial and will need to be thoroughly 
examined prior to implementation. 

Incorporating Existing Delivery System Reforms 
Governors can use their experiences from previously enacted state-based delivery 
reforms to incorporate new reforms into their existing system. Identification of initiative 
overlaps (e.g., states that already operate a medical homes system) will help states to 
further their efforts and to advise other states on best practices and lessons learned from 
these pilot programs. 

An example of this is governors working with their public health departments to identify 
and implement prevention and wellness initiatives. States can also partner with insurance 
commissioners and attorneys general to revise their medical liability laws. 

Impact on Relevant Stakeholders 
While there are several changes that will occur within state government, it is also 
important for governors to understand and monitor the impact federal reforms will have 
on relevant stakeholders in their states. Through the creation of a public/private advisory 
commission discussed earlier, stakeholders will be able to provide feedback and 
strategies for approaching reform. States should also educate their stakeholders to ensure 
they have the knowledge they need to make informed decisions on reforms. As part of 
the initial strategic planning process, individual stakeholder impacts include: 

• State Legislators. Because the reforms will require some dramatic changes, 
legislation will be required to implement the reforms on the state level. Governors 
will have to engage legislators to get their input on developing a plan for 
implementation. Political challenges may make legislative relations difficult. 
However, it is important for governors and legislators to realize that in order to meet 
federal deadlines in 2014, the state will have to pass legislation by 2012 at the latest 
to allow for timely implementation. 

• Employers. It appears likely that the employer community will continue to play a 
large role in providing their employees with health insurance. There will be tax 
credits available for some small businesses that offer coverage. It will be important 
to track the levels of employer-sponsored insurance. For instance, benefit 
requirements may influence employers' offerings. Small and large businesses may 
have different perspectives on these reforms, and governors should engage with a 
broad range of employer representatives. 

• Insurance Companies. With new insurance regulations and the establishment of an 
exchange as part of the larger reforms, it will be crucial to immediately engage with 
private insurance companies. The new insurance regulations in the small group and 
individual markets will have an enormous impact. Governors will need to engage 
with the private insurers to ensure that the transition is as smooth as possible and that 
the insurers do not decide to abandon the market, leaving few plan options. The 
establishment of an exchange will also create significant changes for the private 
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insurance markets, and states should communicate with the carriers to encourage a 
seamless transition. While these reforms will not be implemented immediately, the 
planning and legislation to create them will have to be determined in the near future. 

• Medical Providers. An early impact on medical providers will involve interactions 
with their patients. Patients are likely to inquire with their providers about the 
changes and how it affects their treatment and insurance. It will be important for 
governors to engage with medical providers to enlist their assistance in helping 
patients understand how the federal reforms affect them and their insurance coverage. 
Involving providers in preparations and planning will be a key factor throughout 
implementation. 

• Community Groups. The groups that will have the most interaction with individuals 
in explaining the "reforms will be the community organizations - faith-based, 
grassroots, advocacy, and other groups where citizens generally get their information. 
Individuals may require help in understanding how the law affects them, and 
community groups will be important in providing this type of guidance. Thus, states 
should engage with these organizations to ensure they have the information and 
resources needed to be able to appropriately help individuals understand what the 
federal reforms mean to them. Outreach is going to be a crucial part of 
implementation, and the states should look to the community groups for their buy-in 
and support in educating the public. 

• Other stakeholders. There are other important stakeholder groups that may be 
impacted by these reforms, including insurance brokers. In many states, insurance 
brokers playa major role in providing small businesses with their insurance options. 
Many of the federal reforms leave the role of the brokers undecided. It will be 
important for governors to have conversations with the brokers as a strategic plan for 
implementation is developed, especially in states where brokers play a large role in 
the small group market. 

Other sectors may also be touched, such as the local health departments. It will be 
important for governors to reach out to these constituencies in the local areas to get a 
better sense of the issues that are likely to occur on the ground as people are seeking 
care. 

Implications of Opting In or Opting Out of Programs 
States may have choices in deciding if and how they"will participate in federal reforms. 
Governors need to weigh the consequences of opting in or opting out of certain programs 
to enable them to make decisions on what actions they will take. 

There is an option in the legislation that allows for states to opt out of reforms while 
addressing the same issues through alternative state-based programs. They are permitted 
to use similar pathways to addressing the main issues in the bill without having to adhere 
to the federal guidelines. The benchmarks that states would have to meet and guidelines 
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they would have to follow are likely to be stringent. States are not permitted to exercise 
this option until after most of the reforms are to be implemented. 

If governors decide not to implement federal reforms, the bill provides for the federal 
government to step in to implement those reforms in the state. At this time, it remains 
unclear as to how and when this default would take place. However, it will most likely 
involve preempting many state laws currently in existence. In addition, the state is likely 
to lose certain state authorities and responsibilities, which will be turned over to the 
federal government in administering reforms, or be splintered from existing authorities 
and oversight. 

Health of Programs and Markets 
When deciding whether to opt out of reforms, governors should review their current 
landscape and programs to determine what is best for their state. Important factors that 
could influence their decisions include (but are not limited to): budgetary, administrative 
and political impacts of opting in/out, population size, nUlnber of private insurers in the 
small group and individual markets, number of lives covered in the markets, existing 
state regulation of the marketplace, willingness of private insurers to work with the state, 
existing state programs, and past experiences with purchasing pools and regulations. All 
of these will influence a state's decision-making process and should help governors 
determine whether reforms are right for their state. 

For example, states with fewer residents, fewer insurance options and a smaller risk pool 
may decide to default to a federally-run insurance exchange to be able to offer more 
options at a lower rate than if they set up their own exchange. If they make this choice, 
states will then be responsible for coordinating state programs with the federal exchange, 
which could prove to be arduous. 

Financial Impacts 
There will be funding available for states to assist with development and implementation 
efforts. States will need to consider whether the funding is sufficient to meet the needs of 
the state when implementing the reforms. In some states, it may take a significant effort 
to meet the standards of the federal reform requirements; and therefore will require 
increased spending for direct services and personnel to administer and operate certain 
programs, oversight, and other efforts. While it is assumed that states are going to have 
to pay a part of the federal reforms, governors will need to determine whether federal 
funding is sufficient and does not require state resources beyond what the state is willing 
and able to pay. 

If a state decides to opt out of reforms, the governor should consider the financial 
penalties for doing so. The state should consider what penalties might be assessed as part 
of foregoing participation, including funding tied to already existing programs in the 
state. The governors will need to determine whether the penalties tied to non­
participation, along with potential funding lost for existing programs,' are significant 
enough to opt in or opt out of reforms. 
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Coordination with Federal Government 
If a governor is considering opting out of implementing federal reforms, it will be 
important to review the program coordination that would need to take place. The federal 
government and the state will have to coordinate existing programs run by the state with 
those the federal government is setting up. This may prove to be challenging for the 
state, as their existing programs' may not be in a position to communicate with those the 
federal government is setting up and cannot be built on existing state systems. In 
addition, the federal government may' have standards that the state will have to meet to 
ensure appropriate coordination between the programs and the systems on the federal 
level. Thus, governors will want to weigh the coordination issues and their impacts on 
the state when considering whether to opt out of federal reforms. 

For instance, if a state decides not to set up an exchange and the federal government steps 
in to run an exchange for the state, the state will likely have to conform to the federal 
exchange's guidelines for Medicaid eligibility and low-income subsidy determinations, 
while the state is accustomed to using its exi,sting eligibility determination system. This 
may pose some difficulties and extra processes for the state. 

Conclusion 
Federal health reform will have a major effect on states' public insurance programs, the 
private insurance marketplace, and other health programs. It is vital that governors 
understand the reforms to be able to make the significant decisions that will be necessary 
in planning for implementation of national reforms. 

Regardless of the level of a state's participation in these reforms, governors will need to 
begin planning for reform implementation shortly after the bill passes. Therefore, states' 
decisions as to whether to participate and the discussions that will need to take place with 
legislatures will be crucial to planning. 

With state budgets already in dire shape and health care costs continuing to rise, 
governors need to make the decisions that are right for their states and will help improve 
the health of their states' residents while strengthening the health care system. 
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Patient Protection and Affordable Care Act (ACA) 
(How We Got to Where We Are) 

FEDERAL HEA '" .TH :'~EFORM BILL .. " ......... ". , ..... " .... ... , ................. , ... , .. " .. , .. L .. .. ,., R ..... , .. .... . , ... , .. ,." .. ,., ... .... , ..... ... .. 
• - _ _ ..... , ... - .__ .- -"'or ____ - ~ •• ~ . _ . ... . - ~ ........ __ ... ~. .~_~ • • ~, •• .;. ___ .. __ ~ ....... ~_ ........ . . ,._._.~_~ ~ _____ .• _ •• ~ ._ . _ 

_ ~L 
'IHRA812 :pr,opotes HOUR eMnges to HR3S90) 

Pf{WI6«Jt1t UNMtIN~~!. tlNMCP ~~ 6fCQfJ; (,3 .. 30-2010), 



The ACA Law: Highlights 

• Health insurance for about 32 million additional citizens 
• About 15 million nationally to be added to Medicaid [est. @ 110,000 in Nebr] 

• About 15-16 million nationally to buy private insurance from an agent 
or through a state exchange (est @110,000-112,000 in Nebr) 

• Most citizens will continue to have employer-based private insurance 

• New regulations governing insurance industry 
• Eliminate pre-existing conditions 
• Require coverage for preventive services 

• Funds programs to test innovations in delivery of care, 
payment systems, malpractice reform, etc. 

• Reforms beginning in 201 0 include: Insurers can't rescind 
coverage; Dependents up to 26 can stay on parents plan; Children 
with pre-existing conditions covered; Tax credits for small businesses 
start; No lifetime limits on coverage. 
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Health Reform State Focus 

• How will Legislature monitor ongoing 
changes? 

• Workforce _ 
Distribution, Shortages & Incentives 

• State Exchange 
Coverage & Operation 

• State Medicaid 
Enrollment 
Participation in Demonstrations 
State Plan Amendments 



Health Care Reform: Workforce 
• State could review of the state's student loan 

forgiveness and incentives programs for primary care 
providers to determine if they need updating in view of 
added federal incentives to train primary care providers. 

• Consider state pilot programs that promote cost savings 
in delivery of care. State could consider offering relief 
from state regulations that do not affect quality controls. 

• State could review the existing regulations governing 
physician assistants and nurse practitioners to 
determine if they should be updated to reduce costs of 
care, regulatory burden and improve access in 
underserved areas. 



Health Care Reform: State Exchanges 
• By 2014 each state is to have an operating "Insurance . 

Exchange" for uninsured individuals and small businesses 
(1 00 or less employees) to buy private insurance. 

• Federal grants to states to fund plan an Exchange. 

• States have great flexibility to design Exchange. 
If a state decides not to create an Exchange the federal govemment reserved the 

option to set up and operate an exchange in a state. 

• Abortion - Each state decides if insurance plans will cover 
abortion. Federal law prohibits public subsidies from being 
used toward a premium that covers abortions. States can 
enact a state law to prohibit the offering of abortion insurance 
coverage through its Exchange. 

• Exchanges to offer four levels of insurance coverage, plus two 
nationwide multi-state plans to ensure more competition. 



Health Care Reform: State Medicaid 
• How will the Insurance Exchange Sign-up and 

Medicaid Sign-up interact? 

• Consider whether it is advantageous for state to 
participate in Pediatric Accountable Care 
Organization Demonstration Program. 

• Will the State seek state plan amendments or 
federal grants to participate in new healthy lifestyle 
programs? 

• Will the state certify its projected budget shortfall to 
be exempt from the maintenance of effort 
. requirements? 

• The state will need to determine if it complies with 
the National Correct Coding Initiative. 



Useful Web Sites 

UNMC Health Care Reform 
http://www.unmc.edu/healthcarereform 

Kaiser Family Foundation Summary 
http://www.kff.orglhealthreform/upload/housesenatebill_final.pdf 

Washington Post Calculator 
http://www.washingtonpost.com/wp-srvlspecial/politics/what-health-bill-means-for-youl 

Fact Checking Web sites 
www.politifact.com 
www.factcheck.org 



Nebraska Department of Health 
and Human Services 

Division of Medicaid and Long-Term Care 

November 17,2010 

Senator Tim Gay 
Legislative District # 14 
State Capitol, P.O. Box 94604 
Lincoln, NE 68509-4604 

Dear Senator Gay: 

State of Nebraska 
Dave Heineman, Governor 

The Department of Health and Human Services hired an actuarial firm, Milliman, Inc. to 
provide an analysis of the impact of the federal Health Care Reform legislation on the 
Nebraska Medicaid program. The August 18, 2010 report included an estimate for a loss 
in pharmacy rebates. Since that time, the Centers for Medicare and Medicaid Services 
(CMS) changed its interpretation of the federal legislation relating to pharmacy rebates 
and issued revised guidance. The Department requested Milliman to review the changed . 
guidance and assess its impact on the Nebraska Medicaid program. 

Based on this change in interpretation by CMS, Milliman, Inc. has updated the estimated 
costs for Health Care Reform related to pharmacy rebates. The update eliminates the 
losses previously projected for pharmacy rebates. The fiscal impact of the Health Care 
Reform legislation to the Nebraska Medicaid program has been revised to $458.2 Million 
for the Mid-Range Participation scenario and to $691.5 Million for the Full Participation 
scenario. The revised report is enclosed for your convenience. 

If you have any questions, please do not hesitate to contact me. 

