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SUMMARY COMPARISON OF MAJOR HEALTH CARE REFORM BILLS

SUMMARY

By the end of the first session of the 103rd Congress, a wide range of legislative
proposals had been introduced to address the issue of how to expand access to health
insurance. This report summarizes, in a comparative format, six major proposals
under consideration. Together, these bills embody a spectrum of approaches to the
issue, ranging from those that would rely on tax incentives or other assistance for
individual insurance purchasers,contributions to m ating m er t health
premium costs, to establishing a national health insurance system The following
bills have been included in this side-by-side comparison:

H.R. 3600/S. 1757 (PIrsident Clinton's plan) would require all persons to
obtain a comprehensive health benefits package from large insurance purchasing
cooperatives called health alliances. Health plan premiums would be paid through
a combination of employer and individual contributions, supplemented by Fder
subsidies for many firms, early retirees, and persons with incomes belo crt
levels. A national health care budget ould be established for exendit for
services covered under the comprehensive package. This budget wo limit
initial premiums and the year-to-year rates of increase that could chaeby
health plans participating in the alliances. Ultimately premiums could grow no faster
than the rate of growth in per capital gross domestic product, unle Cong

specifies a different inflation factor.

H.R. 1200/S. 491 (McDermott/Wellstone) uld
national health insurance program that would be fed
administered by the States. This program would rpla p
and pubic program coverage. The program would prode cv
health and long-term care benefits. Aation boar wo]
health budget which would be distributed among the Stat,
average per capital cost of covered services, adjusted for differ
in costs and the health status of their poulatins.

H.R. 3080/S.1533 (Michel/Ett) is an inerementl 1
improve the availabilty and affordability of iur A
required to offer, but not pay for, a basic he bnet plan.
regulation of underwriting and rating practice in the sm
requirements that insurers offer three different h p
coverage. It also includes measures to encourage delope
purchasing groups.

ilth insurance
omprehensive
sha national
a the national
rng the States

proposal that seeks to
l1 employers would be
The proposal includes

al group market and
ans and prtability of
it of multiple employer

H.R. 3222/S.
affordability ofinst
establish health pi
accountable health
benefits and comply
would be required

oper/Breaux) also seeks to improve the availability and
it whin a managed competition structure. States would

sing cooperatives (HPPCs) that would contract with
HPs). AHs would be required to cover a uniform set of

ium ting and underwriting standards. All employers
but noty for, coverage in an AHP. Small employers

es wuld have to participate in the HPPC; larger
n AHP. Health plan expenses would be tax deductible

s-t basic plan in the area. An excise tax would be
butio ina excess of this level

HR 3698/1743 (S~earns/Nickles) resembles the Heritage Foundation's
health reform proposal. All persons would be required to purchase health insurance
through a plan meeting Federal standards relating to minimum benefits and rating
and undewriting practices, or through a State-established health plan Current tax

xclusio or em plyer-sponsored health plans would be replaced with refundable tax
it for a portion of the premium cost of qualified health insurance plans and for

other medical expenses. Employers currently providing health benefits would be
quired to convert them into added wages.

H.R. 3704/S.1770 (W.Thomas/Chaee) would require all persons to purchase
coverage through a ualified health plan, or face a penalty for nonompliane. All
employers would be required to offer their employees erollment in a qualified helth

plan, or face a penalty for noncompliance. o employer, however, would be required
to make contributions for coverage of an employee. Small employers and individuals
could participate voluntarily in State-established purchasing cooperatives or select
other qualified plans All plans would have to offer standard benefits and would be
subject to restrictions on rating and underwriting practice. Federal susiies in the
form of vouchers would be phased-in for low-income persons, subject to saving being
achieved under the Medicare and Meicaid programs.
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SUMMARY COMPARISON OF MAJOR HEALTH CARE REFORM BILLS

HH.R 3600/8 1757 HHt. 1200/S 491 H.R. 3080/S. 1533 I.R. 3222/8. 1579 HR. 3698/8. 1743 HR. 3704/8. 1770
(Administration plan) (McDermott/Wellstone) ( heltt)Stears/ckle) (W. Thomas/Chaee)

I. GENERAL
APPROACH

I. GENERAL
APPROACH

I. GENERAL
APPROACH

I. GENERAL I. GNRAL
APPROACH APPROACH

I. GENERAL
APPROACH

All U.S. citizens and
legal residents would be
required to obtain a
comprehensive health
benefits package from
large insurance
purchasing cooperatives
called health alliances
Large employers with
more than 5,000
employees could
establish their own
alliances. States could
provide the
comprehensive benefits
through a single-payer
system.

Only State-certified
health plans could

provide coverage
through the alliances.
Health plans would be
required to accept every
eligible person enrolled
by an alliance and could
not impose preexisting
coverage restrictions.
Premiums for these
plans would have to be
community-rated.
Health plan premiums
would be paid through a
combination of employer
and individual

All U.S. citizens and
legal residents would be
entitled to coverage of
comprehensive health
and long-term care
benefits through a
federally established
national health
insurance program
administered by the
States. This program
would replace private
health insurance,
Medicare, Medicaid, and
other Federal health
programs.

All policies regarding
implementation of the
program would be
established at the
Federal level b a
Health Security
Standard Board Thi
Board would o
establish a national
health budget which
would be dribu
among the t bae
on the national vera
per capital cost of
covered services,
adjusted for differences
among the States in
costs and the health

All employers (excluding
certain new and small
employers) would be
required to offer
employees a group
health plan that cover
essential and medically
necessary medical,
surgical, hospit, a
preventive sevie.
Employee ffred group
plans would be required
to limit the use of
preisting condition
exclusionh and provide

portability and
renewability protections,
No employer, however,
would be required to
make contributions to

the cc of erage
under a plan.

Insurers selling
insurance to small

emplye (defined as
having 2 to 50
employee) would be
required to offer a
tanard benefit plan,

a atstrophic plan, and
a medical savinge
account option (that
includes catastrophic
coverage and a medical

wan prenuum rang .
stadards and limit
prexisring condition

Care Stlandards
Commission (National

health Bard under S.
1579) would make
recommendations to
Congress on a uniform
set of benefits, including
cost sharing

Small employers
(defined as firms having
100 or fewer employee)
would be required to
enter into agreements
with health plan
purchasing cooperatives
(HPPCs) for offering
their employees
coverage. Larger
employers would have
to offer a plan (which
could be a "closed plan
available only to that

All rdens of a Sta
( rwho e not
beneficiari of other
Federal programs)
would be required to
purchase federally
qualified health
insurance or be covered
under a State program
that provide equivalent
coverage. Qualified
health insurance plans
would be required to
cover all medically
necessary acute medical
care; have premiums
that varied only on the
basis of age, sex, and
geography guarantee
coverage to all persons
seeking enrollment; and
limit preexisting
condition exclusions

Current tax exclusions
for employer-sponsored
health plans would be
replaced with
refundable tax credits
for a portion of the
premium cost of
qualified health
insurance plans and for
other medical expenses.
At a minimum, tax

All U.S. citizens and
legal residents would be
required to purchas
coverage through a
qualified health plan.
Al employers would be
required to offer their
employees enrollment in
a qualified health plan.
Small employers with
100 or fewer employees
could either join a
purchasing group or
offer standard or
catastrophic benefits

health plan. Large
employers would be
required to offer both a

catstrophic benefit
package, and could form
their own purchasing
groups, arrange
coverage from a
qualified plan, or self-
insure. No employer
would be required to
make contributions for
coverage of an
employe.

All qualified plans
would have to cover
benefits recommended
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H.R. 3600/S. 1757 H.R 1200/8. 491 I.R. 3080/S. 1583 H.R 3222/8. 1579 H.R4 698/. 1743 H-R. 3704/8. 1770
(Adinistration plan) (McDerrmott/Wellstone) (ichel/tt) (Cooper/reaux) (Stearns/Nckles) (W Thos/Chafee)

contributions,
supplemented by
Federal subsidies for
many firms, early
retirees, and persons
with incomes below
certain levels.

Current Medicare
beneficiaries would
continue to be covered
under the program as
they are today, except
that the working aged
would continue to be
covered under their
employer-paid plans
Persons enrolled in an
alliance managed care
plan before becoming
Medicare eligible could,
on turning 65, choose to
remain in the plan and
receive benefits through
it. States would have
the option of integrating
all (or a specified
portion of) Medicare
beneficiaries into health
alliances under specified
conditions. Current
Medicaid beneficiaries
receiving cash welfare
assistance would retain
Medicaid coverage but
would enroll in health
plans through health
alliances. Current

status of their
populations. With their
allocations, States
would make payments
to providers according
to prospective budgets
or fee schedules

negotiated between

service organizations
based on their budget
or on risk-adjusted
capitation payments.

Services would be
financed by a
combination of new
individual and corporate
taxes and premiums,
and additional tax code

changes.

savings account to pay
for unreimbursed
medical expenses).
Insurers would be
required to accept every
small employer and
every eligible employee
of a small employer who
applies for coverage
under a plan. Insurers
would be required to
limit premium
variations charged to
small businesses and
also to limitremi
increases from to
the next The bill also
facilitates the ability of
employers to form
groups for the purpose
of purc ing health
cverge. The

ddutbility of health

insurance premiums

coverage

Medicare would
continue t~ cover

persons as it does today,
States would be given
the option of allowing
Medicaid beneficiaries
o enroll in private

insurance plans. States

firm's employee)
directly, ratr th
through the H C. No
employer, however,
would be required to
make contributions for
covrag of a employee
in an accountable

alth plnn.

Health plan expenses
would be x deductible

u to the cst of the

lowet6ot basic plan in
the area. Afor thxcse tlfax

ewoud be imposed on

mployerdividuals contributions

to

health with urancomes

rem2iu00 for the self-

Stat poverty level;

ethim yeed would be
increase d a

individuals who pay any
part of an AHP
premium would be able
to deduct their
payments.

Federal subsidies would
be available for
providing premium and
copayment assistance to
persons with incomes
below 200 percent of the
State's poverty level;
this assistance would

replace the acute care

to 25 percent of the
premium and
unreimbur medical

10 percent of their gross
incomes. Tax credits

would increase as
premium and medical
care expenses increased
as a proportion of a
person's income.
Medical savings
accounts established for
the purpose of paying
medical expenses would
also be eligible for a tax
credit. Employers
would be required to
add the value of the
coverage they paid for
as of Deember 199 to
employee wages
beginning January 1997.
Persons receiving health
benefits under
Medicare, Medicaid, and
other Federal health
programs would not be
eligible for these tax
credits.

A new Federal program
of grants to the States
would assist persons
with incomes below 150
percent of the Federal

by the benefits
Commission. They
would be required to
limit variations in
premiums and would be
required to limit
preexisting condition
exclusions. Health
insurance premiums
would be deductible for
qualified plans up to a
capped amount. A tax-
favored medical savings
account would be
available for those
individuals electing a
catastrophic benefit
plan in order to pay cost
sharing expense

Federal subsidies in the
form of voucers would
be phasd-in for low-
income persons, subject
to savings being
achieved under the
Medicare and Medicaid
programs. States would
have the option of
providing coverage to
Medicaid beneficiaries
through a private
purchasing cooperative,
a managed care plan, or
other alternative. The
Secretary of Health and
Human Services (HHS)
would develop a
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H.R. 3600/S. 1757
(Administration plan)

H.R 1200/8. 491
(McDermottfWell tone)

noncash Medicaid
beneficiaries would
enroll in plans through
alliances, with most
presumably qualifying
for Federal subsidies
By January 1, 1998,
every eligible person
would be insured
through the new system
or existing Federal
programs.

A national health care
budget would be
established by a
National Health Board
for expenditures for
services covered under
the comprehensive
package. This budget
would limit both initial
premiums and the year-
to-year rats of increase
that could be charged
by health plans
participating in the
alliances. Ultimately
premiums could grow
no faster than per
capital gross domestic
product (GDP), unless
Congress specifies a
different inflation
factor.

New Federal costs
would be financed by a

H.R. 3080/S. 1533
(Michel/Lott)

establishing "health
allowance programs" for
this purpose could also
extend Medicaid
coverage to persons
with higher incomes
and others without
insurance coverage.

New Federal costs
would be financed
through Medicare
spending reduction, an
increase in the regular
civil service retirmet
age, and a requirement
that Federal agei
prefund Fer rti
health benefits.

H.. 3222/S. 1579
(Cooper/Breaux)

portion of Medii
Federal paymen
States for the 10
are component

Medicaid would
phased out, Me

icing mearcare
Hiding and requiring
eral agencies to

d F eral retiree
th benefits.

H.R. 8698/. 1743
(Stearns/Nickles)

rel to meet
health

meancal car e, and

preventive s~vice.
MNedicare would
continue to cover
perso as it does today.

New Federal costs
would be fiance
through Medicare and
Medicaid spending
reductions (and, under
H.R. 3698, elmination
of welfare benefits for
most noncitizens).