Sincerely, 

Vivianne M. Chaumont, Director 
Division of Medicaid & Long-Term Care 
Department of Health and HUl11an Services 

Enclosure 

Helping People Live Better Lives 
An Equal OpportumtylAffirmafiveAction Employer 

printed with soy ink on recycled paper 



• Milliman 

November 10, 2010 

Ms. Vi vi anne Chaumont, Director 
Division of Medicaid & Long-Term Care 
Department of Health and Human Services 
State of Nebraska 
P.O. Box 95026 
Lincoln, NE 68509-5026 

Chase Center/Circle 
111 Monument Circle 
Suite 601 
Indianapolis, IN 46204-5128 
USA 

Tel +1 317 6391000 
Fax +1 317 639 1001 

milliman.com 

RE: PATIENT PROTECTION AND AFFORDABLE CARE ACT WITH HOUSE 
RECONCILIATION - FINANCIAL ANALYSIS - UPDATE 

Dear Vivianne: 

Milliman, Inc. (Milliman) has been retained by the Nebraska Department of Health and Human Services, 
Division of Medicaid and Long-Term Care (DHHS) to provide consulting services related to the financial 
review of the Patient Protection and Affordable Care Act as amended by the Health Care and Education 
Reconciliation Act (Affordable Care Act) as they relate to the provisions impacting the State's Medicaid 
program and budget. This letter reflects an update to our analysis reflecting the instnlctions for the 
Federal offset of Medicaid prescription drug rebates, as outlined in the September 28, 2010 letter from 
Department of Health and Human Services October 2010 update to State Medicaid Directors. 

SUMMARY OF RESULTS 

Milliman has developed two estimates of the enrollment and fiscal impact associated with the Medicaid 
expansion and other related provisions of the Patient Protection and Affordable Care Act as amended by 
the Health Care and Education Reconciliation Act. We have developed (1) a mid-range participation 
scenario and (2) a full participation scenario. We have prepared our fiscal analysis to reflect the state 
impact for state fiscal years 2011 through 2020. We have adjusted all data to reflect the three month 
offset between the federal fiscal year and the state fiscal year as appropriate. 

Enclosures 1 and 2 provide the fiscal impact results of the Affordable Care Act under a mid-range 
participation scenario (Enclosure 1) and a full participation scenario (Enclosure 2). The total fiscal impact 
to the Nebraska Medicaid budget during the next 10 years would be estimated t<) be in the range of 
approximately $458.2 million to $691.5 million based upon the assumptions outlined in this document. 
Table 1 illustrates the anticipated expenditure impacts to the Nebraska Medicaid budget for the period of 
SFY 2011 through SFY 2020 under each scenario. 
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Table 1 

Nebraska Department of Health and Human Services 
Division of Medicaid and Long-Term Care 

4 
Patient Protection and Affordable Care Act 

as Amended by the Health Care and Education Reconciliation Act 

State Budget Fiscal Impact - SFY 2011 through SFY 2020 
(Values Illustrated in Millions) 

Estimated Fiscal Impact - State Only 
Mid-Range Full Participation 

Component Participation Scenario Scenario 
Adults and Parents Expansion to 138% FPL $179.3 $250.6 
Children - Enrollment due to ACA 285.8 366.7 
Administration 82.4 106.8 
Pharmacy Rebate Loss for Nebraska 0.0 0.0 
Physician Fee Schedule Increase to Medicare Rates 0.0 56.8 
Foster Children Coverage to Age 26 15.1 15.1 
Medically Needy Expansion to 1380/0 FPL 5.6 5.6 
DSH Reduction (18.8) (18.8) 
CHIP Enrollment Shift and FMAP Increase (30.9) (30.9) 
State Disability Shift to Medicaid and Expansion to 138% FPL (60.5) (60.5) 
Total $458.2 $691.5 

Note: Values have rounded 

The results shown in Table 1 and the enclosures vary from our August 16, 2010 letter due to the impact of 
the pharmacy rebate loss being removed based on recent guidance from CMS. The Children population 
has also been shown separately from the Adult and Parent populations. 

Estimated Medicaid Enrollment Impact 

Table 2 illustrates the projected increase in Medicaid enrollment reflecting a 138% Federal Poverty Level 
(FPL) limit. The 138% FPL limit reflects the 133% FPL indicated in the Affordable Care Act with the 
5% income disregard allowance. The values in Table 2 were derived from the 2009 Current Population 
Survey (2009 CPS) data from the U.S. Census Bureau collected in 2009 (representing 2008 insurance and 
income data) as well as Medicaid enrollment data provided by DHHS. Children were defined as ages 0 
through 19. The Adult and Parent populations were defined as ages 20 through 64. 
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Table 2 

Nebraska Department of Health and Human Services 
Division of Medicaid and Long-Term Care 

Patient Protection and Mfordable Care Act 
as Amended by the Health Care and Education Reconciliation Act 

State Budget Enrollment Impact - 2009 CPS Census Data 

.,. 
, " /', 

>.-

Enrollment Full 
Enrollme~t 

:; ~~'d;Ra~.ge Mid.-:Range 
rarti~.ipati91l -. ,:;~~rticipa ti.9~, . · f~rlif.ipa·tioll 

... . " ' ScenariQ Population " .. 'f.,."" . ",FrLRang~ :.; 
~. "::" '" ~ ~ 

:" :ASSJliJiptiQD . . ...... :.:.: ... , .. ,,' ,Scenario .,' 

Uninsured Adults 0% - 138% 36,779 80% 29,423 
Newly Eligible Parents 50% - 1380/0 20,510 85% 17,433 
Woodwork Parents <50% 4,623 70% 3,236 
Woodwork Children <138% 23,119 80% 18,496 
Insured Switchers - Adults 0% - 138% 23,916 50% 11,958 
Insured Switchers - Parents 00/0 - 138% 21,429 75% 16,071 
Insured Switchers - Children 0%- 138% 14,538 750/0 10,903 

DHHS 1330/0FPL 
State Disability (1) 0% - 1380/0 154 Assumption+ 50/0 154 

DHHS 133% FPL 
Medically Needy (2) 43% - 1380/0 229 Assumption +50/0 229 
Sub-total 145,297 107,903 

Notes: (1) State Disability currently covered with state funds to 100% FPL. Enrollment reflects shift to Medicaid and 
FPL expansion estimated as of2014. 

(2) Enrol1ment reflects FPL expansion estimated as of2014. 

The mid-range participation rates in Table 2 were reviewed for consistency with participation in the 
Medicare program which exceeds 95% and the Medicaid/CHIP programs for children which exceeds 
85%. Actual participation in the Medicaid program after the expansion may exceed the participation rates 
noted in these other programs, since there will be an individual mandate for health insurance coverage 
under federal health care reform legislation. 

Percentage increase in Medicaid in relation to the total number of Nebraskans 

• Calendar Year 2008 Nebraska Census Estimate 1,783,000 
• Increase would be approximately 6.1 % to 8.2% more Nebraska residents on Medicaid 
• Increase from 11.60/0 to range of 17.70/0 - 19.8% - or nearly 1 in 5 Nebraskans 

The remainder of this letter discusses each of the Medicaid components of health care reform as listed in 
Table 1. 
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The fiscal impact associated with the Adults, Parents, and Children expansion to 138% FPL includes both 
currently insured and uninsured individuals below the 138% FPL amount and children not currently 
covered under Medicaid, who are also below the 138% FPL limit. The 138% FPL limit reflects the 133% 
FPL indicated in the Affordable Care Act with the 5% income disregard allowance. The analysis 
presented in this report reflects full participation (full participation scenario) as well as an alternate 
participation assumption (mid-range participation scenario). The participation assumptions by population 
are presented in Table 2. The assumed average annual cost per enrollee by population as of State fiscal 
year 2009 is provided in Table 3. 

Table 3 

Nebraska Department of Health and Human Services 
Division of Medicaid and Long-Term Care 

Patient Protection and Affordable Care Act 
as Amended by the Health Care and Education Reconciliation Act 

Average Cost per Enrollee as of SFY 2009 

Population A vera2eAnnual Cost 
Uninsured Adults $5,467 
Newly Eligible Parents $4,881 
Woodwork Parents $4,881 
Woodwork Children $2,654 
Insured Switchers - Adults $5,900 
Insured Switchers - Parents $5,268 
Insured Switchers - Children $2,950 
State Disability (I) $78,107 
Medically Needy - Disabled (I) $85,390 
Medically Needy - Long-Term (I) $109,932 

Notes: (1) State Disability and Medically Needy costs provided by DHHS for FFY 2014. 

The cost estimates for the State Disability and Medically Needy populations were obtained from the 
health care reform projection provided by DHHS. All other annual cost estimates were developed from 
SFY 2009 enrollment and expenditures provided in the Nebraska Medicaid Reform Annual Report dated 
December 1, 2009 with appropriate adjustments. The values in Table 3 reflect the age/gender mix of each 
population based upon the 2009 CPS census data. For example, the insured switcher adult population 
does not have the same age distribution as the uninsured adult population which impacts expected average 
cost. Milliman additionally used internally available data from other Medicaid expansion analyses to 
develop the cost relationship between adults and parents. Milliman assumed a composite annual trend of 
3.0% to project the claim cost for the expansion population into future years. The 3.0% trend reflects the 
impact of enrollment growth as weB as projected trend for utilization and intensity of services. 
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The Affordable Care Act reflects the following Federal Medical Assistance Percentages (FMAP) for the 
expansion populations. 

• 100% FMAP in CY 2014, 2015, and 2016 
• 95% FMAP in CY 2017 
• 94% FMAP in CY 2018 
• 930/0 FMAP in CY 2019 
• 90% FMAP in CY 2020+ 

Milliman assumed that the projected FFY 2012 FMAP rate of 57.64% for Medicaid and 70.35% for CHIP 
would continue through 2020 for non-expansion populations. 

b. Administration 

In addition to the expenditures associated with providing medical services, Nebraska will incur additional 
administrative expenditures. The expenditures for the initial modifications to the current administrative. 
systems, as well as establishment of an Exchange, are estimated to be $25 million (State and Federal) or 
$12.5 million (State only). On-going costs for the coverage of the additional 108,000 to 145,000 Medicaid 
enrollees are estimated to be $21.5 to $29.0 million per year (State and Federal) or $10.8 to $14.5 million 
per year (State only). The on-going costs were developed assuming approximately $200 per recipient per 
year or approximately 3.75% of total expected medical expenditures. Based on my experience with 
Medicaid programs, the state Medicaid administrative costs range from 3.5% to 6.0% of the total medical 
costs. The administrative expenses would be anticipated to be incurred in calendar years 2012 and 2013 
for the initial administrative expenditures and in calendar year 2014 forward for the on-going 
expenditures. 

c. Pharmacy Rebate Loss for Nebraska 

The Affordable Care Act includes increased rebate percentages for covered outpatient drugs provided to 
Medicaid patients. The minimum rebate percentage is increased from 15.1% to 23.1% for most brand 
name drugs and from 11 % to 13% for generic drugs effective January 1, 2010. However, the Affordable 
Care Act indicates that the impact will be accrued 100% to the Federal government. Based on 
instructions regarding the Pharmacy Rebate offset from Department of Health and Human Services to the 
state Medicaid Directors dated Septenlber 28, 2010, we have estimated that no impact will occur to the 
rebates currently accruing to the state budget. 

The following provides additional details regarding the history of the anticipated pharmacy rebate losses 
and the resulting modification by CMS. 

• In a September 28, 2010 letter, CMS modified the instructions originally outlined in an April 22, 
2010 letter on how the increased pharmacy rebate will be captured from the total Medicaid 
rebates. 

• April 22, 2010 State Medicaid Director Letter from Department of Health and Human Services 
RE: Medicaid Prescription Drug Rebates 

• Page 3, Changes in Non-Federal Share of Rebates: "For brand name drugs subject to the 
23.1 percent minimum rebates, we plan to offset an amount equal to the non-Federal 
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share of 8 percent of AMP (the difference between 23.1 percent of AMP and 15.1 percent 
'of AMP), regardless of whether States received a rebate amount based on the difference 
between AMP and best price. " 

• Initial Estimated Financial Impact August 16, 2010 Letter: Since the State of 
Nebraska receives a significant portion of phannacy rebates on brand name drugs at the 
difference between AMP and best price, the State of Nebraska would have lost 8 percent 
of AMP. The overall estimated impact ranged from 20.7% to 22.60/0 ofphannacy rebates 
received. 

• May 18, 2010 letter from State Medicaid Directors to Ms. Cynthia Mann, Director, Center for 
Medicaid, CHIP and Survey & Certification 

• Letter outlined the Medicaid Directors' concern regarding the treatment of the recapture 
of the non-Federal Share of Rebates 

• Page 2, "The application of this provision to a rebate that is unaffected by the increase in 
the minimum rebate violates both the letter and the apparent intent thereof By its terms, 
this provision applies only to 'amounts received by the State ... that are attributable ... to 
the increase in the minimwn rebate percentage. ' " 

• CMS worked with State Medicaid Directors and other organizations, including the American 
Academy of Actuaries Medicaid Committee, to understand their concerns. 

• September 28, 2010 State Medicaid Director Letter RE: Medicaid Prescription Drugs 
• Page 1 - 2, Revised Policy on Federal Offset of Rebates: " ... However, after further 

consideration of the offset provisions in section 2501 of the Affordable Care Act, we have 
decided to reconsider our instructions regarding the calculation of the offset provisions 
to reflect the lesser of the difference between the increased minimum rebate percentage 
and the AMP (Average Manufacturers Price) minus BP (Best Price). We plan to offset 
the amount equal to the increased amount of rebates resulting from the Affordable Care 
Act.' " 

• Updated Financial Impact: Since the federal offset will only be on the increased rebate 
value for brand name drugs, there will not be an expected loss of pharmacy rebates to the 
State of Nebraska. 

d. Physician Fee Schedule Increase to Medicare Rates 

According to an April 2009 report by the Urban Institute's Health Policy Center, the current Nebraska 
Medicaid fee schedule reimburses at approximately 82% of the Medicare fee schedule for primary care 
services. The Affordable Care Act requires an increase in the Medicaid physician fee schedule for a 
limited set of primary and preventive care services to 1000/0 of the Medicare physician fee schedule. 
1000/0 Federal funding is available for calendar years 2013 and 2014. No additional funding is available 
for other physician services. 

Full Participation Scenario -

The full participation scenario assumes that DHHS will increase the fee schedule for the required 
services for both primary care and specialty care providers and will continue the increased fee 
schedule after calendar year 2014 to assure continued access to physician care. In addition to 
increasing the expected cost of corresponding existing expenditures by approximately 220/0, the 
analysis reflects an additional $120 per year for the dual eligible population since Medicare only 
pays 800/0 of the fee schedule for Part B services. 
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Under the full participation scenario, the increased cost would be an estimated $27 million (State 
and Federal) per year for the current Medicaid program and expansion populations. During 
calendar years 2013 and 2014, the state would have to pay the standard state portion of the 
increase for specialty providers for the existing Medicaid population. Therefore, the state share in 
these two calendar years would be approximately $2.8 million (State only) per year. In 20 IS, the 
State only cost for the fee schedule expansion would grow to an estimated $9 million (State only). 

Mid-Range Participation Scenario -

The mid-range participation scenario assumes that DHHS will only increase the fee schedule for 
primary care providers, not specialty care providers. The mid-range participation scenario further 
assumes that the fee schedule increase will only continue through calendar year 2014 and will 
terminate when the Federal funding level decreases. The annual cost would be approximately 
$18 million and reflects 1000/0 Federal funding for the calendar year 2013 and 2014 period. 

e. Foster Children Coverage to Age 26 

It is Milliman's understanding that Nebraska currently provides Medicaid eligibility coverage to Foster 
Children to age 19. The Affordable Care Act includes mandatory coverage for Foster Children to age 26 
beginning on January 1, 2014. Millilnan has estirnated the annual cost at $S.S million per year (State and 
Federal) or approximately $2.3 million per year (State only). 

f. Medically Needy Expansion to 138% FPL 

The Medically Needy population is currently covered to 430/0 FPL. The population is limited to non-Dual 
eligibles under age 6S. Effective January 1,2014, the population will be covered to 1380/0 FPL including 
the S% income disregard allowance. Milliman has utilized the DHHS expenditure estimate for the 
Medically Needy population for fiscal year 2014 assuming expansion to 133% FPL under the Medicaid 
enhanced FMAP rate. Our projection adjusts the DHHS estimate by a factor of 1.0S to reflect expansion 
to the 1380/0 FPL level. We have additionally adjusted the estimate provided by DHHS from a Federal 
fiscal year basis to a State fiscal year basis. Although these individuals would theoretically be included in 
the 2009 CPS data, the cost intensity needs to be additionally reflected. 

g. DSH Reduction 

Based upon the aggregate Disproportionate Share Hospital (DSH) payment reductions indicated in the 
Affordable Care Act, Milliman developed average Federal fiscal year DSH reduction percentages. 
Milliman adjusted the Federal fiscal year percentages to a State fiscal year basis. The baseline DSH 
expenditures of $44.0 million provided by DHHS were ultimately reduced to two-thirds of the National 
reduction percentage. The reduction was reduced to two-thirds of the National percentage to reflect that 
Nebraska is a low DSH state. 
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2014 4.40/0 2.90/0 
2015 5.3% 3.5% 
2016 5.30/0 3.50/0 
2017 15.9% 10.60/0 
2018 44.1% 29.4% 
2019 49.4% 32.9% 
2020 35.3% 23.50/0 

Note: Nebraska percentage reduction was estimated at 2/3 of National percentage reduction since Nebraska is a low 
DSH state. 

h. CHIP Enrollment Shift and FMAP Increase 

Under the Affordable Care Act, the CHIP program is required to continue to 2019. However, the 
legislation provides an additional Federal matching rate of23% beginning on October 1,2015 and ending 
September 30, 2019. The additional 230/0 FMAP will increase the total FMAP for the CHIP program to 
approxin1ately 93.35%. The enhanced FMAP will decrease expenditures for Nebraska and increase 
expenditures for the Federal share. 

The projection additionally reflects that approximately 30% of current CHIP program enrollees will shift 
to Medicaid eligibility effective January 1,2014. The 300/0 reflects CHIP enrollees <138% FPL. 

i. State Disability Shift to Medicaid and Expansion to 138% FPL 

Nebraska currently covers the State Disability population to 100% FPL with 1000/0 state funds. 
Milliman has utilized the DHHS expenditure estimate for the State Disability population for Federal fiscal 
year 2014 assuming expansion to 1330/0 FPL under the Medicaid enhanced FMAP rate. Our projection 
adjusts the DHHS estimate by a factor of 1.05 to reflect expansion to the 1380/0 FPL level. We have 
additionally adjusted the estimate provided by DHHS from a Federal fiscal year basis to a State fiscal 
year basis. Although these individuals would theoretically be included in the 2009 CPS data, the cost 
intensity needs to be additionally reflected. 

OTHER CHANGES TO CURRENT PROGRAMS 

Milliman anticipates potential savings from the following populations even if the programs are not 
discontinued. However, savings estimates have not been included in the total impact projection for either 
the full participation scenario or mid-range participation scenario. 
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The State of Nebraska currently provides eligibility for pregnant women up to 1850/0 FPL. It would be 
anticipated that the majority of pregnant women between 1380/0 FPL and 1850/0 FPL will receive care 
through the insurance exchange. We have estimated that approximately 100/0 of the current expenditures 
for the pregnant women population will no longer be incurred by the Nebraska Medicaid program. We 
have estimated the annual savings to be approximately $3.4 million (State and Federal) per year or $1.4 
million (State only) per year beginning on January 1,2014. 

Breast and Cervical Cancer Program 

The State of Nebraska currently provides eligibility under the Breast and Cervical Cancer program. The 
total annual expenditures under the program are approximately $5.0 million (State and Federal) or 
$1.5 million (State only). It is not anticipated that this program will be required to be continued with the 
expansion requirements below 138% FPL and insurance reforms for individuals above 1380/0 FPL. 
Therefore, we have estimated that this program could be terminated beginning on January 1, 2014; 
although, some of these individuals will become eligible under the new Medicaid eligibility requirements: 

LIMITATIONS 

The information contained in this correspondence, including any enclosures, has been prepared for the 
Nebraska Department of Health and Human Services, Division of Medicaid and Long-Term Care and 
their advisors. These results may not be distributed to any other party without the prior consent of 
Milliman. To the extent that the information contained in this correspondence is provided to any 
approved third parties, the correspondence should be distributed in its entirety. Any user of the data must 
possess a certain level of expertise in actuarial science and health care modeling that will allow 
appropriate use of the data presented. 

Milliman makes no representations or warranties regarding the contents of this correspondence to third 
parties. Likewise, third parties are instructed that they are to place no reliance upon this correspondence 
prepared for DHHS by Milliman that would result in the creation of any duty or liability under any theory 
of law by Milliman or its employees to third parties. 

Milliman has relied upon certain data and information provided by DHHS as well as enrollment and 
expenditure data obtained from the Medicaid Statistical Information System (MSIS) State Summary 
Datamart and the Nebraska Medicaid Reform Annual Report dated December 1, 2009 as retrieved from 
the DHHS website. The values presented in this correspondence are dependent upon this reliance. To the 
extent that the data was not complete or was inaccurate, the values presented will need to be reviewed for 
consistency and revised to meet any revised data. The data and information included in the report has 
been developed to assist in the analysis of the financial impact of Nebraska Medicaid Assistance 
expenditures. The data and information presented may not be appropriate for any other purpose. It 
should be emphasized that the results presented in this correspondence are a projection of future costs 
based on a set of assumptions. Results will differ if actual experience is different from the assumptions 
contained in this letter. 
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If you have any questions or comments regarding the enclosed information, please do not hesitate to 
contact me at (3]7) 524-35]2. 

Sincerely, 

Robert M. Damler, FSA, MAAA 
Principal and Consulting Actuary 

RMD/lrb 
Enclosures 
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NEBRASKA DEPARTMENT OF REAL TR AND RUMAN SERVICES 11/10/2010 
Division of Medicaid and Long-Term Care 9:38 AM 

He~lth Care Reform Projection - Mid-Range Impact Scenario 
(Values in Millions) 

SFY 2011 -

EXPENDITURES ~ ~ ~ SFY 2014 ~ SFY 2016 SFY 2017 SFY 2018 m:l.!!!2. SFY 2020 SFY 2020 

Current Programs 

Medicaid 
Total (State and Federal) $1,745.1 $1,792.5 $1,841.2 $1,891.3 $1,942.7 $1,995.5 $2,049.7 $2,105.4 $2,162.6 $2,221.4 $19,747.6 
Federal Funds $1,029.1 $1,036.8 $1,061.3 $1,090.1 $1,119.8 $1,150.2 $1,181.5 $1,213.6 $1,246.5· $1,280.4 $11,409.3 
State Funds $716.0 $755.7 $780.0 $801.2 $822.9 $845.3 $868.3 $891.9 $916.1 $941.0 $8,338.3 

CHIP 
Total (State and Federal) $63.2 $65.1 $67.0 $69.0 $71.1 $73.3 $75.4 $77.7 $80.0 $82.4 $724.4 
Federal Funds $45.0 $45.9 $47.2 $48.6 $50.0 $51.5 $53.1 $54.7 $56.3 $58.0 $510.3 
State Funds $18.1 $19.2 $19.9 $20.5 $21.1 $21.7 $22.4 $23.0 $23.7 $24.4 $214.1 

State Disability 
Total (State and Federal) $8.1 $8.4 $8.6 $8.9 $9.2 $9.4 $9.7 $10.0 $10.3 $10.6 $93.3 
Federal Funds $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 
State Funds $8.1 $8.4 $8.6 $8.9 $9.2 $9.4 $9.7 $10.0 $10.3 $10.6 $93.3 

All Programs 
Total (State and Federal) $1,816.4 $1,866.0 $1,916.9 $1,969.2 $2,023.0 $2,078.2 $2,134.9 $2,193.2 $2,253.0 $2,314.4 $20,565.3 
Federal Funds $1,074.1 $1,082.7 $1,108.5 $1,138.7 $1,169.8 $1,201.7 $1,234.6 $1,268.2 $1,302.9 $1,338.4 $11,919.6 
State Funds $742.3 $783.3 $808.5 $830.5 $853.2 $876.5 $900.4 $924.9 $950.1 $976.0 $8,645.7 
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NEBRASKA DEPARTMENT OF HEALTH AND HUMAN SERVICES ll/J0120JO 
Division ofMedic:aid and Long-Term Care 9:38 AM 

Health Ca~e Reform Projection - Mid-Range Impact Scenario 
(Values in Millions) 

SFY2011-
EXPENDITURES SFY 2011 SFY 2012 SFY2013 ~ SEX.1lli SFY2016 SFY 20]7 SFY 2018 £E.Y...W2. SFY2020 SFY 2020 

Health Care Reform 

Adults and Parents - Expansion to 138% FPL 
Total (State and Federlll) - Newly Eligible $142.6 S293.7 $302.5 $3]].6 $320.9 $330.5 $340.5 $2,042.2 
Total (State and Federal) - Woodwork $9.2 $18.9 $19.4 $20.0 $20.6 $21.2 $21.9 $131.2 
Total (State and Federal) - Insured Switchers $90.0 $185.3 $190.9 $196.6 $202.5 S208.6 $214.9 SI,288.9 

Federal Funds $237.8 $489.9 $504.6 $507.0 $506.5 S516.3 $520.7 $3,282.9 
State Fllnds $3.9 S8.0 S8.2 $21.2 $37.5 $44.0 S56.5 $179.3 

Children - Impact due to ACA 
Total (State and Federal) - Newly Eligible $0.0 SO.O $0.0 SO.O $0.0 $0.0 $0.0 $0.0 
Total (State and Federal) - Woodwork $28.5 $58.6 $60.4 $62.2 $64.0 $66.0 $67.9 S407.6 
Total (State and Federal) - Insured Switchers $18.6 $38.4 $39.6 $40.8 S42.0 S43.2 $44.5 S267.1 

Federal Funds $27.1 S55.9 S57.6 S59.3 $61.1 $62.9 $64.8 S388.9 
State Funds 520.0 541.1 S42.3 S43.6 $44.9 $46.3 S47.6 $285.8 

Administrative Expenses 
Total (State and Federal) $6.3 $12.5 $17.0 $21.5 $21.5 $21.5 $21.5 S21.5 S21.5 S164.8 
Federal Funds $3.1 $6.3 58.5 $10.8 $10.8 $10.8 S10.8 $10.8 S10.8 S82.4 
State Funds 53.1 $6.3 $8.5 $]0.8 S10.8 S10.8 $10.8 $10.8 $10.8 $82.4 