~

_ ~ ~ ~ ~

H.R. 3704/8. 1770
(W. Thomas/Chafe)

legislative proposal for
enrollment of Medicare
beneficiaries into
qualified health plans.
Current Medicare
beneficiaries would have
the option of obtaining
services through their
current arrangements
or enrolling in qualified
health plan with
certain maximum
Federal payments made
toward the premium
costs of those plans. If
the vouchers for low
income persons are fully
phased in, all persons
would be insured by
2005.

New Federal costs
would be ficud
through Medicare and
Medicaid spending
reductions.
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HI,. 3600/S. 1757 H.tl 1200/ . 491 H.R. 3080/S. 1533 H.R 3222/S. 1579 H.I. 3698/S 1743 H.L 3704/8, 1770
(AdmiiFtration plan) (McDermott/Wetone) (MicheLtt) (Cooper/Breaux) (Stears/Nickles) (W. ThoL /C ee)

tobacco tax, assessment
on corporate alliances,
reductions in spending
in existing Federal
programs, and tax code
changes.
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HI.R. 3600/S 1757
(Adminisltration plan)

H.R 1200/S. 491
(McDermott/Wellatone)

H.. 3080/S. 1533
(Miche/Lott)

HR. 3222/S. 1579
(Coper/reaux)

HIL 3698/S. 1743
(Stearns/Nickles)

H.R. 3704/, 1770
(W. Thomas/Chaftee)

II.
ADMINISTRATIVE
STRUCTURE

A. Federal Role

The Federal
Government would
establish standards for
the regional and
corporate alliances, set
alliance-specific budgets,
and oversee the
system' operation
through a newly
established National
Health Board and
existing Federal
departments. The
Board would issue
regulations prescribing
requirements for State
programs, including the
regional alliances, and
review and approve
State plans. It would
interpret and update
the comprehensive
benefit package and
recommend changes to
reflect changes in
technology and other
factors. It would
develop and enforce
national alliance
budgets. It would
establish a risk-
acjustment system to be

II.
ADMINISTRATIVE
STRUCTURE

A. Federal Role

An American Health
Security Standards
Board would be
required to develop
policies, procedures, and
guidelines related to
eligibility, enrollment,
benefits, provider
participation standards,
national and State
funding levels, methods
for determining
payments to providers,
the determination of
medical necessity and

certain services,
assisting States with
planning for pital
expenditures an
service dyliveryg
planig fr health
professions education
funding, allocating
funds for the prooion
of primary cre and
assisting the medically
under served, and
encouraging States to
develop regional
planning mechanisms.

II.
ADMINISTRATIVE
STRUCTURE

A. Federal Role

The Secretary of HHS
would be required to
request the National
Association of Insurano
Commissioners (NAIC)
to develop stands
health insurance p
and if it faito do so
within the ti
specified or the
Secretary fds them

standards. If the

enforemen t of the
standarthenthe

Secretary would bplay a

re in

required to provde for
a mechanism for the

implementation and
enforcement of the
standards The
Secretary would play a
similar role in
developing models for
reinsurance or
allocation of risk

II. II.
ADMINISTRATIVE ADMINISTRA
STRUCTURE STRUCTURE~

federall Role

recmmendations to
Congress for a uniform
et of effcive befit

including ost ring.
The Commison would
be rquird t register
health plans meeting
spefied standards as
AHP. It would be
requir to organize a
Benefits, Evaluations,
and Data Standards
(BEDS) Board that
would make
recommendations to the
Commission about the
uniform set of benefits;
the standards for
information to be
provided by heath
plans; auditing
standards to ensure
accuracy of this
information; and
aggregate data on
coverage decisions made

The Seretary of HHS,
in consultation with
NAIC, wouldbe
required to develop
standards for qualified
health plans and
procedure for certfying
that plans meet the
standards The
Secretary would be
required to review State
regulatory programs for
enforcing standards and
assume responsibility
for enforcement in
States that fail to
assure that plans meet
standards The
Secretary would also be
required to provide
grants to the States to
assist persons with
incomes below 150
percent of the Federal
poverty level to meet
the costs of health
insurviance ad health

I.
ADMINISTRATIVE
STRUCTURE

A. Federal Role

A newly established
Benefits Commission
would be required to
make recommendations
to Congress on the types
of services and itms to
be covered under a
qualified health plan for
both standard and
catatrophic package,

as well as coot sharing
required under both
packages. Changes to
the package could be
recommended to
Congress once a year.
The Commiion could
also submit a proposal
to Congress concrnng
changes necessary to
achieve savings needed
for voucher for low-
income persons. The
Secretary of HHS would
be required to carry out
activities for certifying
health pla offered by
a multi-State employer.
The Secretary would
also carry out all
activities related to
certifying health plans

_
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H.lR 3600/S 1757 H.R. 1200/S. 491 H.R. 3080/S 1533 H.". 3222/8. 1579 H.R 3698/S 1743 HR. 3704/5. 1770
(Administration plan) (McDermott/Wellstone) (MichelJLott) (Co:perF reaux) IStearns/Nickles) (W. Thomas/Cha;e)

used by the alliances to
adjust premiums to
reflect the different mix
of high- and low-risk
individuals in the plans.
It would establish and
manage a performance-
based system of quality
management and
improvement. HHS
would audit regional
alliance performance.
The Department of
Labor would be
responsible for enforcing
requirements applicable
to employers under
regional health alliances
and the administration
of corporate alliances.

The Board would also
establish a national
health security budget
which would specify
total expenditures
available for covered
services and how these
expenditures would be
allocated to the States
The Board would be
required to esablish
uniform reporting
requirements and
standards to ensure an
adequate national data
base regarding health
services practitioners,
services and finances of
State health security
programs, approved
plans, providers, and
the cots of facilities
and practitioners
providing services. The
Board would review and
approve State plans for
providing health
service to its rident
The Bard uldalso
provide ndto the
Public Health Serv
for various direct h th
block grant program.

mechanisms for health
insurance plans offered
to small employers.

by health ph
recommend
evaluatirs
technologies.

in those Stats failing to
operate approved
programs. The
Secretary of HHS, in
consultation with the
Secretary of Labor,
would be required to
establish standards for
large employer plans.

assurance programs for
health planadjustment of premium

S HPPC, The
Commission would also
be required to establish
standards for
identifying chronically
undererred areas
which have inadequate
aes to the uniform
set of benefits,
insufficient price
competition for services,
and poor quality of care.
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H.R. 3600/S. 1757 H.R. 1200/S. 491 H.R. 3080/S. 1533 H.R. 3222/S. 1579 H I 3698/8. 1743 HIL 3704/S 1770
(Administration plan) (McDermott/Wellsone) (Michel/Lott) (Cooper/Breaux) (Stearn/ickles) (W. Thomas/Chafee)

B. State Role

States would be
required to submit to
the National Health
Board a plan that
describes te health
care system the State
would be establishing.
States would be
required to establish
one or more regional
alliances responsible for
providing coverage to
residents in every area
of the State. State
would certify health
plans to participate in
alliances, after they had
established a process for
assesing the quality of
health plans, their
financial stability, and
capacity to deliver the
guaranteed benefit
package. To the
maximum extent
practicable, States
would have to ensure
that all consumers had
the opportunity to
purchase coverage from
a certified health plan
at a price equal to or
less than the average
premium for the
alliance. States would
be responsible for

B. State Role

States would be
required to submit to
the Board a plan for
their health security
programs for providing
health services to their
residents. One or more
neighboring States
could submit a regional
health security program
instead of separate
State programs. State
would make payments
to providers according
to prospective budgets
or fee schedules
negotiated between the
States and providers.

B. State Role

States would be
required to submit a
report to the Secretary
of HHS on its plans for
implementing and
enforcing insurance
standards and models
for reinsurance. f the
Secretary determined
that a State has fil
to implement stanar,
then the Secretary
would be rui to do
so.

B. State Rol Role

States woul S would be
requir to desigat ruired tt establish
geographic areas where regulatory programs to
not-for-profit HPPCs certify that health plans
would be established meet required

operation, the HPPC be required to etablih
ard members w d programs to provide

be appointed by the health insurance
Governor. State oul coverage for persons

inrea the size who did not voluntarily
threshold for required purchase coverage
participation of small privately.
firms in HPPC so long
as no more than oe-
half of all e yees in
the State purchased
coverage through
HPPCs. States would
be required to establish
atsfactory protection

of enrollees in AHPs
with respect to the
potential insolvency of
the plan. States could
identify chronically
underserved areas and
develop plans to
respond to them.

B. Stat Role

States would be

required to establish
geographic areas in

They would o be
required to certify
health plans as qualified
plans and enforce
insurance reform
standards; establish

procedures for
purchasing groups;
prepare comparative
information concerning
qualified plans and
purchasing groups;
provide for a risk
adjustment program for
the premiums of
qualified plans;
establish an arbitration

process for the coverage
and payment of claims;
and specify an annual
general enrollment
period. States could
choose to establish their
own health reform
systems, provided they
were approved by the
Secretary of IHHS but
waivers for this purpose
would not be provided
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H.R. 3600/. 1757
(Administration plan)

ensuring plan solvency
and operating guarantee
funds to protect
providers and
consumers in the event
of plan insolvencies
States could establish a
statewide fee schedule
for reimbursement of
fee-for-service providers.
States could elect to
establish a single-payer
system rather than one
based on alliances, or a
single-payer system that
served a part of the
State.

C. Employer Role

All employers would be
required to pa a fixed
percentage of the
weighted average
premium (WAP) for
each regional alliance
on behalf of employees
and their dependents
(see "Financing" below).

H.R. 1200/8. 491
(McDermottfWellstone)

C. Employer Role

All employers would be
required to pay higher
payroll taxes and the
top corporate tax rae
would be increase (ee
"Financing" below).

MHR. 3080/, 1533
(Mlichel/Lott)

H.R 3222/S. 1579
(CooperBreau)

Employer Role

Splan that covers
;ial d edically
ary e srvicr and
ide for payroll

tio of premium

Smll employers would
be ruired to enter
into agreement with
HPPCs for offering
coverage to employes,
and they would be
required to provide for
payroll deduction of
premium costs. Larger
employers would have
to offer coverage in a
qualifying accountable
health plan directly,
rather than through the
HPPC. The plan could
be a "closed" pla, open
only to the firm's own
employees.

H.L 398/S. 1743
(Stearns/Nckles)-

C. Employer Role

Employers would be
required to provide for
payroll deduction of
health insurance
premium cst. They
would be required to
add the value of the
coverage they paid for
as of December 1996 to

employee wages 1
beginning January 1997.

H11. 8704/8. 1770
(W. Thomas/Chafee)

for the establishment of
single-payer systems.

C. Employer Role

Small employers could
either join a purchasing
cooperative in the
geographic area in
which it does business
or offer standard or
catastrophic benefits
through a qualified
health plan. They
would be required to
collect and send
premiums and any
operating fees to the
cooperative or plan on
behalf of employes.
Large employers would
be required to offer both
a standard and

~
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H.R. 3600/8. 1757
(Administration plan)

HH.. 1200/8. 491
(McDermott/Wellstone)

H.R. 3080/S 1533
(Michel/Lott)

H.P 3222/8. 1579
(Cooper/Breaux)

H.I. 3698/8. 1743
(StearnsNickle)

H.R 3704/8. 1770
(W. Thomas/Chafee)

D.
Employee/Individual
Role

Each employee would be
required to pay the
difference between 80
percent of the WAP and
the premium for the
plan he or she selects.
Individuals not fully
covered through
employment would pay
both the required
employer and employee
shares of their
premiums, subject to
certain limits for low-
income persons.

D.
Employee/Individual
Role

Individuals would be
required to pay new
and/or higer taxes (see
"Financing" below).

D.
Employee/Individual
Role

No provision.

loyee/Individual

All persons would be
required to purchase
federally qualified
health insurance or be
covered under a State
program that provide
equivalent coverage
Federal aistance
would be phased-in for
helping low income
persons to meet the
costs of health
insurance and medical
care.

catastrophic benefit
package, and could form
their own purchasing
groups, arrange
coverage from a
qualified plan, or self-
insure.

D.
Employee/Individual
Role

All persons would be
required to obtain
health insurance
coverage, or face a
penalty for
noncompliance. Federal
assistance would be
phasedin for helping
low-income persons to
purchase coverage.

~
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H.R. 3600/S. 1757
(Administration plan)

HR, 1200/. 491
(McDermottWell tone)

H.R. 3080/. 1533
(Michellott)

IH.p 3222/S. 1579
(Cooper/Breaux)

HIR. 3698/8. 1743
(Stearns/Nickles)

H.Rl. 704/5. 1770
(W. Thomas/Chafee)

III PURCHASING
ALLIANCES/
COOPERATIVES

A. Regional
Alliances/
Cooperatives

States would be
required to establish
one or more regional
alliances for providing
coverage to all residents
of the State. The
alliance area would
have to encompass a
large enough population
to ensure that the
alliance would have
sufficient market share
to negotiate effectively
with health plans. No
more than one alliance
per area would be
allowed. Area
boundaries could not be
drawn so as to
concentrate racial or
ethnic minority or
socioeconomic groups.
Alliances could not
divide metropolitan
statistical areas (MSAs)
or cross State lines

Alliances would contract
with certified health
plans to provide

III. PURCHASING
ALLIANCES/
COOPfERATIVES

A. Regional
Alliances/
Cooperatives

No provision.