Pharmacy Rebate Loss for Nebraska 
Total (State and Federal) $0.0 SO.O $0.0 $0.0 $0.0 $0.0 SO.O SO.O SO.O $0.0 SO.O Federal Funds SO.O $0.0 SO.O SO.O SO.O SO.O $0.0 $0.0 SO.O $0.0 SO.O State Funds 50.0 $0.0 $0.0 $0.0 $0.0 SO.O $0.0 $0.0 SO.O SO.O $0.0 

Physician Fee Schedule Increase to Medicare Rates 
Total (State and Federal) $7.2 $18.3 $9.4 $0.0 $0.0 $0.0 $0.0 $0.0 $34.9 Federal Funds $7.2 $18.3 $9.4 $0.0 $0.0 $0.0 SO.O SO.O $34.9 State Funds $0.0 SO.O $0.0 SO.O SO. 0 $0.0 $0.0 $0.0 $0.0 

Foster Children Coverage to Age 26 
Total (State and Federal) $2.8 $5.5 $5.5 $5.5 $5.5 $5.5 $5.5 S35.8 Federal Funds 51.6 $3.2 $3.2 $3.2 $3.2 S3.2 S3.2 $20.6 State Funds $1.2 $2.3 $2.3 S2.3 $2.3 $2.3 $2.3 $15.1 

Medically Needy Expansion to 138% FPL 
Total (State and Federal) $10.6 $21.8 $22.5 $23.2 $23.9 $24.6 $25.3 $151.9 Federal Funds 510.6 $21.8 $22.5 $22.6 $22.6 $23.0 $23.2 $146.2 State Funds $0.0 $0.0 SO.O $0.6 $1.3 $1.6 $2.2 S5.6 
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NEBRASKA DEPARTMENT OF HEALTH AND HUMAN SERVICES 11/10/2010 

Division of Medicaid and Long-Term Care 9:38AM 

Health Care Reform Projection - Mid-Range Impact Scenario 
(Values in Millions) 

SFY 2011-

EXPENDITURES SE.Y:l!W.. SD:l!!ll. ~ ~ SFY 2015 SFY 2016 SFY 2017 SFY201S SFY 2019 SFY 2020 SFY 2020 

DSH Reductions 
Total (State and Federal) ($1.0) ($1.5) ($1.6) ($3.9) (SI0.9) ($14.1) ($11.4) ($44.3) 

Federal Funds ($0.6) ($0.9) ($0.9) ($2.2) ($6.3) ($8.1) ($6.6) ($25.5) 

State Fllnds ($0.4) ($0.6) ($0.7) ($1.7) ($4.6) ($6.0) ($4.8) ($18.8) 

CHIP Enrollment Shift and FMAP Increase 
Total (State and Federal) $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 

Federal Funds ($1.3) ($2.7) $6.1 $9.3 $9.5 $9.8 $0.2 $30.9 
State Funds $1.3 $2.7 ($6.1) ($9.3) ($9.5) ($9.8) ($0.2) ($30.9) 

State Disability Shift to Medicaid and Expansion to 138% FPL 
Total (State and Federal) $1.6 $3.4 $3.5 $3.6 $3.7 $3.8 $3.9 $23.6 
Federal Funds $6.1 $12.6 $12.9 $13.0 $13.0 $13.2 $13.3 $S4.0 
State Funds ($4.4) ($9.2) ($9.4) ($9.4) ($9.3) ($9.4) ($9.4) ($60.5) 

All Programs - After 
Total (State and Federal) 51,816.4 51,872.2 $1,936.6 52,307.3 $2,678.0 $2,742.4 $2,815.9 $2,886.9 $2,963.9 $3,049.0 $25,068.7 

Federal Funds 51,074.1 51,085.8 51,121.9 51,446.9 $1,769.7 $1,818.4 $1,857.4 $1,888.6 $1,934.0 $1,968.0 $15,964.8 

State Funds $742.3 5786.4 5814.7 5860.5 5908.3 $923.9 $958.5 $998.3 $1,029.9 $1,081.0 $9,103.9 

All Programs - Fiscal Impact 
Total (State and Federal) SO.O 56.3 $19.7 $338.1 5655.0 $664.2 $681.0 $693.8 $710.9 $734.5 $4,503.4 

Federal Fundi 50.0 $3.1 $13.5 $308.1 $599.9 $616.7 $622.9 $620.3 $631.1 $629.6 $4,045.2 

State Funds 50.0 53.1 56.3 530.0 555.1 $47.5 $58.1 $73.4 $79.8 $105.0 $458.2 

Pregnant Women (133% -185%) 
Total (State and Federal) ($1.6) ($3.3) ($3.4) ($3.5) ($3.6) ($3.7) ($3.S) ($22.8) 

Federal Funds ($0.9) (SI.9) ($2.0) ($2.0) ($2.1) ($2.1) ($2.2) ($13.2) 

State Funds (SO.7) ($1.4) ($1.4) ($1.5) ($1.5) ($1.6) ($1.6) ($9.7) 

Breast & Cervical Cancer 
Total (State and Federal) (52.4) ($5.0) ($5.2) ($5.3) ($5.5) ($5.6) ($5.8) ($34.8) 

Federal Funds ($1.7) ($3.5) ($3.6) ($3.7) ($3.8) ($3.9) ($4.0) ($24.4) 

State Funds ($0.7) ($1.5) ($1.5) ($1.6) ($1.6) ($1.7) ($1.7) ($10.3) 
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NEBRASKA DEPARTMENT OF HEALTH AND HUMAN SERVICES 11/10/20]0 
Division of Medicaid and Long-Term Care 9:39 AM 

Health Care Reform Projection - Maximum Impact Scenario 
(Values in Millions) 

SFY 2011-

EXPENDITURES SFY2011 SFY2012 SFY 2013 ~ SFY2015 SFY2016 SFY2017 SFY2018 SFY2019 SFY2020 SFY 2020 

Current Programs 

Medicaid 
Total (State and Federal) $1,745.1 $1,792.5 $1,841.2 $1,891.3 $1,942.7 $1,995.5 $2,049.7 $2,105.4 $2,162.6 $2,221.4 $19,747.6 
Federal Funds $1,029.1 $1,036.8 $1,061.3 $1,090.1 $1,119.8 $1,150.2 $1,181.5 $1,213.6 $1,246.5 $1,280.4 $11,409.3 
State Funds $716.0 $755.7 $780.0 $801.2 $822.9 $845.3 $868.3 $891.9 $916.1 $941.0 $8,338.3 

CHIP 
Total (State and Federal) $63.2 $65.1 $67.0 $69.0 $71.1 $73.3 $75.4 $77.7 $80.0 $82.4 $724.4 
Federal Funds $45.0 $45.9 $47.2 $48.6 $50.0 $51.5 $53.1 $54.7 $56.3 $58.0 $510.3 
State Funds $18.1 $19.2 $19.9 $20.5 $21.1 $21.7 $22.4 $23.0 $23.7 $24.4 $214.1 

State Disability 
Total (State and Federal) $8.1 $8.4 $8.6 $8.9 $9.2 $9.4 $9.7 $10.0 $10.3 $10.6 $93.3 
Federal Funds $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 
State Funds $8.1 $8.4 $8.6 $8.9 $9.2 $9.4 $9.7 $10.0 $10.3 $10.6 $93.3 

All Programs 
Total (State and Federal) $1,816.4 $1,866.0 $1,916.9 $1,969.2 $2,023.0 $2,078.2 $2,134.9 $2,193.2 $2,253.0 $2,314.4 $20,565.3 
Federal Funds $1,074.1 $1,082.7 $1,108.5 $1,138.7 $1,169.8 $1,201.7 $1,234.6 $1,268.2 $1,302.9 $1,338.4 $11,919.6 
State Funds $742.3 $783.3 $808.5 $830.5 $853.2 $876.5 $900.4 $924.9 $950.1 $976.0 $8,645.7 
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NEBRASKA DEPARTMENT OF HEALTH AND IDTMAN SERVICES 11110/2010 
Division of Medicaid and Long-Term Care 9:39 AM 

Health Care ~eform Projection - Maximum Impact Scenario 
(Values in Millions) 

SFY 2011· 

EXPENDITURES SFY 2011 SFY2012 SFY 2013 SFY 2014 SFY 2015 SFY2016 SFY 2017 SFY 2018 SFY 2019 SFY 2020 SFY 2020 

Health Care Reform 

Adults and Parents - Expansion to 138% FPL 
Total (State and Federal) - Newly Eligible $174.6 $359.6 $370.4 $381.5 $393.0 $404.8 $416.9 $2,500.8 
Total (State and Federal) - Woodwork S13.1 $26.9 $27.8 $28.6 $29.4 $30.3 $31.2 $187.4 
Total (State and Federal) - Insured Switchers $147.2 $303.3 $312.4 $321.8 $331.4 $341.4 $351.6 $2,109.1 

Federal Funds $329.3 $678.5 $698.8 $702.2 $701.5 $715.1 $721.2 $4,546.6 
State Funds $5.5 $11.4 $11.8 $29.7 $52.3 $61.3 S78.6 $250.6 

Children - Impact due to ACA 
Total (State and Federal) - Newly Eligible $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 
Total (State and Federal) - Woodwork $35.6 $73.3 $75.5 $77.7 $80.1 $82.5 $84.9 $509.5 
Total (State and Federal) - Insured Switchers $24.9 $51.2 $52.8 $54.3 $56.0 $57.6 $59.4 $356.1 

Federal Funds $34.8 $71.7 $73.9 $76.1 $78.4 $80.8 $83.2 $498.9 
State Funds $25.6 $52.7 $54.3 $55.9 $57.6 $59.3 $61.1 $366.7 

Administrative Expenses 
Total (State and Federal) $6.3 $12.5 $20.8 $29.0 $29.0 $29.0 $29.0 $29.0 $29.0 $213.5 
Federal Funds S3.1 $6.3 $10.4 $14.5 $14.5 $14.5 S14.5 $14.5 $14.5 $106.8 
State Funds S3.1 $6.3 $10.4 S14.5 $14.5 $14.5 $14.5 $14.5 $14.5 $106.8 

Pharmacy Rebate Loss for Nebrasl{a 
Total (State and Federal) $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 
Federal Funds $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 
State Funds $0.0 $0.0 SO.O $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 

Physician Fee Schedule Increase to Medicare Rates 
Total (State and Federal) $10.1 $27.3 $28.1 $28.9 $29.7 $30.5 $31.3 $32.2 $218.0 
Federal Funds $8.9 $24.5 $22.7 $20.3 $20.6 $20.9 $21.4 $21.8 $161.3 
State Funds $1.2 $2.8 $5.4 $8.6 $9.0 $9.5 $9.9 $10.4 $56.8 

Foster Children Coverage to Age 26 
Total (State and Federal) $2.8 $5.5 $5.5 $5.5 $5.5 $5.5 $5.5 $35.8 
Federal Funds $1.6 $3.2 $3.2 $3.2 $3.2 $3.2 $3.2 $20.6 
State Funds $1.2 $2.3 $2.3 $2.3 $2.3 $2.3 $2.3 $15.1 

Medically Needy Expansion to 138% FPL 
Total (State and Federal) $10.6 $21.8 $22.5 $23.2 $23.9 $24.6 $25.3 $151.9 
Federal Funds $10.6 $21.8 $22.5 $22.6 $22.6 $23.0 $23.2 $146.2 
State Funds $0.0 $0.0 $0.0 $0.6 $1.3 $1.6 $2.2 $5.6 
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NEBRASKA DEPARTMENT OF HEALTH AND HUMAN SERVICES 11/10/2010 
Division of Medicaid and Long-Term Care 9:39 AM 

Health Care Reform Projection - Maximum Impact Scenario 
(Values in Millions) 

SFY 2011-

EXPENDITURES SFY 2011 SFY 2012 SFY2013 SFY2014 SFY2015 SFY2016 SFY2017 SFY 2018 SFY2019 SFY 2020 ~ 

DSH Reductions 
Total (State and Federal) ($1.0) ($1.5) ($1.6) ($3.9) ($10.9) ($14.1) ($11.4) ($44.3) 
Federal Funds ($0.6) ($0.9) ($0.9) ($2.2) ($6.3) ($8.1) ($6.6) ($25.5) 
State Funds ($0.4) ($0.6) ($0.7) ($1.7) ($4.6) ($6.0) ($4.8) ($18.8) 

CHIP Enrollment Shift and FMAP Increase 
Total (State and Federal) $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 
Federal Funds ($1.3) ($2.7) $6.1 $9.3 $9.5 $9.8 $0.2 $30.9 
State Funds $1.3 $2.7 ($6.1) ($9.3) ($9.5) ($9.8) ($0.2) ($30.9) 

State Disability Shift to Medicaid and Expansion to 1381% FPL 
Total (State and Federal) $1.6 $3.4 $3.5 $3.6 $3.7 $3.8 $3.9 $23.6 
Federal Funds $6.1 $12.6 $12.9 $13.0 $13.0 $13.2 $13.3 $84.0 
State Funds ($4.4) ($9.2) ($9.4) ($9.4) ($9.3) ($9.4) ($9.4) ($60.5) 

All Programs - After Expansion 
Total (State and Federal) $1,816.4 $1,872.2 $1,939.5 $2,426.7 $2,923.6 $3,004.8 $3,085.9 $3,164.7 $3,249.7 $3,343.0 $26,826.5 
Federal Funds Sl,074.1 $1,085.8 SI,123.6 $1,554.2 $1,991.2 $2,053.0 $2,093.8 $2,125.6 $2,175.7 $2,212.4 $17,489.3 
State Funds $742.3 5786.4 $815.9 $872.5 $932.4 $951.8 $992.1 $1,039.1 $1,074.0 $1,130.7 $9,337.2 

All Programs - Fiscal Impact 
Total (State and Federal) $0.0 $6.3 $22.6 $457.4 $900.7 $926.6 $951.0 $971.5 $996.7 $1,028.6 $6,261.2 
Federal Funds $0.0 $3.1 $15.1 $415.5 $821.4 $851.3 $859.2 $857.3 $872.8 $874.0 $5,569.7 
State Funds $0.0 $3.1 $7.5 $42.0 $79.2 $75.3 $91.7 $114.2 $123.8 $154.6 $691.5 

Pregnant Women (133% - 1850/0) 
Total (State and Federal) ($1.6) ($3.3) ($3.4) ($3.5) ($3.6) ($3.7) ($3.8) ($22.8) 
Federal Funds ($0.9) ($1.9) ($2.0) ($2.0) ($2.1) ($2.1) ($2.2) ($13.2) 
State Funds ($0.7) ($1.4) ($1.4) ($1.5) ($1.5) ($1.6) ($1.6) ($9.7) 

Breast & Cervical Cancer 
Total (State and Federal) ($2.4) ($5.0) ($5.2) ($5.3) ($5.5) ($5.6) ($5.8) ($34.8) 
Federal Funds ($1.7) ($3.5) ($3.6) ($3.7) ($3.8) ($3.9) ($4.0) ($24.4) 
State Funds ($0.7) ($1.5) ($1.5) ($1.6) ($1.6) ($1.7) ($1. 7) ($10.3) 
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o o D FY2011 Actions 

I 
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ISSUE 

PLANNING FOR STATE EXCHANGE IMPLEMENTATION IN FY2014 

The Affordable Care Act (ACA) establishes a plan to facilitate the purchase and sale of qualified health coverage in the 
individual market, and to provide options for small business through American Health Benefit Exchanges. The ACA 
directs states to establish and implement the operation of an exchange no later than January 1, 2014. State-established 
government or nonprofit entities will certifying plans and identify individuals eligible for Medicaid, CHIP, and premium 
and cost-sharing credits. States have several options to structure their exchanges and many of these decisions will be 

either made by state legislators or dependent upon actions they take in session from 2011 through to 2014. 

INITIAL GUIDANCE TO STATES ON EXCHANGES 

The Department of Health and Human Services released guidance November 18 th to assist states in the development of 

their exchanges. The secretary plans to release regulations for public comment in 2011, but has provided this guidance 

to assist states and territories with their overall planning, including the legislative plans for 2011. This guidance is the 

first in a series of documents that will be released by HHS over the next three years. The categories of information in 

this document cover the following: 

Principles and Priorities 
Outline of Statutory Requirements 
Clarifications and Policy Guidance, and 
Federal Support for the Establishment of State based exchanges. 

The exchanges have been defined as a mechanism for organizing the health insurance marketplace to help consumers 

and small business shop for coverage in a way that permits easy comparison of available plan options based on price, 

benefits and services, and quality. 

LINK TO INITIAL GUIDANCE DOCUMENT- http://www.ncsl.org/documents/health/1118ExchGu id.pdf 
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o o o FY2011 Actions PLANNING FOR STATE EXCHANGE IMPLEMENTATION IN FY2014 (continued) 

LEGISLATIVE CONSIDERATIONS [Based on recommendations from the NAle model act] 

State options for consideration relating to exchange structu re: 

1. Designation of the oversight authority within: 
a new or existing state agency, or 
an independent public agency, or quasi-governmental agency, 

2. Whether to establish a regional or interstate exchange, and 

3. Whether to operate a unified exchange by merging the SHOP Exchange1 and the exchange for the individual 
market. 

Determine governance mechanisms if the exchange is not located within a state agency including: 
1. a governing board, it's size, composition and terms, 
2. determine the process of appointments to the board, their powers and duties, 
3. designation of committees or other entities involved in day-to-day responsibilities, and 
4. licensure requirements. 
If the state exchange will require certain health benefits that exceed the essential benefits package established by 

the Department of Health and Human Services. (States must develop a mechanism to defray the cost oj additional 
benefits in relation to premium and cost-sharing assistance for enrollees.) 
Duties of the exchange. 
Designate state authority responsible for health benefit plan certification . 
Conform all state law to Federal ERISA fiduciary duties. 

Grant necessary rule making authority to appropriate state entities responsible for implementing state law related 
to exchanges. 
Determine budget for exchange, Medicaid, and CHIP information technology systems needs capable of meeting 
interoperability requirement, (refer to resource documents, Guidance for Exchange and Medicaid IT Systems, 
Version 1.00). 

1 "SHOP Exchange" is defined as meaning the SmallBusiness Health Options Program. 

i 

'''\\ I I I i ! I National Conference of State Legislatures 7 



The 2011 State Legislators' Check List for Health Reform Implementation 

D D D FY2011 Actions GUIDANCE FOR STATUTORY REQUIREMENT (BASED ON H HS GUIDANCE RELEASED NOVEMBER 17, 2010) 

TASKS 

According to the ACA there are two basic types of federal requirements for exchanges which include 1) minimum 

functions exchanges must undertake directly or, in some cases, by contract; and 2) oversight responsibilities the 

exchanges must exercise in certifying and monitoring the performance of Qualified Health Plans (QHPs). Plans 

participating in the exchanges must also comply with state insurance laws ad federal requirements in the Public Health 

Service Act. 

I. EXCHANGE FUNCTIONS 

Core functions that an exchange must meet: 

1. Certification, recertification and decertification of plans, 

2. Operation of a toll-free hotline, 

3. Maintenance of a website for providing information on plans to current and prospective enrollees, 

4. Assignment of a price and quality rating to pia ns, 

S. Presentation of plan benefit options in a standardized format, 

6. Provision of information on Medicaid and CHIP eligibility and determination of eligibility for individuals in 

these programs, 

7. Provision of an electronic calculator to determine the actual cost of coverage taking into account eligibility 

for premium tax credits and cost sharing reductions, 

8. Certification of individuals exempt from the individual responsibility requirement, 

9. Provision of information on certain individuals and to employers, 

10. Establishment of a Navigator program that provides grants to entities assisting consumers. 

Additional Exchange functions include: 

1. Presentation of enrollee satisfaction survey results, 

2. Provision for open enrollment periods, 

3. Consultation with stakeholders, including tribes, and 

4. Publication of data on the exchange's administrative costs. 

11"1\\ . . 
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AMERICAN HEALTH BENEFITS EXCHANGES 

D D D 

11'\\ 

FY2011 Actions GUIDANCE FOR STATUTORY REQUIREMENT (BASED ON HHS GUIDANCE RELEASED NOVEMBER 17, 2010) (CONTINUED) 

I. OVERSIGHT RESPONSIBILITIES 

HHS is required to develop regulatory standards in five areas that insurers must meet in order to be certified as 

QHP by an Exchange: 

1. Marketing 

2. Network adequacy 

3. Accreditation for performance measures 

4. Quality improvement and reporting 

5. Uniform enrollment procedures 

Additional areas where exchanges must ensure plan compliance with regulatory standards established by HHS 

include: 

1. Information on the availability of in-network and out-of-network providers, including provider directories 

and availability of essential community providers, 

2. Consideration of plan patterns and practices with respect to past premium increases and a submission of 

the plan justifications for current premium increases, 

3. Public disclosure of plan data identified, including claims handling policies, financial disclosures, enrollment 

and disenrollment datal claims denials, rating practices, cost sharing for out of network coverage, and 

other information identified by HHS, 

4. Timely information for consumers requesting their amount of cost sharing for specific services from 

specified providers, 

5. Information for participants in group health plans, 

6. Information on plan quality improvement activities. 

It 1111 National Conference of State Legislatures 9 
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D o D FY2011 Actions CLARIFICATION AND POLICY GUIDANCE (BASED ON HHS GUIDANCE RELEASED NOVEMBER 17, 2010) (CONTINUED) 

{If" . . 
1 t 1111 National Conference of State Legislatures 

States should consider the following issues in establishing an Exchange. 

Organizational Form. States have the option to establish their exchange as a governmental agency or nonprofit 

entity. Within the governmental agency category, the exchange could be housed within an existing state office, or it 

could be an independent public authority. Regardless of its organizational form, the exchange must be publicly 

accountable, transparent, and have technically competent leadership, with the capacity and authority to meet 

federal standards, including the discretion to determine whether health plans offered through the exchange are "in 

the interests of qualified individuals and qualified employers". Exchanges also must have security procedures and 

privacy standards necessary to receive tax data and other information needed for enrollment. 

Operating Model. States have options to operate their exchange from an "active purchaser" model, in which the 

exchange operates as large employers often do in using market leverage and the tools of managed competition to 

negotiate product offerings with insurers, to an "open marketplace" model, in which the exchange operates as a 

clearinghouse that is open to all qualified insurers and relies on market forces to generate product offerings. States 

should provide comparison shopping tools that promote choice based on price and quality and enable consumers to 

narrow plan options based on their preferences. 

Small Business (SHOP) Exchanges. Federal rules will provide a framework for SHOP Exchanges, including options for 

how employers can provide contributions toward employee coverage that meet standards for small business tax 

credits. States are permitted to define "small employers" as employers with one to 50 employees for plan years 

beginning before January 1, 2016. States with differing legal standards for counting employer size should review 

their definitions for consistency with federal law. 

Risk Adjustment. Federal rules in 2011 will outline risk adjustment methods and require all health plans to report 

demographic} diagnostic, and prescription drug data. Further guidance addressing risk adjustment rules and 

formulas will be provided in subsequent regulations. As specified by the law, federal rules will apply risk adjustment 

consistently to all plans in the individual and small group markets, both inside and outside of exchanges. Federal 

rules on reinsurance payments will apply to all plans in the individual market, and rules on risk corridors will apply to 

all qualified health pl~ms in the individual and small group market, as specified in the law. 
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D D D FY2011 Actions CLARIFICATION AND POLICY GUIDANCE (BASED ON HHS GUIDANCE RELEASED NOVEMBER 17, 2010) ( CONTINUED) 

I 
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Performance Measures. Standardized public data reporting will be used to evaluate exchange performance and 

assure transparency. 

State Choices. Federal rules will clarify that the following policy areas, among others, are State decisions, although 

HHS may offer recommendations and technical assistance to States as they make these decisions: 

1. Whether to form the exchange as a governmental agency or a non-profit entity, 

2. Whether to form regional exchanges or establish interstate coordination for certain functions, 

3. Whether to elect the option under the ACA to use 50 employees as the cutoff for small group market plans until 

2016, which would limit access to exchange coverage to employer groups of 50 or less, 

4. Whether to require additional benefits in the exchange beyond the essential health benefits, 

5. Whether to establish a competitive bidding process for pia ns, 

6. Whether to extend some or all exchange-specific regulations to the outside insurance market (beyond what is 

required in the ACA). 

State Authority. The federal government will work with the Governor of the State as the chief executive officer 

unless authority to operate the exchange has been delegated to a specific authority through state law. 

11 
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D D D 

D D D 

FY2011 Actions PLANNING FOR STATE EXCHANGE IMPLEMENTATION IN FY2014 (continued) 
FUNDING OPPORTUNITY 

§ 1311 AFFORDABLE CHOICES OF HEALTH BENEFIT PLANS (STATE PLANNING GRANTS) 

Authorizes the Secretary of Health and Human Services to award grants to states to support planning efforts in the 
establishment of the American Health Benefit Exchange. 

Grants must be awarded within one year of enactment of the Affordable Care Act, March 2011. 

The amount of the grants to each state will be determined by the secreta ry. 

Planning grant recipients may renew the grant if the recipient-

1. is making progress toward establishing an Exchange; and implementing the insurance reforms that comply with 
the provisions within the health reform law; and 

2. is meeting any benchmarks as established by the Secretary. 

No grants may be awarded after January 1, 2015. 

FY2011 Actions FUNDING OPPORTUNITY 

EARLY INNOVATORS GRANT 

Announcement released by OCII0
2 

October 29,2010. 
Provides competitive incentives for states to design and implement the Information Technology (IT) infrastructure 
needed to operate Health Insurance Exchanges - new competitive insurance market places that will help Americans 
and small businesses purchase affordable private health insurance starting in 2014. 
This competitive "Early Innovators" grant announcement will reward States that demonstrate leadership in 
developing cutting-edge and cost-effective consumer-based technologies and models for insurance eligibility and 
enrollment for Exchanges. These "Early Innovator" States will develop Exchange IT models, building universally 
essential components that can be adopted and tailored by other States. The innovations produced from this 

Cooperative Agreement will be used to help keep costs down for taxpayers, States, and the Federal Government. 
The systems developed through these Cooperative Agreements will complement the health plan information on 
HealthCare.gov. 

Two-year grants will be awarded by February IS, 2011 to up to five Statesor coalitions of States that have ambitious yet 
achievable proposals that can yield IT models and best practices that will benefit all States. These States will lead the 

way in developing consumer-friendly, cost-effective IT systems that can be used and adopted by other States and help 
all States and the Federal government save money as they work to develop these new competitive market places. 

2 OCIIO-Office of Consumer Information and Insurance Oversight. 
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D D D FY2011 Actions 

I 
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Rules 

FEDERAL FUNDING FOR MEDICAID ELIGIBILITY DETERMINATIONS AND ENROLLMENT ACTIVITIES PROPOSED RULES 

CMS proposed rules were released November 3, 2010. 