III PURCHASING
ALLIANCES/
COOPERATIVES

A. RegIonal
Alliances/

Coo pratives

No provision

III. PURCHASE
ALLIANCES/
COOPERATIVE

CHASNG

/~r

A. Regional
Ariances/

"perative

No provision.

with ebach aounthable
health pla covering the
uniform set of benefits.
All portion of a MSA

uld be required to be
within the ame HPPC
ad HPPC areas would
be required to have at
lest 250,000 eligible

individual. ne or
more contiguous States
could provide for the
establishment of a
HPPC area that
includes adjoining
portions of the States,
so long as it did not
divide an MSA.

HPPCs would be
required to offer
enrollment in plans to
all eligible pern
residing in its area.
They would be required

III. PURCHASING
ALLIANCES/
COOPERATIVES

A. RegIonal
Amianes/
Cooperatives

States would be
required to designate
health care coverage
areas (HCCAs) in which
individuals and small
employers could form
purchasing groups. No
MSA could be
incorporated into more
than one HCCA and the
number of individuals
residing within a HCCA
could not be less than
250,000. Interstate
agreement for region
encompassing more
tan one State could be
established, so long they
did not divide an MSA

A State could authorize
one or more purchasing
groups in a geogaphic
area. Purchasing
groups would be
required to enter into
agreement with each
qualified plan that
desires to be made
available through the
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H.R. 3600/S. 1757
(Administration plan)

coverage to residents of
the alliance An
alliance would be
required to offer a
contract to any certified
plan seeking to serve in
its area unless the
plan's proposed
premium exceeded the
per capital premium
target within the
alliance by more than
20 percent. The
alliance would also be
required to ensure that
at least one fee-for-
service plan was
available among plan
offerings, and would
establish a fee schedule
to pay providers under
fee-for-service plans if
ita State did not have
one.

Alliances could use
financial incentives to
encourage plans to
move into areas with
inadequate services.

B. Treatment of
Large Employers

Employers and rural
electric and telephone
cooperatives could
choose between joining

H.R. 1200/8. 491
(McDermott/Weiltone)

H.R. 3080/ . 1533
(MichelLott)

H.R 3222/S. 1579
(Cooper/Breaux)

H.R. 3698/8. 1743
(StearsNickles)

to enter into
agreements wi
employers for
employee in h
plans. They wv
required to dis!

approval
of prmiu
plans.

. They would
arm any activty

Payment
providers or

H.R. 3704/.R 1770
(W. Thomas/Chaee)

group. They would be
required to offer
enrollment in qualified
plans to all eligible
employees of small
employers and other
eligible persons residing
in the area served by
the group, and could
collect and forward
premiums. Purchasing
groups would not
perform any activity
relating to payment
rates for providers.

enforcement
rates for

i Vus coula use
financial incentives to
encourage plans to
serve persons in
undererved areas.

B. Treatme

Large Employ

No provision.

B. reatmen of
Large E ployere

No provision

B. Treatment of
Large Employers

Large employers would
have to arrange for
coverage for their
workers on their own,

B. Treatment of

oarge Employers
No provision.

B. treatment of
Large Employers

more than 100
employees could form
their own purchasing

i
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groups for offering

employers would be
ineligible to purchase
insurance through an
individual and small
employer purchasing
group.

rather than throat
HPPC.

regional alliances or
forming corporate
alliances if they had
more than 5,000 full-
time employees or
members,
Multiemployer plans
would have different
requirements to become
a corporate alliance.
Cororrate alliances
would have to enroll all
eligible persons and
provide the
comprehensive benefit
package. They would
have to provide
premium assistance for
workers paid less than
$15,000 (see "Financing"
below). They could
purchase insurance
from a State certified
health plan or self
insure. In either case,
they would have to offer
a choice of at least 3
plans, one of which
would have to be a fee-
forservice plan.
Corporate alliances
would be asss a 1
percent payroll tax.
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HH.R 3600/S. 1757 H.R. 1200/ . 491 H.. 3080/. 1533 H.R. 3222/S. 1579 H.RL 3698/. 1743 H.R. 8704/S 1770
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IV. FINANCING

A. In General

IV. FINANCING

A. In General

1V. FINANCING

A. In General

IV. FINANCE DANCING

A. In G-

IV. FINANCING

A. In General

A WAP would be
calculated for four
family types for each
alliance area. Aggregate
employer contributions
would equal 80 percent
of WAP and employee
would pay the difference
between 80 percent of
the WAP and actual
premium. Nonworkers
would pay the entire
premium. Limits would
be placed on liability for
employers and low-
income individuals;
these shortfalls would
be made up by Federal
subsidies.

The bill provides for a
tobacco tax, assessment
on corporate alliances,
savings in existing
Federal program, and
tax code changes.

An American Health
Security Trust Fund
would be set up to pay
for services.
Appropriated to the
Trust Fund would be all
new taxes (including a
new health security
premium) and the funds
which would otherwise
be appropriated for
Medicare, Medicaid,
Federal Employees
Health Benefits
Program (FEHBP), and
Civilian Health and
Medical Program of the
United States
(CHAMPUS). Medicare
trust fund balance
would be transfrreo
the Fund.

Tax incentives would be
provided for persons
establishing medical
savings accounts. The
deductibility of health
insurance premiums
would be increase for
the self-employed

coverage. Federal
financing for state
health allowance
programs would be
available to the extent
that payments did not
exceed what would have
been made under
Medicaid.

The bill provides for
Medicare savings and
an increase in the
regular civil service
retirement age.

An individual chasing
to buy coverage would
belible for the

premium an the HPCC
overhead amount.
Premium and tem
sharing assistance

would be provided
under Flderal owm
income assistance
program for perso

below 200 percent of the
State aif just poverty
level (120 percent of the
Stat-adjuste poverty
lvel for a Medicare-

ligible individual). Full
pyent reof eum

for vry low income
(below 100 recent of
poverty) if they enroll in
low cost plan. Payments
for moderately low
income would be on a
sliding scale

Individuals would be
able to deduct their
AHP premium
payments. Employer
deductions are capped
at the cost of the
lowet-priced AHP. The

Current x excursions
for employer-sponsored

health plans would be
rpla~ by individual
tax credits. Individuals
would be entitled to a
tax credit for a portion
of the amounts spent on
qualified health
insurance premiums or
out-of pocket medical
expenses. Individuals
would also be entitled to
a tax credit equal to 25
percent of the amount
contributed to a medical
savings account, up to a
maximum contribution.
Employers would be
required to add the
value of the coverage
they paid for as of
December 1996 to
employees wages
beginning January 1997.

Federal payments would
be made under a new
Federal grant program
to help persons below
150 percent of poverty
meet the costs of heal
insurance coverage,
acute care services, and

Low-income individuals
(who were not Medicaid
eligible) would recive a
voucher which would be
applied against the cost
of the premium for a
qualified health plan.
The voucher program
expansion would be

achievement of savings
under Medicare and
Medicaid.

All purchasers of
qualified health plans
would receive a
deduction up to the
applicable dollar
premium limit;
employer premium
payments up to this
limit would not count as
income to the employee.
Contributions to a
medical savings account

deductible up to the
applicable dollar limit.
Thee accounts could be
use to pay for cost-
sharing expenses under
catastrophic plan or
long-trm care.
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diseae prevention
service. Priority would

be givn to persons who
are not on Medicaid,
eligible for tax credits,
and who have
unreimbursed medical
epens in excess of 5
percent of adjusted
groa income. States
could charge a premium
for insurance provided
under this program.

Savings would be
provided in Medicare
and Medicaid.

Savings would be
provided in Medicare
and Medicaid.

B. Employer

The employer would pay
a fixed percentage of
WAP for the alliance for
each clas of enrolled,
such that aggregate
employer payments for
the class equal 80
percent of the WAP.
Liability would be
limited to 7.9 percent of
payroll. Liability would
be further limited for
firms with less than 75
employees and average
wages less than $24,000
Employer would make
pro rata payments for
part-time workers with

B. Employer

Not applicable.

Empl

None quired

B. Employer

Employers would be
required to add the
value of the coverage
they paid for as of
December 1996 to
employees wages
beginning January 1997.

B. Employer

None required.

bill provides for
in Federal prog



CRS-15

HR. 3600/S. 1757 H.R. 1200/S. 491 H.R. 3080/S. 1533 H.R. 3222/S. 1579 HI.R. 3698/. 1743 H.R. 3704/S. 1770
(Administration plan) (McDermott/Wellstone) (Michel/Lott) (Cooper/Breaux) (Stearn/Nickles) (W. Thoiia/Chafee)

worker liable for
remainder of employer
share (subject to limits
if nonwage income less
than 250 percent of
poverty).

Corporate alliance
employers would pay 80
percent of corporate-
specific WAP except
that for workers paid
less than $15,000, they
would pay the greater of
80 percent of WAP or
95 percent of least
cotly plan.

Self-employed would pay
80 percent of WAP up
to 7.9 percent of self
employment income
with liability limited by
a percent of earnings
cap for earnings under
$24,000.

C. Employee/
Individual

C. Employee/ C.
Individual nddual

C. Employee/
Individual

C. Employee/
Individual

C. Employee/
Individual

Employees (and self
employed) would pay
the difference between
80 ercet of WAP nd
actual premium.
Families with adjusted
gross income (AGI) less
than $40,000 would pay

A health security
premium, eu to
percent of taxes
otherwise owed woe
be applied to div
income taxes.

States could require
certain state health
allowance program
participants to pay all
or a portion of the
premiums and cost-
sharing Contributions
for persons between 100

Individual choosing to
buy coverage would be
liable for premium and
HPCC overhead
amount. Premium
adjustments would be
provided for low income.
Very low-income would

All individuls would be
required to have
minimum private health
isurance coverage
States would be
required to establish a
program to provide
coverage at least equal

An individual would be
liable for any premium
not otherwise pad by
employer or through a
voucher. As of January
2005, any individual
who was not covered
under a qualified health
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H.R. 3600/S. 1757
(Administration plan)

H.R. 1200/. 491
(McDermott/Wellstone)

H.R. 3o8/S. 1533
(MlcheLFott)

H.R. 3222/S. 1579
(Cooper/Breaux)

HiR. 8698/s. 1743
(Stearns/Nickles)

H.L 8704/. 1770
(W. ThomaiCh Ifee)

up to income-related
cap. (There would be no
income related cap for
corporate alliance
employees.) Employers
could pay the
individual/family share
if they did so for all
employees.

Nonworkers would pay:
(i) 80 percent of WAP
(with liability limited
for those with nonwage
income less than 250
percent of poverty), plus
(ii) remainder of actual
premium (except that
families with AGI less
than $40,000 would pay
up to incomerelated
cap).

Early retirees would pay
the difference between
80 percent of WAP and
actual premium, except
families with AGI les
than $40,000 would pay
up to income-related
cap. Employers with
existing commitment to
provide retiree benefits
would pay the retiree's
share (up to 20 percent
of WAP).

A monthly $65 long-
term care/health care
premium would be
imposed on all aged;
singles with incomes
below $8,500 and
couples below $10,700
(as adjusted for cost-of-
living) would be exempt.

percent and 200 percent
of poverty would be
based on a sliding scale.
Contributions could also
be required for those
enrolled on an optional
basis by the State.

not be liable fi
premium if th
enrolled in a
a preiu at
the lost re

ncome

nents
>n a

to that of a federally
qualified health
insure plan to any

trident who refd to
voluntarily purchase

average. States could
im a premium for
this coverage on
individual who were
not eligible under the
new grant program
(targeted toward the
low income), consistent
with e cost of
coverage and the
individual's ability to
pay.

plan or equivalent plan
would be required to
pay a penalty equal to
the average yearly
premium of the local
area plus 20 percent.
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D. Federal Subsidies

Federal subsidies would
make up shortfalls due
to limits on employer,
employee, nonworker,
and retiree premium
liabilities (as noted
above). Federal
assistance would be
provided for the low-
income for required
deductible and
coinsurance payments
in regions where there
was no low cost-sharing
plan with a premium at
or below the WAP.

The Federal payment
would be made in a
lump sum to regional
alliances equal to the
difference between
alliance payments
(premiums and
administrative costs)
and alliance receivables
(employer and
individual contributions,
Federal contributions
for any Medicare
beneficiaries enrolled in
the alliance, and
Federal and State
payments mandated
under Medicaid).

D. Federal Subsidies

The Trust Fund would
pay each State an
amount equal to the
product of the State
capitation amount and
the Federal contribution
amount with the
Federal contribution
ranging from 81 percent
to 91 percent of the
State's weighted
average share of the
national budget.