Comment period 60 days. 

Provides an enhanced FFP of 90 percent for state expenditures for design, development, insfallation or 

enhancement of systems until ca len dar year 2015. 

Provides an enhanced FFP of 75 percent for maintenance and operation of systems before 2015 if the system 

already meets standards and after 2015 for systems that have just become compliant. 

Newly developed standards will build upon the work of the Medicaid Information Technology Architecture (MITA) (see 

resource documents, MEDICAID INFORMATION TECHNOLOGY ARCHITECTURE (MITA)-framework documents) 
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[] D D FY2011 Actions RESOURCE DOCUMENTS 
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HHS INITIAL GUIDANCE TO STATES ON EXCHANGES NOVEMBER 18, 2010-

http://www.ncsl.org/documents/health/1118ExchGuid.pdf 

NATIONAL ASSOCIATION OF INSURANCE COMMISSIONER "American Health Benefit Exchange Model Act" adopted 11/22/10, 

http://www.naic.org/documents!committees b exchanges adopted health benefit exchanges. pdf 

STATE PLANNING GRANTS-NEARLY INNOVATOR" grants competitive funding to design and implement the information 

technology (IT) infrastructure needed to operate Health Insurance Exchanges. 

1. announcement released October 29, 2010- htto://www.ncsl.org/documents/health/lnstElgrts.pdf . 

2. grant application package- http://www.ncsl.org/documents/he-aith/EarlylnovGrts.pdf . 

GUIDANCE FOR EXCHANGE AND MEDICAID IT SYSTEMS, VERSION 1.0- ~vww.cms.gov/apps!docs/Joint-IT-Guidance-l1-
3-10-FINAL.pdf. 

HHS Memorandum: Federal Support and Standards for Medicaid and Exchange Information Technology Systems 

http://www.healthcare.gov!center/letters!improved it sys.odf. 

FEDERAL FUNDING FOR MEDICAID ELIGIBILITY DETERMINATIONS AND ENROLLMENT ACTIVITIES PROPOSED RULES­

http://www.ofr.gov/OFRUpload/OFRData!2010-2797LPlJ2Qf . 

MEDICAID INFORMATION TECHNOLOGY ARCHITECTURE {MITA)-framework documents are available to the public at 

http://www.cms.gov/MedicaidlnfoTechArch/ . 

14 



The 2011 State Legislators' Check List for Health Reform Implementation 

D D D Jan. 1,2011 

D D D FY 2011 

D D D Jan. 1,2011 

I 
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Legislators should consider the potential financial impact of noncompliance with fraud, waste, and abuse 

provisions in the Affordable Care Act. 

ISSUE 

§6402. FUNDING TO FIGHT FRAUD, WASTE, AND ABUSE. 

Amends provisions in the Social Security Act pertaining to the Health Care Fraud and Abuse Control Account by 

adding additional funding of $95 million for FY 2011, $55 million for FY 2012, $30 million for FY 2013 and 2014, 

and $20 million for FY 2015 and 2016. 

The additional funding will be allocated for use by the Departments of Health and Human Services and Justice 

for their fraud and abuse control programs, and for the Medicare Integrity Program. 

The additional funding will also support Medicaid Integrity Program activities. 

LEGISLATIVE CONSIDERATIONS 

The Department of Health and Human Services Office of the Inspector General has released their plans for FY 

2011 which will include a review of State Medicaid agencies' program integrity activities. They will examine state 

poliCies and procedures required by the federal regulations at 42 CFR pt. 455 to identify best practices and verify 

which procedures are operating as intended. Medicaid program integrity includes identifying payment risks, 

implementing actions to minimize the risks, and identifying and collecting overpayments. 

ISSUE 
§10201. WAIVER TRANSPARENCY. - Applies to applications for or renewal of experimental projects, pilots or 

demonstration projects under Section 1115 of the Social Security Act. 

RESOURCE DOCUMENTS 

CMS Proposed Rules released September 17,2010, http://edocket.access.gpo.gov!2010/pdf/2010-23357.pdf 

ISSUE 

§6402. ENHANCED MEDICARE AND MEDICAID PROGRAM INTEGRITY PROVISIONS. 

Overpayments - Requires that overpayments be reported and returned within 60 days from the date the 

overpayment was identified or by the date a corresponding cost report was due, whichever is later. The ACA 

also provides that failure to return an overpayment within the timeframe is considered an "obligation" under 

the False Claims Act ("FeA") and could lead to liability for additional penalties if a FCA violation is found to exist. 

National Provider Identifier - Requires the Secretary to issue a regulation mandating that all Medicare, 

Medicaid, and CHIP providers include their NPI on enrollment applications. 

Medicaid Management Information System - Authorizes the Secretary to withhold the Federal matching 

payment to States for medical assistance expenditures when the State does not report enrollee encounter data 

in a timely manner to the State's Medicaid Management Information System (MMIS). 
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D D 0 Jan. 1,2011 ISSUE 
§6411. EXPANSION OF THE RECOVERY AUDIT CONTRACTOR (RAe) PROGRAM - Requires States to establish contracts with one 

or more Recovery Audit Contractors (RACs). These state RAC contracts would be established to identify 
underpayments and overpayments and to recoup overpayments made for services provided under state Medicaid 

plans as well as state plan waivers. 
RESOURCE DOCUMENTS 

The CMS state Medicaid Directors letter October 1, 2010-

http://www . cm s. gov / s m d 1/ dow n loa d s /S M D 10021. pdf. 

CMS Proposed Rules released November 10, 2010, .b!!Q1Ledocket.access.gpo,gov/2010/ pdf/2010-28390.pdf. 

D D 0 Jan. 1,2011 ISSUE 
§6501. TERMINATION OF PROVIDER PARTICIPATION UNDER MEDICAID - IF TERMINATED UNDER MEDICARE OR OTHER STATE PLAN -

Requires States to terminate individuals or entities from their Medicaid programs if the individuals or entities were 
terminated from Medicare or another state's Medicaid program. 

D D D Jan. 1,2011 ISSUE 
§ 6502. MEDICAID EXCLUSION FROM PARTICIPATION RELATING TO CERTAIN OWNERSHIP, CONTROL, AND MANAGEMENT AFFILIATIONS. 
Requires Medicaid agencies to exclude individuals or entities from partiCipating in Medicaid for a specified period 
of time if the entity or individual owns, controls, or manages an entity that: (1) has failed to repay overpayments 
during the period as determined by the Secretary; (2) is suspended, excluded, or-terminated from participation in 
any Medicaid program; or (3) is affiliated with an individual or entity that has been suspended, excluded, or 

terminated from Medicaid participation. 

0 0 D Jan. 1,2010 ISSUE 

§ 6504. REQUIREMENT TO REPORT EXPANDED SET OF DATA ELEMENTS UNDER MMIS TO DETECT FRAUD - Requires states and 
Medicaid managed care entities to submit data elements from MMIS as determined necessary by the Secretary for 

program integrity, program oversight, and administration. 

D 0 D As determined by ISSUE 
the Secretary. 

§ 6505. PROHIBITION ON PAYMENTS TO INSTITUTIONS OR ENTITIES LOCATED OUTSIDE OF THE UNITED STATES - Prohibits states from 

making any payments for items or services provided under a Medicaid state plan or waiver to any financial 
institution or entity located outside of the United States. 

om . . 
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ISSUE 

§ 6506. OVERPAYMENTS - Extends the period for states to repay uncollected overpayments to one year; states are 
still required to repay collections in the period collected. When overpayments due to fraud are pending a final 
determination of the amount of the overpayment due to an ongoing judicial or administrative process, state 
repayments of the Federal portion would not be due until 30 days after the date of the final judgment. 

RESOURCE DOCUMENTS 

The Centers for Medicare and Medicaid Services memorandum July 13, 2010, 

Extended Period for Collection of Provider Overpayments, http://www.cms.gov/ smdl/download s/SMD10014.pdf 

ADDITIONAL RESOURCES 

Presentation from the National Association for Medicaid Program Integrity Conference: Angela Brice-Smith, 
Director, Medicaid Integrity Group, Center for Program Integrity, Centers for Medicare and Medicaid Services, 
http://www.nampi.org/members/ 2010pl-esentations/I.v1IG Update .pdf. 
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ISSUE 

§ 5503. DISTRIBUTION OF ADDITIONAL RESIDENCY POSITIONS. 

Beginning July 1, 2011, the secretary is directed to redistribute unfilled residency positions allotted for payment 

under the graduate medical education program, if they have been unfilled for three cost reports, and convert 

them for training of primary care physicians. 

Grants an exception to hospitals in rural areas with fewer than 250 acute care inpatient beds and hospitals that 
are part of a qualifying entity which had a voluntary residency reduction plan approved . 

ISSUE 

§ 340H. PROGRAM OF PAYMENTS TO TEACHING HEALTH CENTERS THAT OPERATE GRADUATE MEDICAL EDUCATION PROGRAMS. 

Creates a new section of the Public Health Service Act requiring HHS to make payments for direct and indirect 
costs to qualified teaching health centers (THCs) for the expansion of existing or the establishment of new 
approved graduate medical education (GME) training programs. 

Payments will be in addition to GME payments and will not count against the limit in number of full-time 
equivalent residents paid for by Medicare or Children's Hospital GME Programs. 

Payments are to be reduced by 25 percent if the THC fails to report certain information. 

Appropriates for this purpose may not exceed $230 million, for the period of FY2011 through FY2015. 
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ISSUE 

§ 6102. ACCOUNTABILITY REQUIREMENTS FOR SKILLED NURSING FACILITIES AND NURSING FACILITIES. 

Directs HHS to' establish and implement a quality assurance and perfarmance impravement pragram far 

Medicare and Medicaid skilled nursing facilities (SNFs) and nursing facilities (NFsL including multi unit chains af 

facilities. 

ISSUE 

Calls for the establishment af standards relating to' quality assurance and perfarmance impravement. 

Facilities must develap and submit a plan to' meet these standards to' HHS by the end af FY 2015, 

§ 1109. PAYMENT FOR QUALIFYING HOSPITALS. 

Increases Medicare payments to' acute care haspitalsin law-cast caunties by $400 millian far fiscal years 2011 
and 2012. 

Qualifying haspitals must be lacated in caunties ranked in the lawest quartile af adjusted Medicare Part A and B 

benefit spending. 

Payments will be in prapartion to' its Medicare inpatient haspital payments relative to' Medicare inpatient 

haspital payments for all qualifying haspitals. 
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ISSUE 

§1001 DEVELOPMENT AND UTILIZATION OF UNIFORM EXPLANATION OF COVERAGE DOCUMENTS AND STANDARDIZED DEFINITIONS. 

Directs HHS to develop standards within 12 months of enactment for summaries and benefits information to 
be used by health insurers to inform beneficiaries of their insurance coverage. 
Noncompliance by health insurers will result in a fine of $1000 per incident. Applies to -all health insurers. 

LEGISLATIVE CONSIDERATIONS 

May preempt state law if the state requirements provide less information than is required in the Affordable 

Care Act. 
Analyze and conform as necessary state laws relating to required plan information distributed to health 
insurance beneficiaries. 

ISSUE 

§1001 BRINGING DOWN THE COST OF HEALTH CARE COVERAGE (MEDICAL loss RATIO [MlR]). 

Requires health insurance issuers (group, individual, and grandfathered health plans) to report to HHS annually 
their ratio of incurred loss (claims) plus the loss adjustment expense (change in contract reserves) to earned 
premiums. The report must include total premium revenue, after accounting for collections or receipts for risk 
adjustment and risk corridors and payments of reinsurance, that the coverage expends: 

1. On payment for medical services, 
2. For health care quality improvement, 
3. On all non-claims costs, excluding federal and state taxes and licensing or regulatory fees. 
Issuers will not have to account for collections or receipts for risk adjustment, risk, corridors, and payments of 
reinsurance until 2014. 
Insurers will be required to provide an annual rebate to enrollees if the ratio of the amount of premium 
revenue expended on costs versus total premium revenue for the plan year is less than 85 percent in the large 
group market, or 80 percent in the small group market. 

LEGISLATIVE CONSIDERATIONS 

Review state medical loss reporting requirements and harmonize state definitions, application, and scope with 
those established under federal law. 

Conform state law to mirror federal requirements concerning calculation and timing of rebate payments 

RESOURCE DOCUMENTS 

OCIIO Interim Final Rule posted 11/22/10, http://www.ofr.gov/OFRUpload/OFRData!2010-29596 Pl.pdf. 
The National Association of Insurance Commissioners Regulation adopted 10/21/10, 
http://www.naic.org!documents/committees ex mlr reg asadopted.pdf 
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ISSUE 

§ 8002. COMMUNITY LIVING ASSISTANCE SERVICE AND SUPPORTS. 

Establishes a new, voluntary, self-funded public long-term care insurance program, to be known as the CLASS 

Independence Benefit Plan, for the purchase of community living assistance services and supports by individuals with 

functional limitations. Requires the Secretary to develop an actuarially sound benefit plan that ensures solvency for 
75 years; allows for a five-year vesting period for eligibility of benefits; creates benefit triggers that allow for the 
determination of functional limitation; and provides cash benefit that is not less than an average of $50 per day. No 
taxpayer funds will be used to pay benefits under this provision. 

Creates a new national insurance program to help adults who have or develop functional impairments to remain 
independent, employed and stay a part of their communities. 

Financed through voluntary payroll deductions (with opt-out enrollment similar to Medicare Part B), this program 
will remove barriers to independence and choice (e.g., housing modifications, assistive technologies, personal 
assistance services, transportation) by providing a cash benefit to individuals unable to perform two or more 
functional activities of daily living. 

DEFINITIONS 

"Active enrollee" means an individual who has enrolled and paid premiums to maintain enrollment. "Activities of 
daily living" include eating, toileting, transferring, bathing, dressing, and incontinence or the cognitive equivalent. 

An "eligible beneficiary" has paid premiums for at least 60 months and for at least 12 consecutive months. (§ 3203) 

CLASS INDEPENDENT BENEFIT PLAN 

Directs the Secretary of Health & Human Services to develop two alternative benefit plans within specified limits. 

The monthly maximum premiums will be set by the Secretary to ensure 75 years of solvency. 

There is a five year vesting period for benefit eligibility. 

The benefit triggers when an individual is unable to perform not less than two activities of daily living for at least 90 

days. 

The cash benefit will be not less than $50 per day. 

Not later than October 1,2012, the Secretary will designate a CLASS benefit plan, taking into consideration the 
recommendations of the CLASS Independence Advisory Council. 
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ISSUE 

§ 8002. COMMUNITY LIVING ASSISTANCE SERVICE AND SUPPORTS. (continued) 

ENROLLMENT AND DISENROLLMENT 

The Secretary will establish procedures to allow for voluntary automatic enrollment by employers, as well as 
alternative enrollment processes for self-employed, employees of non-participating employers, spouses and 
others. Individuals may choose to waive enrollment in CLASS in a form and manner to be established by the 

Secretary. Employees must opt-out of the program or they will be enrolled automatically. 

Premiums will be deducted from wages or self-employment income according to procedures established by the 

Secretary. 

BENEFITS 

Eligible beneficia-fies will receive appropriate cash benefits to which they are entitled, advocacy services, and 

advice and assistance counseling. 

Cash benefits will be paid into a Life Independence Account to purchase non-medical services and supports needed 
to maintain a beneficiary'S independence at home or in another residential setting, including home modifications, 

assistive technology, accessible transportation, homemaker services, respite care, personal assista nce services, 

home care aides, and added nursing support. 

CLASS INDEPENDENCE FUND 

The CLASS Independence Fund will be located in the Department of the Treasury and the Secretary of the Treasury 

will act as the Managing Trustee. 

A CLASS Independence Fund Board of Trustees will include the Commissioner of Social Security, the Secretary of 

the Treasury, the Secretary of Labor, the Secretary of Health & Human Services, and two members of the public. 

CLASS INDEPENDENCE ADVISORY COUNCIL 

The CLASS Independence Advisory Council, created under this Title, will include not more than 15 members, 

named by the President, a majority of whom will include representatives of individuals who participate or are likely 

to participate in the CLASS program. 

The Council will advise the Secretary on matters of general policy relating to CLASS 

RESOURCE DOCUMENTS 

CRS report: Community Living Assistance Services and Supports (CLASS) Provisions in the Patient Protection and 

Affordable Care Act (PPACA), .till.2.JLwww.n~sl.o[Jddoc:ul11ents/health/CLASS.pdf. 
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ISSUE [BUDGET ITEM] 

§2006. SPECIAL ADJUSTMENT TO FMAP DETERMINATION FOR CERTAIN STATES RECOVERING FROM A MAJOR DISASTER. 

Reduces projected decreases in federal Medicaid matching funds as a result of the regular updating process, for 
states that have experienced major disaster. 

To qualify as a "disaster recovery FMAP adjustment state", a state must have over the past seven fiscal years 
received a Presidential declaration of a major disaster under the provisions of sec. 401 of the Robert T. Stafford 

Disaster Relief and Emergency Assistance Act and every county or Parrish in the state statewide was eligible for 
both individual and public assistance. 

ISSUE [BUDGET ITEM} 

§2001. STATE FINANCIAL HARDSHIP EXEMPTION. 

Between January 1, 2011 and December 31,2013, a state is exempt from the maintenance-of-effort for optional 
non-pregnant, non-disabled adult populations above 133 percent of the federal poverty level if the state certifies 
to the Secretary that the state is experiencing a budget deficit for the year in which the certification is made or 

projects to have a budget deficit for a succeeding state fiscal year. 

LEGISLATIVE CONSIDERATIONS 

A state may make the necessary certification that they are experiencing a budget deficit on or after December 31, 
2010. 

ISSUE [BUDGET ITEM} 

§200S. PAYMENTS TO TERRITORIES. 

Beginning in July 1, 2011 through September 30,2019, all territories' FMAP rate and spending caps will be 

increased. 
Requires territories in 2014 to provide coverage to childless adults who met income eligibility standards consistent 

with those already established for parents by the territories. 
Provides that the cost of providing coverage to newly eligible individuals will not count towards the spending cap. 

TERRITORIES AND THE HEALTH INSURANCE EXCHANGES 

Each territory will have a one-time option to "opt-in" to state (or territory)-based insurance exchanges in 2014. 
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ISSUE 

§6401. PROVIDER SCREENING AND OTHER ENROLLMENT REQUIREMENTS UNDER MEDICARE, MEDICAID, AND CHIP. 

Directs HHS in consultation with the Office of the Inspector General to establish procedures for screening of 
providers and suppliers who enroll in the Medicare, Medicaid, and CHIP programs. 

At a minimum the procedures would include a process for screening, enhanced oversight measures, disclosure 
requirements, moratoriums on enrollment, and requirements for developing compliance programs. 

To cover the costs of the screening, certain providers would be subject to fees. Fees would start at $500 for 
institutional providers and would increase by the rate of inflation thereafter. 

The HHS may exempt the fees if they impose a hardship. 

Enforcement of compliance of the requirements will begin March 2011 for all new providers in the programs. 

Compliance for all current providers will go into effect two years after enactment of the ACA in 2013. 

LEGISLATIVE CONSIDERATIONS 

In addition to the requirements listed above, the Office of the inspector general plans to review in their FY 2011 work 
plan how states ensure that Medicaid managed care plans follow a structured process for credentialing and 
recredentialing of providers. Regulations at 42 CFR 438.214 require states to ensure that managed care plans serving 
the Medicaid population implement written policies for selection and retention of providers. Each managed care plan 
must document its process for credentialing and recredentialing providers that have signed contracts or participation 
agreements. Plans must not employ or contract with provides excluded from participation in federal health care 
programs. They will also be examining how CMS ensures that states comply with requirements for provider 
credentialing by Medicaid managed care plans. 

RESOURCE DOCUMENT 

CMS Proposed Rule published September 23,2010. http://edocket.access.gpo.gov!2010!pdf!2010-23579.pdf 

• HHS presentation during the National Association for Medicaid Program Integrity Conference September 2010, 
http://www. nampLQrgLrnembers!2010presentations!M I G Up_date. pdf. 
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ISSUE 

CHANGES TO MEDICAID PAYMENT FOR PRESCRIPTION DRUGS 

§2s03. MEDICAID PHARMACY REIMBURSEMENT. 

Changes the Federal upper payment limit (FUL) to no less than 175 percent of the weighted .average (determined on 

the basis of utilization) of the most recent average manufacturer prices (AMPs) for pharmaceutically and 

therapeutically equivalent multiple source drugs available nationally through retail community pharmacies. 

Establishes a new formula for determining AMP based on sales to wholesalers and sales to retail community 

pharmacies. 

Effective on the first day of the first calendar year quarter that begins at least 180 days after the date of enactment 

of this Act, without regard to whether or not final regulations to carry out such amendments have been 

promulgated by such date. 

RESOURCE DOCUMENT 

CMS FINAL RULE NOVEMBER 15, 2010- Medicaid Program; Withdrawal of Determination of Average Manufacturer 

Price, Multiple Source Drug Definition, and Upper Limits for Multiple Source Drugs 

HTIP:!!EDOCKET,ACCESS.GPO,Gov!2010!PDF!2010-28649,PDF 

CMS memo September 28, 2010, Revised Policy on Federal Offset of Rebates, 
http://www.cms.qov!smdl!downloads! SMD10019.pdf 

ISSUE 

§2s01. INCREASE MINIMUM REBATE PERCENTAGE FOR SINGLE SOURCE DRUGS. 

Increases the minimum manufacturer rebate for brand-name drugs purchased by state Medicaid programs from 

15.1% of average manufacturer price to 23.1% of average manufacturer price. 

Increase Minimum Rebate Percentage for Clotting Factors and Drugs Approved by the FDA for Pediatric Use Only 

Increases the minimum manufacturer rebate for brand-name drugs purchased by state Medicaid programs from 

15.1% of average manufacturer price to 17.1% of average manufacturer price. 

Application of Rebates to New Formulations of Existing Drugs 

The rebate for line extension drugs will be the greater of the amount computed under the rebate statute or the 

product of the AMP for the line extension drug multiplied by the highest add itional rebate for any strength of the 

origina I brand name drug. 
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ISSUE 

§2501. INCREASE MINIMUM REBATE PERCENTAGE FOR SINGLE SOURCE DRUGS. (CONTINUED) 

Rebates for Drugs Dispensed by Medicaid Managed Care Organizations (MCOs) 

Requires manufacturers to pay rebates for drugs dispensed by Medicaid MCOs, effective March 23, 2010. 

Limit on Total Rebate Liability 

Limits total rebate liability on an individual single source or innovator multiple source drug to 100 percent of AMP 
for that drug product. Other features of the drug rebate program, such as the Medicaid's best price provision, 
would remain unchanged. 

RESOURCE DOCUMENT 

CMS memo September 28, 2010, Revised Policy on Federal Offset of Rebates, 
http://www. ems. gov Is m dIldo wn load siS M 010019. Ddt 
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ISSUE 

§2S01. INCREASED REBATE PERCENTAGE FOR GENERIC DRUGS. 

Increases the rebate percentage for non innovator, mUltiple source drugs to 13% of AMP. 

RESOURCE DOCUMENT 

CMS memo September 28, 2010, Revised Policy on Federal Offset of Rebates, 
http://www.cms.qov/smdl/downloads/SM010019.pdf 

ISSUE 

§2S01. MAXIMUM REBATE AMOUNT. 

Increases the amount of rebates that drug manufacturers are required to pay under the Medicaid drug rebate program, 
with different formulas for single source and innovator multiple source drugs (brand name drugs), noninnovator 
mUltiple source drugs (generic drugs), and drugs that are line extensions of a single source drug or an innovator mUltiple 
source drug, effective January 1,2010. The Affordable Care Act also required that amounts "attributable" to these 
increased rebates be remitted to the Federal government drug. 

RESOURCE DOCUMENT 

CMS memo Septem ber 28, 2010, Revised Policy on Federal Offset of Rebates, 
http://www.cms.qov/smdl/downloads/SfVl010019.pdf 
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ISSUE [BUDGET ITEM] 

§2401. COMMUNITY FIRST CHOICE OPTION. 

State Plan Option to Provide Home and Community-Based Attendant Services and Supports 

Establishes an optional Medicaid benefit which allows states to offer community-based attendant services and 

supports to Medicaid beneficiaries to assist in accomplishing activities of daily living, instrumental activities of daily 

living, and health related tasks through hands-on assistance, supervision, or cueing in a person-centered plan that is 

based on an assessment of functional need. 

Provides an enhanced federal matching rate of an additional six percentage points for reimbursable expenses in the 

program. 

Consider the need forany statutory changes made necessary to accommodate a state plan amendment if your state 

opts to participate in this program. 

RESOURCE DOCUMENT 

National Association of State Units on Aging (NASUA), LONG-TERM CARE IN BRIEF: Explaining the Medicaid Community 

First Choice Option, 

httQ:LLwww. nasuad .org!..documentation!..aca!..NAS UAD materia Is(ltcb commun ity:fi rstchoiceo Qtion .l2.9l. 
~ [BUDGET ITEM] 

§10202. INCENTIVES FOR STATES TO OFFER HOME AND COMMUNITY-BASED SERVICES AS A LONG-TERM CARE ALTERNATIVE TO NURSING 

HOMES. 

Incentivizes states that undertake structural reforms in their Medicaid programs designed to create home and 

community based services (HCBS) as a viable alternative to nursing home care with a targeted enhanced FMAP. 

States may participate through a waiver or a state plan amendment. 

States that choose a SPA would be able to include individuals with incomes up to 300 percent of the maximum 

Supplemental Security Income payment. 

Funding for the nursing home diversion program would be available for five years beginning in 2011. 
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ISSUE [BUDGET ITEM] 

§10202. INCENTIVES FOR STATES TO OFFER HOME AND COMMUNITY-BASED SERVICES AS A LONG-TERM CARE ALTERNATIVE TO NURSING 

HOMES. (continued) 

Enhanced Federal Matching Payments 

FMAP increases will be tied to the percentage of a state's LTC services and supports offered through HCBS, with 
lower increases going to states needing fewer reforms as follows : 

States with less than 25 percent of their total Medicaid long-term care expenditures for FY 2009 on HCBS will set 
their target for spending 25 percent for these services, to be achieved by October 1, 2015. These states will receive 
a 5 percentage point increase in their FMAP. 

Other participating states will set their target percentage for HCBS as a percentage of their Medicaid long term 
services and supports spending at 50 percent, to be achieved by October 1, 2015. These states will receive a 2 
percentage point increase. 