D. Federal Subsidies

Federal matching would
be provided for
Medicaid expenditures
for acute care services
under the State Health
Allowance programs; no
Federal matching woul
be available for persons
with incomes over 20
percent of poverty,

D. Federal

The Fed premium
assince munt for

reduced by andy
employer payment. The
ba- Fderal premium

amount for an
individual rrsiding in a
HPPC area would ual
the product of the

ref premium rate
(lowe t premium
established by an open

P in there) and
he national subsidy

percentage (i.e., total
Federal amount
available divided by the
total amount of
assistance that would be
provided if full funding
were available).
Assistance for
moderately low income
would be based on a
sliding scale

Low-income Medicare
individuals would be
eligible for assistance
with Medicare
premiums; very low-
income Medicare
individuals would also

Subsidies

Federal payments would
be ma under new
Federal grant program
to help eros below
150 rcnt of poverty
with the costs of health

insurance coverage,
acute care services, and
disease prevention
services. Priority would
be given to persons who
are not on Medicaid,
eligible for tax credits,
and who had
unreimbursed medical
expenses in excess of 5
percent of adjusted
gr-os income.

D. Federal Subidie

(who were not Medicaid
eligible) would receive a
voucher which would be
applied against the cst
of the premium for a
qualified health plan.
Assistance would be
phased-in beginning in
1997 for person below
90 percent of poverty.
The poverty percentage
would be inreaed by
20 percentage points
each year from 1998 -
2004 and an additional
10 percentage points in
2005 when the full
phase-in of 240 percent
would be reached. The
amount of the voucher
for a family below
poverty would equal the
average cost of the
lowest cost half of
qualified plans in the
area; as the faiy's
income incree, the
amount of assistance
would be phased-out
based on a sliding cale.
If Medicare and
Medicaid savings
occurred more slowly
than anticipated (as
measured against
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be eligible for M
cost-sharing assi

Payments would
made for very o
income includingn

Federal payments would
be made under Medicaid
on behalf of Aid to With
Dependent
Children/Supplement
Security Income
(AFDC/SSI) recipients
to the alliance based on
95 percent of the
current per capita
spending amount for
AFDC/SSI recipients,
updated for inflation.
The Federal share
would be determined
using the current
Medicaid formula.

Federal Medicaid
matching payments
would be made for
supplemental benefits
provided to AFDC/SSI
adults .Federal funding
would be provided for
the new comprehensive
program for children.

specified baseline
numbers), the phase-in
would be decelerated; if
they occurred more
rapidly, the phase-in
would be accelerated In
the case of a deficit, the
Benefits Commission
could submit
recommendations to
Congress for
restructuring benefits
or other changes.

e bein commonly
aided under Stat

icaid programs but
included in uniform
tive benefits.

Low-income cost-
sharing assistance
would be provided. An
adjusted per enrollee
amount would be
determined based on
total amount available,
number of enrollees
receiving assistance, and
premium class of the
enrollee.

Full cost-sharing
coverage would be
provided for very low
income Medicare
enrollees.

~
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HI. 3600/S,. 1757
(Administration plan)

E. Limitation on
Federal Subsidies

Federal assistance
(other than mandated
Medicare and Medicaid
payments) would be
limited to an
entitlement cap ($10.3
billion in FY 1996, $28.3
billion in FY 1997, $75.6
billion in FY 1998, $78.9
billion in FY 1999 and
$81.0 billion in FY 2000
with increases in future
years approximately
equal to the growth in
the GDP. If these
funds were insufficient
to meet obligations for
alliance payments, the
Secretary of DHHS
would recommend to
Congress actions to
eliminate the shortfall;
Congress would act on
recommendations using
an up or down vote
similar to that used for
military base closings.

iH.R 1200/8. 491
(McDermott/Welltone)

E. Limitation on
Federal Subsidies

The weighted average
Federal contribution
percentage for all States
could not exceed 86
percent of the national
budget.

HIIL 3080/S. 1533
(Michel/Lott)

E. Limitation on
Federal Subsidies

Federal payments
(including
disproportionate share
(DSH) payments) could
not exceed what would
have been made in the
absence of the allowan
program.

H.R. 3222/S. 1579
(Cooper/Breaux)

E. Lmitati
Federal Sut

Fede
year

financing provisions;
beginning in 2000, the
increase in the annual

ount would be tied to
the increase in the

asei
GDPl For each year
the available amount
would be reduced by
amounts pent for long
term care phase-down
assistance, Medicare
low-income assistance,
low-income cost-sharing
assistance, supplemental
benefits assistance for
very low-income, and
certain specified grant
amounts. If Feeral
subsidies are reduced,
individuals would not
have to make up the
shortfall.

H.R 3698/S. 1743
(Stearns/Nickles)

tlon on
ubsidies

Total Federal payments
under te new grant

program ouldbe $14.2
billion in FY 1997, $15.8
biion in FY 1998, $17.4
billion in FY 1999, and

20 billion in FY 2000;
the amounts would be
increased by 7.5 percent
per year in subsequent
years.

H. 83704/J. 1770
(W. Thomas/Chafee)

E. Limitation on
Federal Subsidies

The scheduled phase-in
of the voucher program
would be subject to
achievement of
Medicare and Medicaid
savings (as measured
against specified
baseline numbers).
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F. State Payments

States would be
required to make
maintenance-of-effort
payments to the alliance
equal to previous costs
of furnishing Medicaid
benefits in the
comprehensive package
to nonwelfare
beneficiaries (excluding
wrap-around benefit
for children), updated
for inflation.

States would be
required to pay the
alliance on behalf of
AFDC/SSI recipients an
amount based on 95
percent of the current
per capital spending
amount for AFDC/SSI
recipients, updated for
inflation. State share
would be determined
using the current
Medicaid formula.
States would pay State
share on continued
Medicaid for extra
benefits for AFDC/SSI

dulta.

H.R. 1200/S. 491
(McDermott/Wellstone)

F. State Payments

States would be
required to fund
covered services if costs
for the exceeded the
Federal payment.

H.R. 380/8. 15833
(Miehel/Lott)

F. State Payments

States choosing to
operate an allowance
program would fund
allowance expenditures
not paid by Federal
government or
individual contributions

H.R. 3222/S. 1579
(Cooper/Breaux)

F. State Payen

States wo
assume fu
respensibi

H.R. 3698/s. 1743
(Stearns/ickles)

Payment

Stat would make
pa ents not paid by
the Fderal government

under Mdiid or the
new grant program. In
F 1997, the State
share of expenditures
under the new grant
program would have to
be at least equal to the
Medicaid DSH
payments made by the
State in FY 1996,
updated by the same
percentage increase as
occurred for FY 1996
over FY 1995; in future
years the amount would
be increased by the
consumer price index
(CPI).

H.R. 3704/S. 1770
(W. Thomas/Chafee)

F. State Payments

States would be
required to continue
Medicaid coverage for
any category of persons
eligible as categorilly
needy in FY 1994.

~
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G. Federal Revenues,
Tax Expenditures,
and Savings

I. Federal Revenues

The tobacco tax would
be increased by $0.75
per pack with similar
increases for other
tobacco products.

Corporate alliances
would be assessed a 1
percent payroll tax. For
1998 -200,
corporations would be
assessed approximately
50 percent of their
existing retiree health
care costs,

The Medicare hospital
insurance tax would
apply to all State and
local employees.

G. Federal Revenues,
Tax Expenditures,
and Savings

1. Federal Revenues

A health security
premium, qual to 7.5
percent of taxes paid,
would be applied to
individual income taxes
The employer hospital
insurance payroll tax
(currently 1.45 percent
of wages) would be set
at 7.9 percent (All
State and local
employees would be
covered.) The self
employment tax rate
would be set at 8.35
percent of income.

Individual tax rates
would be increased
(from 28 erento 31
percent and 31perce
to 34 percent) and a
newtop rte ded(35
percent for fnli
with taxable nc
over $200,0)A 10
percent millionaire's
surtax tax would be
added The minimum
tax rates would be
increased. Additional
individual tax changes

G. Federal Revenues,
Tax Fxpendlitures
and Savings

1. Federal Revenues

No provision.

G. Federal Re
Tax fExpendita
and Savin

1. FE

penditures,

ral Re vnues

prov

G. Federal Revenues,
Tax Exenditures,
and Savings

1. Federal Revenues

No provision
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would include making
permanent the overall
limitation on itemized
deductions and the
phaseout of personal
exemptions for high
income taxpayers;
limiting the deduction
for moving expenses;
eliminating the
deduction for club
membership fees;
making permanent the
top estate and gift tax
rates; and increasing
the amount of social
security benefits
included in income. The
upper limit on the
amount of earnings
subject to the Medicare
payroll tax would be
removed.

The top corporate rae
would be incre d to 38
percent. Additional code
changes would include
increaig recovery
period for
nonresidential property;
increasing taxation of
income of controlled
foreign corporations
attributable to impr
property; changing rules
applying to ecuritie
held by securities
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2, Tax Code
Changes: Employers,
Employees and
Health Plans

After January 1, 2004,
health benefits provided
by an employer to an
employee would be
taable as income, to
the extent the benefits
exceeded the standard
benefits package.

Any health benefit plan
provided by an employer

dealer; repealing
deduction for intangible
drilling and
development costs;
repealing percentage
depletion for oil and gas
wells; repealing
application of like-kind
exchange ruls to real

property; and making
permanent changes in
estimated tax
provisions.

(Note: Some of these
tax provisions were
included in OBRA 1993;
sponsors have indicated
they are exploring
replacement financing
options.)

2. Tax Code

Changes: Employer,
Employees and
Health Plans

No provision.
sean prennu
f-employed

gradually incr
0 percent.

tion for
ms for the

ould be
asked to

The tax deduction for
thoe not receiving
employer provided
health coverage would
be increased to 100

2.Tax Code
Changes: Employers,

Employees and
Health Plans

A 34 percent excise tax
would be imposed on
employer contributions
exceeding the cost of
the lowest priced AHP
plan meeting minimum
standards. The
deductibility of health
plan expenses of self-
employed would be
increased to 100

2. Tax Cde
Changes: Employers,
Employees, and
Health Plans

Current tax exclusions
would be replaced by
individual tax credits.
(If the amount of credit
exceeds tax lalilty, the
difference is payable to
the individual.)
Individuals would be
entitled to a tax credit
for a portion of the
amounts spent on

2. Tax Cde
Changes: Employes,
Employees and
Health Plans

Tax deductions would
be allowed for premium
payments for qualified
health plans up to the
applicable dollar limit
(i.e., average cost of
lowest priced one-half of
qualified health plans
offered in the area).
Full deduction would be
permitted up to lit



CRS-24

H.R. 3600/S. 1757
(Administration plan)

I.R. 1200/S. 491
(McDermott/Wellstone)

H.R. 3080/S. 1583
(Michel/Lott)

I.1. 3222/S. 1579
(Cooper/Breaux)

H.R. 3698/S. 1743
(Stearns/Nickles)

H.R. 7048. 1770
(W. Thoias/Chafee)

through a flexible
benefit plan (including a
flexible spending
arrangement or
cafeteria plan) would be
counted as taxable
income effective
January 1, 1997.

The health insurance
deduction for self-
employed would be
raised to 100 percent.
However, if a self
employed proprietor
also paid for coverage of
employee, the
deduction would be
limited to the
percentage paid for
his/her employees.

Premiums for long-term
care insurance policies
could be deducted as
medical expenses to the
extent the benefit did
not exceed $150 per day
(adjusted for inflation
after 1996).

Preferential tax
treatment of poet
retirement medical and
life insurance reserves
and retiree health
accounts maintained by

percent (even if the
individual did not
itemize).

Individuals would be
allowed to deduct the
cost of a catastrophic
health plan from gros
income.

Individuals would be
allowed to make tax
free contributions to
medical saving
accounts in aou
equal the lo

prodding coverage a
beneficiary of the
account. Entitlement to
the deduction uld
bas n coverage under
a catastrophic plan and
(with limited
exception no coverage
under a more generous
plan. A deduction would
not be slowed before
1999 for individuals
eligible for employer-
sponsored coverage.
Payments from the
account could only be
made for medical care,
long-term care, and
payments for premiums
for a catastrophic

percent. Indi
could fully de
AHP premi
payment up
of the l t

nated foi
groups.

qualified health
insure premiums or

outof pocket medical
expenses. The

rentage credit would
be 25 percent of the
total spent below 10
percent of gross income,
50 percent of any
amount between 10
ercent and 20 percent

of gross income, and 75
percent of any
additional amount.

Individuals would also
be entitled to a tax
credit equal to 25
percent of the amount
contributed to a medical
savings account (up to a
maximum contribution
of $3,000 for an
individual, plus $500 for
each dependent, indexed
in future years). In
order to receive the
credit, payments from
the account could only
be made for qualified
medical expenses (out-
of-pocket expenses and
health insurance
premiums).