• Maintenance of Effort and Other Requirements 
States must maintain their eligibility standards, methodologies, or procedures for determining eligibility for these 
services at levels that are no more restrictive than those in place on December 31, 2010. 
Requires that the additional federal funds be used to pay for new or expanded offerings of non-institutional-based 
long-term services and supports. 
Requires states to implement several structural changes to their Medicaid programs within six-months of 

application, including: 
the implementation of a -no wrong door policy where beneficiaries may access LTC services and supports 
through a coordinated network, agency or other statewide system; 
the development of conflict-free case management services; and 

development of core assessment instruments to determine eligibility for non-institutionally-based long-term 
services and supports. 

Requires state to collect data tracking service use, quality, and outcomes by beneficiaries and their families. 

Funding 

$3 billion in federal matching funds will be available to incentivize states for the five-year period between October 
1, 2011 and September 30, 2016. 
Consider the need for any statutory changes made necessary to accommodate a state plan amendment if your state 
opts to participate in this program. 

RESOURCE DOCUMENT 

National Association of State Units on Aging (NASUA), LONG-TERM CARE IN BRIEF: Explaining the Medicaid 

Community First Choice Option, 
http://www.nasuad.org/documenl?tIon!aca!NASUAD materials!ltcb communityfirstchoiceoption.pdf 
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§2702. PROHIBITS FEDERAL PAYMENTS TO STATES FOR MEDICAID SERVICES RElATED TO HEALTH CARE ACQUIRED CONDITIONS. 

[HEALTH-CARE ACQUIRED CONDITIONS (HACS)] 

Will be defined by the secretary and consistent with the definition of hospital acquired conditions 3 under 
Medicare, but would not be limited to conditions acquired in hospitals. 
State Medicaid programs that continue to reimburse health care providers for services associated with a health 
care acquired condition will no longer receive the federal match for those services. 

When the Medicare rule affecting claims payment was implemented several states adopted similar reimbursement 
practices found in the federal rule for hospital claims, some states opted to negotiated agreements with their large 
hospital systems and the state hospital associations to refrain from billing when these events occurred. 

LEGISLATIVE CONSIDERATIONS 

Legislative intervention may be needed to enable state Medicaid agencies to adopt reimbursement practices that 
restrict payment for health care acquired conditions. 
Consider budgetary impact if state Medicaid policies do not conform to CMS requirements for nonpayment. 
Legislators may want to consider a hold harmless provision If none exists in state law protecting Medicaid 

beneficiaries for responsibility of payment for services when an error is made on the part of a provider, either 
administrative or a practice error that applies to the HAC provisions. 

RESOURCE DOCUMENTS 

National Guideline Clearinghouse htto:/Iwww.guideline.gov/resources/hospital-acquired-conditions.aspx 

Deficit Reduction Act Sec. 5001. Hospital Quality Improvement: (c) Quality Adjustment in DRG Paymen,ts for Certain Hospital Acquired Infections-(l) Amends Section 1886(d)(4) of the Social Security Act by adding 

language that states that for discharges occurring after October 1, 2008, the diagnosis related group (DRG) assigned may not result in a higher payment based on a secondary diagnosis associated with conditions 
identified by the secretary that could have reasonably been avoided through the application of evidence-based guidelines. Hospita ls will be required to report the secondary diagnosis present on admission of the 
patient. 

I 
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§2703. STATE PLAN OPTION PROMOTING HEALTH HOMES FOR ENROllEES WITH CHRONIC CONDITIONS. 

Creates a new Medicaid state plan option under which Medicaid enrollees with at least two chronic 

conditions or with one chronic condition and at risk of developing another chronic condition, could 
designate a provider as their hea Ith home. -

Requires qualifying providers to meet certain standards, including demonstrating that they have the 
systems and infrastructure in place to provide comprehensive and timely high-quality care either in-house 
or by contracting with a team of health professionals. 

The designated provider or a team of health professionals will offer the following services: comprehensive 
care management; care coordination and health promotion; comprehensive transitional care, including 
appropriate follow-up, from inpatient to other settings; patient and family support; and referral to 
community and social support services, if relevant and as feasible use health information technology to link 

such services. 
Teams of providers could be free-standing, virtual, or based at a hospital, community health center, clinic, 
physician's office, or physician group practice. 

Directs the state to develop a mechanism to pay the health home for services rendered. The state plan 
amendment will include a plan for tracking avoidable hospital readmissions and plan for producing savings 
resulting from improved chronic care coordination and management. 

FEDERAL MATCH PAYMENTS 

Provides an enhanced match of 90 percent FMAP for two years for states that take up this option. 

In addition, small planning grants may be available to help states intending to take up this option. Pre­
Recovery Act service match rate. 

EVALUATION 

Requires an independent evaluation be conducted after two years to assess the impact of this option on 
reducing hospital admissions. 

LEGISLATIVE CONSIDERATIONS 

Determine participation in state optiona I expansions. 

Consider cost-savings impact. 

RESOURCE DOCUMENTS 

CMS Letter to State Medicaid Directors November 16, 2010 

http://www.cms.govjsrnd l/downl~EldsL~ D_lOQ~_4~Rdf 
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ISSUE 

§3108. PERMITIING PHYSICIAN ASSISTANTS TO ORDER POST-HOSPITAL EXTENDED CARE SERVICES. 

Adds physician assistances to the list of providers authorized to order (or certify) post-hospital extended care 
services for Medicare beneficiaries beginning January 1,2011. 
May impact state dual eligible populations. 

LEGISLATIVE CONSIDERATIONS 

Conform as necessary the state Medicaid program criteria for authorization of post acute extended care with 

federal law. 

ISSUE 

§3113. TREATMENT OF CERTAIN COMPLEX DIAGNOSTIC LABORATORY TESTS. 

Directs HHS to conduct a demonstration project under part B under which separate payments may be made · 
for complex diagnostic laboratory tests

4 
to determine the impact on access to and quality of care, health 

outcomes, and expenditures. 

The demonstration project will be conducted over a two-year period beginning July 1, 2011. 

Payments may not exceed $100 million. 

LEGISLATIVE CONSIDERATIONS 

Consider impact on projected state expenditures for dual eligibles. 

4 "complex diagnostic laboratory tests' are defined as meaning a test: (l)that is an analysis of gene protein expression, (2) topographic genotyping, or a cancer chemotherapy 

sensitivity assay; (3) that is determined by the Secretary to be a laboratory test for which there is not an alternative test having equivalent performance characteristics; (4) which 
is billed using a Health Care Procedure Coding System (HCPCS) code other than a not otherwise classified code under such Coding System; (5) which is approved or cleared by 

the Food and Drug Administration or is covered under title XVIII of the Social Security Act; and (6) is described in section 1861(5)(3) of the Social Security Act (42 U.s.c. 
139Sx(s)(3)) 
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D D D Jan. 1,2011 

ISSUE 

§3114. IMPROVED ACCESS FOR CERTIFIED NURSE-MIDWIFE SERVICES. 

Amends the Social Security Act to increase coverage for certified nurse-midwife services to Medicare 

beneficiaries from 80 percent to full coverage as of January 1, 2011. 

LEGISLATIVE CONSIDERATIONS 

Consider impact on projected state expenditures for dual eligibles. 

ISSUE 

§3301. MEDICARE COVERAGE GAP DISCOUNT PROGRAM. 

Effective January 1, 2011, the Discount Program will make manufacturer discounts available to applicable 

Medicare beneficiaries receiving applicable covered Part 05 drugs while in the coverage gap. 

Drug manufacturer will be required to provide to Part 0 beneficiaries a 50 percent discount for brand-name 

drugs and biologics at point-of-sale. 

LEGISLATIVE CONSIDERATIONS 

Consider impact on projected state expenditures for dual eligibles and State Pharmaceutical Assistance 
Programs. 
RESOURCE DOCUMENTS 

CMS memo to plan sponsors April 30, 2010, Medicare Coverage Gap Discount Program beginning in 2011 
https://www.cms.gov/PrescriotionDrugCovContra/Downloads/2011CoverageGapDiscount 043010v2.pdf 

CMS memo August 3, 2010, 
http://www.cms.gov/PrescriptionDrugCovGen[ n(Down [oads/CG D Memo 08.03 .10. pdf 

Medicare.gov: Five Ways to Lower Your Costs During The Coverage Gap, http:/(www.medicare.gov/health­
a nd-d rugs/bri dgi ng-th e-coverage-ga p .aspx 
CMS document: Bridging the Coverage Gap, http://www.medicare .gov/health-and-drugs/bridging-the­
coverage-gap.aspx . 

5 The Medicare Prescription Drug Benefit was enacted into law on December 8, 2003 the law re-designs Part 0 which establishes the Voluntary Prescription Drug Benefit 

Program. The Part 0 program is available for individuals who are entitled to Medicare Part A or enrolled in Medicare Part B. The Part 0 program became effective January 1, 
2006. The prescription drug coverage is subject to an annual deductible, 25 percent coinsurance up to the initial coverage limit, and the greater of $2/$5 or five-percent 
catastrophic coverage for individuals that exceed the annual maximum true out-of-pocket threshold. 
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D D D Jan. 1,2011 

D D D 

ISSUE 

§4103. MEDICARE COVERAGE OF ANNUAL WELLNESS VISIT PROVIDING A PERSONALIZED PREVENTION PLAN. 

Amends the Social Security Act to require that Medicare Part B cover once a year, without cost sharing, 

'personalized prevention plan services
6
,' including a comprehensive health risk assessment. 

LEGISLATIVE CONSIDERATIONS 

Consider impact on projected state expenditures for dual eligibles. 

ISSUE 

§4104. REMOVAL OF BARRIERS TO PREVENTIVE SERVICES IN MEDICARE. 

• Amends the Social Security Act to define preventive services covered by Medicare to mean a specified list of 
currently covered services, including colorectal cancer screening services even if diagnostic or treatment 
services were furnished in connection with screening 

Waives beneficiary coinsurance requirements for most preventive services, requiring Medicare to cover 

100% of the costs. 

Specifies that services for which no coinsurance would be required are the initial preventive physical 
examination (iPPE), personalized prevention plan services, any additional prevention service covered under 
the authority of HHS, and any currently covered preventive service (including medical nutrition therapy, and 
excluding electrocardiograms) if it is recommended with a grade of A or B by the U.S. Preventive Services 

Task Force (USPSTF)7 

LEGISLATIVE CONSIDERATIONS 

• Consider impact on projected state expenditures for dual eligibles. 

ADDITIONAL RESOURCE DOCUMENTS 

• Agency on Aging Document: Affordable Care Act Opportunities for the Aging Network, 
http://www.aoa.gov/Aging Statistics/docs/AoA Affordable Care.pdf. 

6 "Personalized prevention plan services" means the creation of plan for an individual: (1) that includes a health risk assessment of the individual that is completed prior to or 

part of the same visit with a health professional; and (2) that takes into account the results of the health risk assessment. 

7 See the U.s. Preventive Services Task Force, http://www.ahrq.gov/clinic!uspstfix.htm . 
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ISSUE 

§3011. NATIONAL STRATEGY FOR QUALITY IMPROVEMENT IN HEALTH CARE. 

Directs the secretary to establish a national strategy for quality improvement in healthcare. 

The secretary must collaborate with state agencies responsible for administering the M~dicaid and CHIP 
programs with respect to developing and disseminating strategies, goals, models, and timetables. 

The deadline for the initial submission of the strategy is no later than January 1,2011. 

HEALTH CARE QUALITY INTERNET WEBSITE 

Directs the secretary to create an internet website to make public information regarding the national priorities 
for healthcare quality improvement, agency specific strategic plans, and other pertinent information the 
secretary deems appropriate. 

Implementation must be no later than January 1, 2011. 

LEGISLATIVE CONSIDERATIONS 

Consider the state needs for dissemination of information beyond electronic means. 

RESOURCE DOCUMENTS 

HHS Proposed National Health Care Quality Strategy and Plan: 
httpjjwWW.hh_~.RQyl[,-~ws/reports/quality/nationalhealth5=_aLeQljalitystrategY.pdf. 
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ISSUE 

TITLE IX--REVENUE PROVISIONS. 

Imposes various restrictions on tax-advantaged accounts which are used to pay for unreimbursed medical expenses: 
health care Flexible Spending Accounts (FSAsL Health Reimbursement Accounts (HRAs), Health Savings Accounts 
(HSAs), and Medical Savings Accounts (MSAs). 

LEGISLATIVE CONSIDERATIONS 

Analyze and conform as necessary state employee benefit structures with the provisions in the new federal law 
concerning the following changes: 

DISTRIBUTION FOR MEDICINE QUALIFIED ONLY IF FOR PRESCRIBED DRUG OR INSULIN 

§ 9003--Staring in 2011, the PPACA will prohibit using funds from FSA, HAS, and MSA accounts for over-the­
counter (OTe) medications (except insulin) unless they are prescribed by a physician beginning taxable years 

after December 31, 2010. 

INCREASES IN ADDITIONAL TAX ON DISTRIBUTIONS FROM HSAs AND ARCHER MSAs NOT USED FOR QUALIFIED MEDICAL EXPENSES 

§ 9004------lncreases the penalties imposed for account withdrawals for nonmedical purposes for those under age 
65 in two accounts. The penalty for nonmedical withdrawals from HSAs will increase to 20% from 10%, and the 

penalty for nonmedical withdrawals from MSAs will increase to 20% from 15%. 

RESOURCE DOCUMENTS 

IRS Document: Sample article for organizations to use to reach customers and taxpayers 
http://www.irs.gov/pub/irs-utl/oc - sept-mid aca cust 091710.pdf 
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