Individuals who failed
to enroll in insurance
plans would be unable

for premiums paid by
employer, employee
(even if employee does
not itemize) and elf-
employed Employer-
paid premiums in excess
of this amount would be
taxable to employee.
The dollar lints would
be determined annually
by the Secretary.

Contributions to a
medical savings account
(MSA) would be fully
deductible up to the
applicable dollar limit if
paid by employee; they
would be excludable
from income if paid by
employer. Cost of
catastrophic benefit
plan premiums would be
subtracted from the
applicable dollar limit in
making this
determination.
Payments from the
account could only be
made for medical care

otherwise; ayments for
health plan coverage
are excluded except for
catastrophic coverage,
long-term care coverage~

~ ~

-- --
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H.R. 3600/S. 1757
(AdminIstration plan)

pension plans would be
eliminated.

Preferential tax
treatment of certain
health care
organizations would be
eliminated under
specified conditions.

H.R. 1200/S. 491
(McDermott/Wellstone)

H.R. 3080/S. 1533
(Michel/Lott)

coverage or long-term
care policy or a
medicare supplemental
policy. Employer
contributions to a
medical savings account
would not be subject to
employment taxes.

Premiums for long-term
care insurance policies
could be deductedas
medical expense to t
extent the eneft did
not exceed $200 pray
(adjusted for inflation
after 1994)

H.R. 3222/S. 1579
(CooperiBreaux)

H.R. 3698/S. 1743
(Stearns/Nickles)

personal
n their

dividuals would be
alto exclude from
gross income amounts
withdrawn from
individual retirement
plns or 401(k) plans for

long trm cre
insurance.

H.R. 3704/8. 1770
(W. Thomas/Chaf)

and Medicare
supplemental policies
and premiums.
Employer contributions
would be exempt from
employment taxes.

Premiums for long-term
care insurance policies
could be deducted as
medical expense to the
extent the benefit did
not exceed $100 per day
(adjusted for inflation
after 1995).

Commonality of interest
or geographic location
requirement for tax
exempt trust status
would be eliminated for
large employer groups.

Payments under life
insurance contract for
terminally ill persons
would be treated as
death benefits for tax
purposes.

The definition of
deductible medical care
would be expanded for
tax pu to include
qualified long-term care
erviies. Payments for

qualified long-term care
policies would be
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3. Federal Program
Savings

Medicare savings would
be achieved by reducing
payments to hospitals,
physicians, skilled
nursing facilities, and
home health services.
The Part B premium
(currently equal to 25
percent of program
costs) would be
increased for individuals
with incomes over
$90,000 and couples
with incomes over
$115,000; the increase
(equal to an additional
50 percent of program
costs) would be pased-
in with the full increase
applicable to those with
incomes $15,000 over
the threshold amount
($30,000 for couples).

Enforcement of
secondary payer
program would be
expaded. Coinsurance
would be imposed for

3. Federal Program
Savings

Payments would no
longer be made under
Medicare, Medicaid,
FEHBP,and
CAMPUS.

3. Federal Program
Savings

Medicare Part B
premiums would be
increased for individual
with AGI over $100,
and couples with
incomes or 125,000;
the incras i ha
in itthe full inre
(equal to a additional

pular ln| service
en age uld be
d to 2.Federal
would be

d to prefund
retiree health

skilled nursing facility
services, and hospice
service. The Par B
premium would be

incread for individuals
with incomes over
$75,00and couples
wit incomes over
$100,000; the full
increase (equal to an

additional 50 percent of
program costs) would be
applicable to persons
with incomes $75,000
over the threshold
amount.

Medicaid would be
repealed; Federal
payments for long-term
care services would be
phased-out over four
years.

Federal agencies would
be required to prefund

3. Fedel Program
SavingB

H.R. 3698 and S. 1743:
medicare savings would

be ahieved by reducing
payments to hospitals.

The growth in Medicaid
payments to the States
would be capped at 20
percent above the 1993
level in FY 1995 In
subsequent years,
Federal Medicaid
spending for acute car
would grow at 2.5
percent above the CPI.
Medicaid DSH
payments would be
eliminated.

H.R. 398: Welfare
benefits (other than
emergency Medicaid)
would be eliminated for
noncitizens, except for
refugees and permanent
resident aliens over age
75 who have been lege
residents for 5 years.

treated the same as
payments for accident
or health insurance
policies.

3. Federal Program
Savings

Medicare changes would
make permanent the
provision setting the
beneficiary Part B
premium equal to 25
percent of program
costs, reduce payments
for outpatient hospital
services, eliminate the

DSH adjustment,
eliminate payments to
hospitals for enrollee
bad debt, and impoe
costsharing on lab and
home health services.
The Part B premium
would be increased for
individuals with
incomes over $90,000
and couples over
$115,000; the increase
would be phased-in with
the full increase (equal
to an additional 50
percent of program
coats) applicable t
those with income
$10,000 above the
threshold amount.
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home health and
laboratory services.

The Secretary would be
required to report to
Congress by June 30,
1999, on whether the
projected rate of
Medicare growth will
exceed the targt rate
(i.e., nnu growth in
private premium rate
targets, plus one
percentage point), and,
if so, make
recommendations to
achieve the target rate.

Provision of Medicaid
acute care would be
transferred to regional
alliances and be subject
to per capita rate of
increase limits.
Medicaid
disproportionate
hospital share payments
would be eliminated.

Federal retire
benefits.

743: Copayments
Id be imposed for
and hore health

ices, nd parents
all Part A services
Id be reduced.

Medicaid savings would
be achieved through a
cap on Federal
payments for acute care
services, increasing
State fleibility to
contract for coordinated
care services, and
phased-i elimination of
hospital DSH parent
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V. BENEFITS V. BENEFITS V. BENEFITS V. BENEFITS V. BENEFITS

Comprehensive
standard package would
include hospital
services; health
professional services;
medical and surgical
services; some mental
illness and substance
abuse treatment; family
planning services and
services for pregnant
women; hospice care;
home health care or
institutional extended
care as an alternative to
inpatient treatment;
ground, air, and water
ambulance services;
outpatient laboratory,
radiology, and
diagnostic services;
prescription drugs;
outpatient
rehabilitation services;
durable medical
equipment and
prosthetic and orthotic
devices; vision care
including eyeglasses and
contact lenses for
children to age 18;
dental care for
individuals under 18
and emergency dental
services for others; and
health education and

Comprehensive services
that are "medically
necessary and
appropriate" for
maintenance of health,
diagnosis, treatment, or
rehabilitation would
include hospital care;
professional services of
practitioners;
community-based
primary care including
care furnished in
school-based settings;
clinical preventive
services according to a
periodicity schedule
established by the
Board; long term care
services including
nursing facilities, home
and community-based
care, and hospice care
presription drugs;
prevntiven and
prophylactic dentl care
for children under 18;
mental health services
and substance abuse
treatment; outpatient
physical, ocuptioa
and speech therapies
durable medical
equipment; home
dialysis; emergency

Bill provides for
"MedAccess" standard,
catastrophic, and
Medisave health
insurance plans, each of
which is to cover only
essential and medically
necessary service,
including medical,
surgical, hospital, and
preventive services.

The NAIC woulbe
requested to establish
actuarial equivalene
rules and set target

typically offered in the

coverage mrt. he

targt fr castro c
coverage would be the
estimated actuial
value of a plan with a
deductible midway
between the minimum
and maximum
permitted. Health
insurance plans would
be considered to provide

Annually, a 5-member
commission would
specify a uniform
benefit set for
Congressional

ediely appropriatediagnostic services and
categories of treatments
that al AHPs would be
required to cover in the
folloing year,
Congrei could

dispprove a reject
the Commision's
recom endations by
eating, within 44
days, a joint resolution
introduced within 10
days of the date the
recommendations were
sent by the commission.

The Commision could
develop guidelines to
specify appropriate uses
of treatment.

An AHP could provide
treatments not
determined by the
Commission to be
medically appropriate

Feerall quafied
health insurance plans
would be required to
cover a medically
ess acute care

including physician
services; inpatient,
outpatient, and
emergency hospital
services and
alternatives to
hospitalization; and
prescription drugs. The
bills specify that
abortion services would
not be required. They
prohibit insurance plans
from excluding coverage
for selected ilnesses or
treatment if consistent
with medically acepted
practices.

Individuals could elect a
standard benefit
package or a
catastrophic benefit
plan established by a
commission and
approved by Congress.
Those electing a
catastrophic plan would
be able to establish a
tax-favored medical
saving account that
could be used to pay for
treatment.

A standard benefit
package would include
medical-surgical
service; medical
equipment; safe and
effective prescriptions
and biological;
preventive services;
rehabilitation and home
health services; services
for substance abue and
severe mental illness;
hospice are . and
emergency
transportation and
other transportation for
nonelective medically
necessary services in
frontier and similar
areas.
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training classes offered
at the discretion of a
health plan. Clinical
preventive services
would be available
consistent with a
periodicity schedule
promulgated by the
National Health Board.
Preventive services
would include age-
appropriate
immunizations and
specified screening tests.

The Board would
interpret and update
the benefit package and
recommend revisions to
the President and the
Congress.

ambulance services; and
prosthetic.

States or employers
could provide additional
benefits.

standard or catastrophic
coverage if benefits were
determined to have a
value within 5
percentage points of the
target actuarial values.
A Medisave plan would
consist of a catastrophic
health plan and a
medical savings account.

according
criteria.

A benefits commission
would clarify covered
items and services and
submit proposals to
Congress to vote up or
down. The commission
could suggest
modifications no more
than annually, but
could not specify
particular procedures or
treatments.



CRS-30

H.R. 3600/S. 1757
(Adminiltratlon plan)

H.R. 1200/S. 491
(McDermott/Welsltone)

HI.R 3080/S. 1533
(Mchel/Lott)

H.R 3222/ S. 1579
(Cooper/Breaux)

H.. 8698/S. 1743
(Stearns/Nickles)

.R. 3704/S. 1770
(W., Thomas/Chafeo)

VI. BENEFICIARY
COST-SHARING

A health plan would
offer a either a lower
cost-sharing schedule,
higher cost-sharing
schedule, or
combination coat-
sharing schedule. All
scheules would have
out-of-pocket limits of
$1,500 for an individual
and $3,000 for a family
(indexed for inflation).
Any plan electing to sell
the lower cost-sharing
option would also have
to offer a point-of-
service option to the
enrollees.

Under lower cost-
sharing plan, enrollees
would pay the following
copayments: $10 for
outpatient services, $25
for hospital emergency
room and outpatient
psychotherapy services,
$20 per visit for dental
care; $5 per
prescription; with no
copayments imposed for
inpatient services or
preventive services
(including well-baby
care and prenatal care),

VI. BENEFICIARY
COST-SHARING

No deductibles,
coinurance, or
copayments would be
applicable for covered
services. No balance
billing would be
permitted for covered
"ar iAWq

VI. BENEFICIARY
COST-SHARING

A standard coverage
MedAccess plan would
have substantial cost
sharing; a catastrophic
coverage plan would
have a deductible at
least equal to $1,800 for
an individual and
$3,600 for a family (up
to a maximum of $2,00
for an individual and
$5,000 for a filly;
these amount; a
Medisave pla would
interact the

sarmg of a group
health plan. The
amount of the
cotrbution for persons
between 10 percent
and 200 recent of
poverty would be based

n a liding scale.
Contributions could also
be required for other
persons enrolled on an

VI. BENEFICI
COST-SHARLN

An AHP
required
unform

The uniform cst-
sharing (established as
part of the uniform

eneit package) would:
include only those
amount that would
constrain consumers
from seeking
unnecessary care,
balance the impact on
premiums and
utilization of
appropriate services,
establish an annual
limit, and prohibit the
imposition of such
charges on covered
clinical preventive
services.

The AHP would be
required to reduce cost
sharing amounts for low
income persons eligible

ICIARY
UING

Maximum health
insurance plan
deduibles would be
$100 per individual
and 2,000 per family
prr to 1998, future
increases would be tied
to the CPI. The out-of-
pocket limit would be
$5,000 for years prior to
1998 with future
increases tied to the
CPI.

VI. BENEFICIARY
COST-SHARING

The Commission would
be required to speify
the cot-sharing
requirements for the
standard package and
the catastrophic

package. The standard
package would include
deductibles, copayments,
coinsurance and out-of-
pocket limits; the
catastrophic packag e
would include a general
deductible (larger than
any under the standard
package) and out-of-

include other

specified by the plan).
The Commission would
establish multiple cost
sharing schedules that
varied by the type of
delivery system used.
The Commission would
establish a liit on total
cost-sharing that could
be incurred by a family
within a class of family
enrollment.

The Commission could
not set cost-sharing

~
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(Administration plan)

and other specified
services such as hospice
and home health care.
The Board would
determine the amount
of coinsurance for out-
of-network services; in
general, it would be at
least 20 percent and the
same for all out-of
network services.

Under the higher cost
sharing plan,
individuals would pay a
$200 deductible and
families $400; a
separate $250 deductible
would apply to drugs.
Enrollees would pay 20
percent coinsurance (50
percent for outpatient
psychotherapy and 40
percent for certain
dental services); no
coinsurance would apply
for preventive services,
including well-baby and
prenatal care.

Under the combination
cost-sharing plan,
enrolled using preferred
providers would pay the
low cost sharing
amounts; those using
out-of-network

lH.R 1200/S. 491
(McDermott/Wellstone)

HR. 3080/8. 1533
(Michel/Lott)

optional basis by the
State. Certain current
Medicaid beneficiaries
would be protected from
increased cost-sharing
charges.

H.R. 3222/S 1579
(Cooper/Breaux)

HR. 3698/S. 1743
(Stearns/N ckles)

for cost-sharii
assistanceto i
amounts.

HlR. 3704/8. 1770
(W. Thomas/Chafee

requirements for severe
mental illnr that did
not apply to other items
and services.
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providers would pay the
higher amounts.

Providers would not be
permitted to balance
bill, i.e., charge or
collect from the enrollee
a fee in excess of the
applicable fee schedule
payment amount.
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VII. PROVIDER
PAYMENTS

Providers would enter
into agreement with
health plans for the
purposes of
reimbursement for the
provision of all cover
services in the

comprehensive benefit
package After
negotiations with
providers the regional
alliances would establish
a fee schedule to pay
providers under the fee-
for-service component of
any health plan. States
could adopt a state-wide
fee schedule for fee-for-
service plans which
would be used by plans
within the aliances.

Providers would not be
allowed to balance bill,
that is charg or collect
from a patient a fee in
excess of the fee
schedule adopted by the
alliance for services
covered under the
guaranteed benefit
package.

An alliance or State
could use prospective

.R. 1200/s. 491
(McDermott/Wellstone)

VII. PROVIDER
PAYMENTS

Each State would make
payments to hospitals
and nursing facilities
for service under an
annual prospective

through annual
negotiations between
the State health
security program and
facilities based on a
nationally uniform
system of cost
accounting established
by the Board

Payments for home
health services, hospice
care, home and
community-based long-
term care services, and
facility-based outpatient
services would be
on alobal budget, a
capitation amunt, a fee
schedule developed by
the State prgr , or
an alernative
prospective payment
method approved by the
State.
Independent health care
practitioners would be
entitled to be paid a fee
for each billable covered

H.R. 3080/S. 1533
(Michel/Lott)

VII. PROVIDER
PAYMENTS

No provision.

rI.L. 222/8. 1579
(CIoper/Breaux)

VII PROVIDE
PAYMENTS

No pro

HL.R. 398/8. 1743
(Stearns/Nickles)

IVIDER

nion.,

H.R. 8704/. 1770
(W. Thomas/Chafee)

VII. PROVIDER
PAYMENaTS

No provision, except
that direct providers of

required to collect and
provide all standardized
information required by
a qualified general
acess health plan in
order to receive
payment for service
furnished under a
benefits package (other
than emergency
services).
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budgeting to contain
costs under fee-for-
service plans. In this
instance, the relevant
providers would
negotiate with the
alliance or State to
develop a budget for the
fee-for-ervic plans,
including spending
targets for each sector
physicians, hospitals,
home health care, etc.).

service The Board
would develop modes
and encourage State
health security
programs to implement
alternative payment
methodologies that
incorporate global fees
for related services or
for a basic group of
services, such as
primary care services.

Providers would be
prohibited from balance
billing for benefits
provided, and payment
received from a State
health care security
program would
constitute payment in
full. If a provider
knowingly and willfully
billed for an item or
service or accepted
payment in ex of
the State program's
payment, the Boa-d
could impe anctions
for each volatin.

State program would
be required to e bl h
a prospective payment
schedule with fees
designed to provide
incentives for
practitioners to choose
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priary care medicine
(including general
internal medicine and
pediatrics) over medical
specialization. Fees
would be based on a
relative value cale,
conversion factors,
volume performance
standards, adjusted by
class of service (mental
health, substance abuse
treatment, dental, and
other services) and

geographic area, similar
to that establhed
under the Medicre
program.

Provider payments
would not be made
under a State health
security program for
any cost attributable to
capital expenditures
which had not bee
approved by th Stat
program.

Comprehena ive health
service or ozatior
would receive p nt
from the Stat heth
security program ase
on a global budget or a
capitated amount for it
enrollees.
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An Advisory Committee
on Prescription Drugs
would be required to
make recommendations
to the Bord to
establish classifications
of prescription drugs
and biological
necessary for the
maintenance or
restoration of health,
and the Board would be
required to determine a
maximum product price
recognized as the cost of
the drug. Independent
pharmacies would be
paid the drug's cost to
the pharmacy (not more
than the established
price set by the Board)
plus a dispensing fee.

The Board would also
be required to establi
a product pri lst for
approved durable
medical equipment and
therapeutic devices and
equipment.
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VIII. EXPENDITURE
TARGETS:
PREMIUM TARGETS

A. Exenditure
Targets

If the growth in
national health care
spending was not slowed
through price
competition in the
newly restructured
private insurance
market and other
reforms, a "backstop"
budgeting and premium
regulation process
would be triggered A
national health care
budget would be
established by the NHB
for expenditures for
services covered under
the comprehensive
benefit package.

The health budget
would be enforced by
the NHB. For each
year, alliances would
submit the final bids
and enrollments for
each health plan to the
NHB. Based on these
premiums and
enrollment~ the NHB
would compute the

VII EXPENDITURE
TARGETS:
PREMIUM TARGETS

A. Expnditure
Targets

The Board would be
required to establish an
annual budget that
would not exceed the
budget for the preceding
year increased by the
percentage increase in
the GDP. The budget
would consist of
components for capital
expenditures,
administrative costs,
and operating and other
expenditures, and the
Board would allocate
funds to the State
health security budgets
established and
submitted by the State
programs.

State udget would be
required t li
administrative expenses
to 3 percentof tot
expenditures. State
health programs could
provide up to percent
of the budget for
programs to provide
assistance to workers

VIII. EXPENDITURE
TARGETS:
PREMIUM TARGETS

A. Expenditure
Targets

No provision.

VII. EXPE
TARGETS:
PREMIUM

A.

lI. EXPENDITURE
TARGETS:
RIIUM TARGETS

Sxpenditure
largest

No provision.

VIII. EXPENDITURE
TARGETS:
PREMIUM TARGETS

A. Exnditure
Targets

No provision.
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weighted average
accepted bid for each
alliance. The NHB
would then notify each
alliance if the WAP
exceeded its per capita
premium target, and if
so, the amount of its
reduced WAP. If the
alliance's weighted
average accepted bid did
not exceed its per capita
premium target,then it
would be in compliance.
If it exceeded the target,
then plans whose
premiums exceeded the
target would be
required to reduce their
premiums. In the first
year, those plans whose
premiums exceeded the
target would be subject
to the payment
reduction. In
subsequent years, the
reduction would be
applied to those plans
whose dollar increase
exceded the allowed
dollar increase for the
alliance (i.e., the CPI
plus percentage
allowances in early
years). Any halth plan
would be able to
voluntarily reduce its
bid to come into

involved in the
administration of health
insurance system who
might experience
economic dislocation as
a result of
implementation of this
health program. State
health programs would
be required to establish
a process for approving
capital expenditures. If
State spending exceeded
its annual budget, the
State would be required
to continue to fund
covered health services
from its own revenues;
if a State provided all
covered services for less
than the amount
budgeted for a year, the
Stat would be allowed
to retain its full Fedral
payment for the year
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compliance with the
targets.

B. Premium Targets

The NHB would
establish a national
baseline per capita
premium "target" using
current per capital
health expenditures for
the comprehensive
benefit package, trended
forward to 1996,
reflecting projected
increases in private
health care spending
(including up to 15
percent in
administrative costs).
With this national per
capita baseline target as
a reference point, the
NHB would then
calculate for each
alliance a per capita
premium target,
adjusted to reflect
existing regional
variations in spending,
rates of uninsurance
and underinsurance,
and other specified
factors. The weighted
average of all the
alliance targets would
have to equal the

B. Premium Targets

No provision

B. Premium Targets

No provision.

Bmium Trgets

pro i

B. Premium Targes

No provision.

B. Pi
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national per capital
baseline target.

The per capital premium
targets for each alliance
would be updated by the
CPI to reflect inflation.
An additional allowance
of 1.5 percentage points
would be provided in
1996, dropping to 1.0 in
1997, 0.5 in 1998, and
no allowance in 1999.
In 1998, the NHB would
recommend to Congress
an inflation adjustment
factor for the years
beginning with 2000.
Corporate alliance
would also be subject to
similar budget
constraints.

In addition to reducing
alliance payments to
health plans exceeding
the target, the plan
premium reductions
resulting from this
enforcement process
would affect the
premiums paid by
employers and
consumers to the
alliance and the
payments made by the
plans to providers.
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IX.PRIVATE
HEALTH
INSURANCE
REFORM

A. General Approach

To sell health insurance
through a regional or
corporate alliance, an
insurer (health plan)
would have to be
certified by the State as
being in compliance
with Federal standards.
All insurance covering
the comprehensive
benefits package would
be regulated in this
manner. (Other than
insurance sold to large
employers (generally
over 6,000 employees)
through a corporate
alliance), certified plans
would be sold through
regional alliances to
individuals, not
employers. All plans
would have to meet
minimum conditions of
participation established
by the NHB, including
standards for financial
solvency, marketing,
consumer protection,
confidentiality,
complaints review,

ID PRIVATE
HEALTH
INSURANCE
REFORM

A. General Approach

No provision, except
that each State health
security program would
be required to prohibit
the sale of health
insurance in the State if
payment under the
insurance would
duplicate payment for
any items or services for
which payment would
be made under the
State program.

IX. PRIVATE
HEALTH
INSURANCE
REFORM

A. General Approach

The bill would limit the
use of preexisting
condition clauses and
require continuity and
renewability of cover
for all group health
plans, include
multiemployer plans
(Taft-Hartleys), and
multiple employer
arranmen. In

regu\ation was not

adequa. In that case,
the Federal
Government would
enforce the market
rules.

Additional requirements
would be applied to
insurers selling to small
empoyers (2 to 50

employees). All such
insurers would have to .
sell standardized

IX. PRIVATE
HEALTH
INSURANCE
REFORM

ATE

general Approach

The bill would apply To ecme a qualified
Federal insurance health insurance plan
regulation to health (and thus eligible for
plans Eld to individuals the favorable tax

hlth plans spared above), a health plan
by employers All plans would have to meet
seeking qualification a specific Federal
AHPs (and thus standards. These
quacation for standars would be

vorable ta treatment) developed by the NAIC,
would have to register or in the event of its

wit the NB. The failure to do so, by the
NHB would be Secretary of HHS, and
reponsible for would in general apply
pecifying and enforcing to individual and

th Federal insurance employer-sponsored
requirements and for policies. (By 1997,
collecting and distribut- isured employer-
ing certain AHP sponsored plans would
information States have to comply with the
would be responsible for bill's requirements to
regulating the solvency become qualified halt
of insured plans; the insurance plans. Spon-
NHB would do so for sors of elf-insured
plans that are not plans would come under
insured, the bill's requirement

upon enactment. Note
AHPs sold to employers that starting in 1997,
with fewer than 100 employers would no
employees and to longer be making direct

IX. PRIVATE
HEALTH
INSURANCE
REFORM

A. General Approach

The bill provides for
standards for qualified
health plans, i.e., those
plans under which all
persons must be covered
once mandated
individual coverage
became effective Small
employers (fewer than
101 employees) and
insures selling to
persons not conned
to an employer or other
group would have to
offer coverage under a
qualified general access

plan, which would have
to met specific rating,
underwriting and other
rules and offer the
standardized benefit
package (see "Benefit").
Large employers would
have to offer coverage
under a qualified hIelth
plan.

The Secretary of HIS
would be required to
request that the NAIC
develop specific
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policies called
MedAccess plans. The
bill does not relate
the nongroup
(individual) market.
The NAIC would
develop the rules for
regulating the market;
if it failed to develop
adequate rules and
standards, the Secretar
of HHS would do so.
The States woulbe
required to simple
and enforce the
standards. S
could implement more
stringent standards but

verification of provider
credentials, data
management and
reporting, utilization
management, and
disenrollment for cause.
Insurers selling policies
to suppleent he
comprehensive benefit
package or cover its
cost-sharing
reurerments would
have to comply with
Federal and State
requirements.

Corporate alliances
would be overseen by
the Federal
Government (through
the Department of
Labor) and would have
to comy it ne
Federal standards and
the Employee
Retirement Income
Security Act (ERISA),
as modified by this bill.

In the years prior to full
implementation of the
alliance system, the
insurance market would
be regulated by the
States (or in the
absence of effective
State regulation, the
Secretary of HHS)

The Secretary would
establish an Office of
Private Health Care
Coverage within HHS to
rert nully to

Congress on the
implementation and
enfo recent of the
MedAccess standards,
ad evaluate the impact
of the reforms on the
availability of affordable

H.R. 3222/S. 1579
(Cooper/Breaux)

individuals not
obtaining insurance
through employers
could only be sold
through HPPCs. AllAll
AHPs would have to:

prode for the uniform
set of effective benefits

specifiedd by the NHB);
aeat nthe cot soaing
for low-income
individuals; meet
quality standard
precifie by the B;

not dscriinae e in

enrolloyert couldr providesion
of benefits; establish
standard pnrer ciums for

the uniform set of
effective benefits; meet
certanci s ng slven
cy reireng the unr
meet additional require-
ments. Open AHPs
(those whose enrollment
is not limited to a
particular group of
individuals such as the
plan of a large
employer) would have to
meet additional
requiremente as
described below.

Employers could provide
and insurers could sell
insurance supple-
menting the uniform

HER. 398/S. 1748
(Stearns/Nickles)

premium payments to
insurers for employees'
insurance. See
"Financing," above.)

The standards for
federally qualified

health plans would be
implemented and
enforced by the States
If a State failed to
establish regulations or
if the State's regulatory
program was decertified
by the Secretary of
HHS, the standards
would be enforced by
the Secretary.

H.R. 704/S. 1770
(W. Thomas/Chatee)

standards to implement
the standards for
qualified general access
plans. If within a
specified deadline, the
NAIC failed to develop
such standards (in the
form of a model act and
model regulations) or
the Secretary found
that such standards
were inadequate, the
Secretary would be
required to develop
them. States would be
required to establish a
program to certi
qualified general access
plans. If the State
failed to do so, its
responsibilities would be
assumed by the
Secretary.

In the period prior to
State action, an insurer
could only offer an
insured health plan that
met specific Federal
standards related to
guaranteed eligibility,
availability, and
renewability;
nondiscrimination;
financial solvency;
rating limits; and
mediation procedures.
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under Federal
transitional rules
relating to
underwriting, rating,
and portability. To
ensure the availability
of insurance during this
transition period, the
Secretary could organize
a national risk pool
financed through
enrollee premiums and
assessments on insurers
and self-funded plans.

health coverage for
small employers that
purchase group health
coverage for employees.

effective ber
package. St
could not di
uniform ben

In general, many of the
same standards
applicable to qualified
general access plans
(e.g., guaranteed
eligibity for coverage;
nondiscrimination based
on health status;
benefits; enrollment;
information; and quality
assurance) would apply
to qualified large
employer plans but only
to the employees of the
large employer. These
and standards
specificay applicable to
large employer plans,
i.e., financi~f olvency,
payment of premium,
mediation procedures,
and offer~g of different
benefit packages, would
be specified by the
Secretat y of HHS in
consultation with the
Secret of Labor, and
where appropriate,
taking into
consideration those
standards established by
the NAIC. Health plans
offered under the
FEHEP would have to
comply with the
standards for large
employer plans.
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B. Availabity B. Avalabilty B. Avaiabty B. AvaHabity blity B. Avalalty

A certified plan would
have to accept every
eligible person enrolled
by an alliance and could
not terminate or limit
coverage for the
comprehensive benefit
package. No plan could
engage in any practice
that had the effect of
attracting or limiting
enrolled on the basis of
personal characteristics,
anticipated need for
health care, age,
occupation, or affiliation
with any person or
entity. Also, a plan
could not discriminate
or engage in any
activity, including the
selection of service area,
that had the effect of
discriminating against
an individual for these
and other specified
reasons. Further, a
plan could not
discriminate on such
bases in the selection of
providers for its
network. With State
approval, a plan could
limit enrollment on the
basis of its capacity
and/or financial

No provision. State could ensure
availability of insurance
to small employers
through garnted
issue (must accept all
eligible applicants) or
guaranteed availability
(must ensure that there
is a source of insurance
for the eligible and
wanting to buy). Under
a guaranteed iue
approach, all insurers
selling in the small
group mrket wul
havto offer h
insurance cvra to

small emlyer would
be required to accept
every small employer

ho aplie for

pe rid or within 30
day~ of losing previous
employer coverage
(Federally qualified and

Open AHP
to have an
with eac
each HPPC

elible indidual not
obtaining insurance
throg an emplor)

uring a open
enrollment period.

average could not be
refused or rminated
except for cause (e.g.,
nonpayment of
premiums, fraud or
misrepresentation; or
plan termination).
Network AHPs could
deny coverage for an
eligible individual if the
person lived outside the
network area, or if the
plan had reached
capacity, but only if
such denials were
applied uniformly,
without regard to or
insurability.

On or ftr Jauary 1,
1998, all qualified
health plans would have
to sell insurance to all
applients at standard
rat (ee "Rating"
below)d could not
cancel or refuse to
renew coverage except
for cases of nonpayment
of premiums, or fraud
or misrepresentation on
the part of the policy
holder.

Qualified gneral access
plans. Once market
reforms were enforced
by the States, an
insurer could not
exclude from coverage
any eligible employee or
eligible individual
applying for coverage
It uld not deny, lit,
or condition coverage
under (or the benefit
of) the plan bad on
the health status
claims experience,
receipt of medical care,
execution of an
advanced directive,
medical history or lack
of insurabilty, of an
individual.

An insurer would have
to offer qualified
general access plans
throughout an entire
HCCA area. (The
insurer could deny
coverage under the plan
to eligible persons who
reside outside the
HEA in which such
plan was offered but
only if such denial wa
applied uniformly,
without regrd to
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stability, but only if
enrollment was limited
uniformly, without
regard to insurability.

During the period of
transitional reforms, an
insurer could not cancel
a policy that was
enforce on the date of
enactment of an
individual or group.

certain other health
maintenance
organizations (HMOs)
would be exempt from
this requirement under
specific conditions.)
Under a qualified
availability approach, a
State could set up a
mechanism under which
insurers participating in
the small group mret
would have to
participate in an
assigned rik pool
among ome or all
insurers (see
"Reinsurane~* below)

insurability. In
addition, an insurer
could apply to the
certifying authority
(State or Secretay) to
limit enrollment in a

conditions such as

limited capacity.)

Qualified access plans
would have to be
renewed at the
employer or enrollee's
option unless the plan
was terminated for
cause (nonpayment of
premiums; fraud or
misrepresentation; or
change in resident to a
HCCA not served under
the plan). An insurer
could terminate a
qualified general access

through a specific type

of delivery sytm (such
as an HMO) if it does so
uniformly across the
HCCA and provide
adequate notice. In thi
event, it could not
market such a policy in
the State for five years.

During the tradition
period, an insurer could
deny enrollment to
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those who fail to apply
for coverage on a timely
basis, generally meant
to be during an annual
initial enrollment period
lasting at least 30 days
or immediately after
losing coverage from
another source, such as
employment.

C. Portability

On full implementation
prohibits imposition of
pre-existing condition
exclusions. During the
transition, permits use
of an exclusion only by
any insured or self- .
insured only if the plan
had such an exclusion
on the date of
enactment. An
exclusion could apply
only to a condition
diagnosed or treated
within 6 months before
the first day of coverage
(without regard to any
general waiting period
for new employes) and
could last no more than
6 months; no exclusion
could be imposed on
newborns, Provides
that, if a new enrollee
in a period of

C. Portability

No provision.

C. Portability

Provides that a
preexisting ca
exclusion under

group health ph
apply only to a

m th; no exclusion
could be impse on
newborns o r Lrvices
rela to pregncy.

clsion be waived for
a edition if the
enrolee was previously
cored for the
condition under any
other health plan
within 60 days before

C. Portability

preiseting condition
exclusion under any
AHP could apply only to
a condition diagnosed or
treated within 3 months
before t irst day of
coverage (without
regard to any general
wting period for new

employees) and could
last no more than 6
months; no exclusion
could be imposed on
newborns or for services
related to pregnancy.
Provides that, if a new
enrollee is in a period of
continuous coverage for
a service, the exclusion
period for the service is

to be reduced by 1
month for each month
in the period of
continuous coverage.

Provides that no
preexisting condition
exclusion could be
impod by a federally
qualified plan after
January 1, 1998, on an
individual who was
continuously insured
under any private plan
or specified federally-
funded public plan for 1
year prior to the date of
application for the plan.
Requires State
regulatory systems to
provide for a paybackk

which the new plan
would pay the previous
plan a portion of
premniurms received, and
the previous plan would
be responsible for claims
relating to a preexisting
condition for the lesser

C. Portability

Provides that a
preexisting condition
exclusion under any
qualified plan (including
general access and large
employer plans) could
apply only to a
condition diagnosed or
treated within 3 months
before the firt day of
coverage (without
regard to any general
waiting period for new
employees) nd could
lst no more than 6
months; no exclusion
could be imposed on
newborns or for services
related to pregnancy.
Provides tat, if anew
enrollee is in a period of
continuous coverage for
a service, the exclusion
period for the service is
to be reduced by 1
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continuous coverage for
a service, the exclusion
period for the service is
to be reduced by 1
month for each month
in the period of
continuous coverage.
Defines a continuous
coverage period as
beginning on the date
the individual was
enrolled in any public or
private plan covering
the service and ends
when the individual has
not been so enrolled for
more than 3 months.

Permits an employer or
elf-insured plan to

impose a uniform
waiting period for
coverage of new
employees, provided
there is no
discrimination against
employees or
dependents on the basis
of health status.

enrollment, or within 6
months in the cae of
an enrollee losing
coverage because of
termination of
employment.

Permits an employer to
impose a 60 day waiting
period for coverage of
new employees. An
insurer could not
require an empler to
impose a waiting eriod

Defines a continuous
coverage period as

beginning on the t
the individual was
enrolled in ay AHP
covering the service and
ends whimmedien tathe
individual has not been
so enrolled fr more
than 3 months.
Provides that persons
enrolling in an AHP
before July 1, 1995,
shall be deemed to have
l n in a perid of
continuous coverage
during the 6 months
ending January 1, 1995.

Requires immediate
offering of AHP
enrollment to new
employees.

of 2 ar or the period
of treten or spell of

illns for the condition.
For persons not
continuously covered,
pemit an exclusion for

n longer than the
lesser of 1 year or the
number of months
before application
during which the
individual was not
insured and the
condition had been
diagnosed. Prohibits
imposition of an
exclusion for persons
applying for coverage
during 1997.

month for each month
in the period of
continuous coverage.
Defines a continuous
coverage period as

plan or equivalent
health care program
covering the service and
ends when the
individual has not been
so enroled for more
than 3 months.

Provides that coverage
must be offered during
the month following the
month a new employee
is hired An insurer
could not require an
employer to ipose a
waiting period.

D. Rating
Restrictions

On full implemenation,
requires health plans to
community rate; that is,
rates for the
comprehensive benefits

D.Rat
Restrctio

No provision.

D. Rating
RestrictionE

Limits variation in
premium rates charged
by an insurer to small
groups. Insurers could
divide their small group

D. Rating
Restrictions

Requires all AHPs to
establish standard rates
for the uniform set of
benefits. Rates could
vary only by HPPC

D. Rating
Restrictions

Premium rates charged
by a federally qualified
health insurance plan
could vary only by age,
sex, and geography;

D. Rating
Restrictions

Limits variation in

premium rates charged
by an insurer to
individuals and groups
under a qualified
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could not vary except by
family type within an
alliance area (or, for a
corporate alliance,
within a desigated
premium area based on
labor market or health
care delivery areas).
Rate factors for family
types would be
established by the
Board. During the
transition, restricts
changes in premiums
for health insurance
plans in effect as of the
date of enactment.
Premiums could be
modified for changes in
age, gender, family
composition, or
geographic distribution
of enrollees or for
changes in plan benefits
or terms, but not for
changes in health status
of specific enrollees or
employer groups.
Premium increases
related to health costs
or utilization would
have to apply equally to
all purchasers, except
that separate increases
would be permitted for
individuals and for
groups under 100;
variation in premium

business into classes,
based on marketing
method, acquisition of
groups from another
insurer, participation of
a group in an
association, use of
managed care in the
plan, or other factors
approved by the State
The index rate for a
class of business (the
average of the lowest
and highest rates
established for the
could not be more than
20 percent higher than
the index rate for any

area, family t:
age, and coulk
changed durir
calendar year,
Commission

rates ould have to be
the sane for new

policyholders with
similar demigraphiic
characteristics. A plan
could offer discounto
enrolled participating
in health promotion,
prevention or preening
program.

individual; (b) group
are not involuntarily

trafrrd to or out
of the cla ard (c) the
lss is currently
aalble for purchase.

An insurer ould
transfer any employer
from one class to
another involuntarily,
or offer a voluntary
unless a similar offer

general access plan (but
not under a large
employer plan). For
enrollees under age 65,
rates could vary only by
age, family type, benefit
plan (standard versus
catastrophic), and
HCCA. (Coverage areas
would be established by
States and could not
splitan MSA or contain
fewer than 250,000
people.) The insurance
reform standards would
specify permissible
rating facrs for family
type and age groups;
the highest age factor
could be no more than
twice the lowest age
factor, In addition, the
difference in rates from
one age group to the
next (within the under
65 population) could not
exceed 20 percent in the
first year a State's
certification program
was operating, phasing
down to 10 percent in
the sixth and later
years. The insurance
reform standards could
allow premium
variations based on
differences in marketing
and administrative
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increases based on
claims experience would
be permitted for groups
of more than 100.
Overall premium
increases in excess of a
percentage specified by
the Secretary would be
subject to prior
approval.

costs, but rates could
not vary for this reason
within a particular
purchasing group.

was made to other
employers in the class.

Within a class, rates
could vary by
demographic
characteristics,
including age, gender,
geographic area, family
composition and group
size. For groups with
comparable
demographic
characteristic, ra
could vary by health
tatus or other fac

but the hig t rate
could not eced t

year.

The annual premium
increase for any
employer within a cl ss
of business could not
exceed the inease in

premiuns charged to
newly covered
employers in the same
claby more than 15

percent.
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E. Risk Adjustment
and Reinsurance

On full implementation,
requires regional
alliances to use risk
adjustment and
reinsurance
methodologies
established by the
Board. Under risk
adjustment, a plan
would be paid more or
less than its quoted
premium rate
depending on the
actuarial risk presented
by the persons enrolled
in the plan as compared
to all enrollees in the
alliance. The Board
would develop factors
for use in the
adjustment, including
demographic
characteristics, health
status, geography
(within an alliance
area), socioeconomic
status, and any other
factors determined by
the Board to be
material. (Receipt of
AFDC or SSI would be
included unless the
Board determined that
other factors accounted
for differences in

E. Risk Adjustment
and Reinsurance

No provision.

E. Risk Ajustment
and Reinsurance

States would be
required to establish
one or more reinsurance
or allocation of risk
systems for insurers in
the small group market,
in accordance with
models developed by the
NAIC or the Secretary.
(Under reinsur e, an
insurer would desat
certain individuals or
groups as"uniurable"
and th individual
would be covered

Stt that filed to do
so; the allcation of ris
approc would be used
in such a State only if
the Scretary
determined that
reinurance was
inappropriate. If the
Seretary established a
reinsurance system,
costs of such a system
would be financed

E. Risk Adjus
and Reinsuran

justment
unnce

HPPCs would Fderaly filed
required t rik-adjust health inur e pl
premium paid to op would be reuir to
AHPs, ing factors participate in a State-
established by the administered
Com ision. Fato reinsurance or risk
would reflect relative adjtment system
risk for gumption f design to compensate
lrvices, asw a for disproportionate
differences in utilization distributions of risks

resu ting from higher among plans.
proportior~n of enrollees
eligible for low-income
cst-sharing aistrnce
HPPCs would a have
the option of using
pecial risk-adjustment

factors for AHPs
serving individuals in
designated urban or

rural underserved
areas. In addition,
there would be a system
for equitably
distributing among open
and closed AHPs, and
across HPPC areas, any
required reductions in
plan revenues for
persons eligible for low-
income premium
assistance.

E. Risk Adustment
and Reinsurance

Each qualified general
acess plan would be
required to participate
in a State-stablishe
risk adjustment
program, using
adjustment factors
established as part of
the insuran reorm
standards. Factors
would reflect relative
risk for consumption of
covered health services
and would, to the extent
possible, be determined
without regard to the
delivery system used in
the provision of
services.
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utilization by welfare
recipients. States would
have the option of
making further
adjustments to promote
enrollment of members
of disadvantaged
groups. Under the
reinsurance system,
health plans would
make payments to a
State-established pool
that would compensate
plans for part of the
cost of treating specified
class of high-cst
enrollees and specified
high-cost treatments or
diagnoses.

through a tax on
employer group
premiums of all health
insurers in the State
(including large group
insurers but not self-
insured plans).

F. Other
Requirements

Health plans selling
through the regional
alliances would be
prohibited from
distributing marketing
materials making false
or materially misleading

approval of all
marketing materials
from the alliance. Plans
could not sletively
market and could not
condition the sale of the

F. Other
Requirements

No provision

The following Slate laws
would bepree ted:
(1) mandated benefit
laws (including lawe
requring a ype of
benefit coverage, or
proder); (2) anti-group
law which restrict the

ability of 2 or more
employers from
obtaining coverage

F. Other
Req~uements

An AHP could pay a
commission or other
remuneration to an
agent or broker for
marketing the plan to
individuals or groups
but could not vary such
remuneration based,
directly or indirectly, on
the anticipated or
actual claims experience
associated with the
group or individuals to
which the plan was sold.

F. Other
Requirements

Insurers would be
allowed to select agent
to market their plans
and to deterne the
amount and form of
compensation of those
agents except that the
insurer could not
terminate or refuse to
renew the agent's
contract for any reaon
related to the age, sex.
health statu, and other
characteristics used to
determine the insurance

F. Other
Requirements

The bill would prohibit
marketing or other
practice by an insurer
elling to small

employers or individuals
that is intended to
discourage or t the
issuance of a qualified

general access plan to
an eligible employee or
eligible inddual on
the basis of health
sattus or other risk
factors.
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comprehensive benefit
package upon the
purchase of another
policy.

Plans would be required
to provide information
on costs, provider
qualifications,
utilization control and
quality assurances
procedures, and the
rights and
responsibilities of
consumers and patients.
A plan would also have
to establish a benefit
claims dispute
procedure, which would
provide consumers with
the right to appeal to
the alliance ombudsman
or pursue other legal
remedies.

The proposal would
modify ERISA's
preemption of State
regulation of employer
benefit plans so that
States would only be
preempted from
regulating employers
and health benefit plans
in corporate alliances.

The proposal would
further amend ERISA

through an insured
multiple employer
group; (3) specific
restrictive laws on
managed care plans;
and (4) laws regulating
MEWAs that provide
health benefits and
meet certain Federal
standards.

To be exempt fror
State laws, MEW
that are not fully
insured would ha
be granRd an
exemption by the
Federa Governm

luirements
seeking an
-m State

Open AHPs would be
required to enter into
risk-sharing agreement
under dicare (if
eligible), and to r
into agreement it
the Office of Persne
Manage ramentto offer a
health plan under the
Federal Employees
Health Benefit
Program.

The falling Stat la
would be preempted:
(1) mandated benefit
laws (including laws
requiring types of
benefit, coverage, or
providers); (2) specific
restrictive laws on
managed care plans
("network" plans); and
(3) laws restricting
utilization review
programs.

regulation and prides In general, MEWA
for chges in E~SA could not have a role in
nd the Iternal marketing policies to
revenue Coe to small employers with

courage the benefit duplicating the
establishment of uniform set of effective
MEWAs. benefits.

risk of an applicant
placed y the agent with

the plan, and the
insurer could not
directly or indirectly
enr into an agreement
or arranement with an
agent that provides for,
or results in, any
consideration provided
to such aent for the
issuance or renewal of a
policy to vary on
account such risk
factors.

The Secretary, in
consultation with the
NAIC, is required to
develop nonbinding
standards for premium
rating practices and
guaranteed renewability
of coverage which, if the
insurer so elects, is
more gnerous
(additional benefits or
lower cost sharing) than
the requirements
specified in the bill for
federally qualified
health insurance plans

The insurer or new
sponsor of an employer-
sponsored health plan
(be it an employer,
union, purchasing

An insurer could not
vary commissions or
other remuneration to
an agent or broker on
the basis of the claim
experience or health
status of individuals
enrolled.
Insurers selling
qualified general access
plans would have to
meet financial solvency
requirement.

Insurers selling
qualified health plans

general acess plans)
would have to provide
information designed to
enable consumer
comparison of plan
performance, use
uniform claims forms
(see Administrative

Simplification"),
maintain a quality
assurance program that
complies with the bill's
standards (see
"Quality"), and establish
a mediation procedures
program (see
"Malpractice").

The bill provide for
large employer plan
termination procedures



CRS-53

H.R. 3600/S. 1757 I.R. 1200/S. 491 I.R. 3080/-. 1533 H.R. 3222/8. 1579 H.R. 3698/S. 1748 H.R. 3704/S. 1770
(Administration plan) (MVcDereott/Welltone) (iechel/Iott) (Cooper/Breaux (Stears/Nickles) (W. Thomas/Chafee)

to establih certain
requirements for
employers and others
sponsoring health
benefit plans in
corporate alliances.
These would include
such requirements as:
ensuring that all
enrollees would be
provided with at least
the guaranteed benefit
package; complying with
information and
notification provisions;
ensuring compliance
standards with respect
to uniform claims;
complying with
grievance and benefit
dispute procedures; and
complying with financial
reporting standards.

A State electing the
State-wide single payer
option could require all
employers, including
large, self-funded
employers to participate
in the single-payer

system.

The bill would also
preempt specific State
anti-managed care laws,
and certain State
corporate practices acts

cooperative or other
entity) w d have to
notify all of the primary
insured bneciaries of
the plan of tir right
tonvert to a federally
qualified health
insurance plan offered
by the insurer with
benefit identical to, or
actuarially equivalent,
to those the of the
employer-sponsored
plan and the rates of
that coverage.
Beneficiaries would
have 60 additional day
to decline or accept the
new coverage.
Begibing in 1997, the
employer sponsored
plan could only offer
such coverage at rates
which vary only be age,
sex, and geography
except that the
combined total of the
new rates could not
exceed the total group
rate paid by employers
and employees or both
under the employer-
sponsored plan on the
last day it is or was in
force.

The bill includes no
specific language

to ensure timely
payment of all benefits
for which the plan is
obligated and for
regulations to be
established to provide
for temporary coverage
of affected persons.

The bill would amend
ERISA to extend it
various enforcement,
reporting, and
disclosure provisions to

plans in which the
employer contributes
It also would change
ERISA to eliminate
State regulation of
multiple employer
welfare arrangements

providing health
benefits that are
certified by the
Secretary of Labor.
Such certification would
be conditioned upon
satisfying specific
requirements (e.g., the
MEWA meets the
standards for qualified
large employer plans, is
administratively
feasible, and protects
the rights of covered
persons).
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relating to the corporate
practice of medicine and
to provider ownership of
health plans or other
providers.

Multiple employer
welfare arrangements
(MEWAs) could not
market health
insurance duplicating
the comprehensive
benefit package.

laws
WAs.

The following State laws
would be preempted:
(1) mandate benefit
laws (including laws
requirig types of
benefits, coverage, or
providers); and (2)
specific restrictive laws
on managed care plans
("network" plan).
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X.
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SIMPLIFICATION

A. Overview
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A. Overview
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A. Overview
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ADMINISTRATIVE
SIMPLIFICATION

A. Overeiew

Within two years of
enactment, the Board
would be required to
develop and implement
a health information
system to collect, report,
and regulate the
collection and
dissemination of health
care information,
including data on
enrollment in health
plans; clinical
encounters and services
provided; administrative
and financial
transactions and
activities of the
alliances; and other
insurance functions.
The health information
system would be
developed and
implemented in a
manner consistent with
the privacy and security
standards established by
the Board (desribed
below) and the
objectives of reducing
administrative costs,
specifying the uses and

The American Health
Security Standards
Board would be
required to establish
policies, procedures,
guidelines, and
requirements related to
eligibility, enrollment,
benefits, providers
participation standards,
the determination of
medical necessity and
appropriateness, quality
assurance, and other
administrative duties.

The Board would
establish uniform
reporting requirements
and standards ~ ensure
an adequate national
data base regarding
health practitioner
services and finances of
State health security
programs, approved
plans, provide, and
the costs of facilities
and providers, including
health outcome
measures

The Secretary would be
required to adopt
standards relating to
data elements for use in
paper and electronic
claims processing under
health benefit pls,
utilization review nd
management of ce;
uniform claim for
including uniform
procedure and billing
codes for use C th such
forms; and uniform
electronic transmission
of data elevmentsA
Standards for electronic
transmission of data

submission of paper

promulgate standards
relating to claims
processing data and
uniform paper claims
within 12 months of
enactment; within 24
months of enactment
promulgate standards

in electric
environments The

Bod would be
required to establish
goals and timeframes
for the progress to be
made by the health care
industry in eliminating
unecessay paperwork,
and achieving
standardization in
electronic receipt and
transmission of health
care claims, health plan
information, and
eligibility verification.
The Board would also
require the industry to
achieve uniformity in
the format and content
of basic claim forms
under health plans and
in the use of common
identification numbers

Similar to H.. 380.
1533 except no
provision for grants to
demonstrate and
conduct research on the
application of
comprehensive
information systems for
continuously monitoring
patient care and
improving patient care,
establishing the efficacy
of communication links
between information
systems between health
plans and health care
providers, or developing
regional or community-
based clinical
information systems.

The Health Care Data
Panel would be required
to develop regulations
for the implementation
and ongoing operation
of an integrated
electronic health care
data interchange
system. The panel
would be responsible for
adopting standard for
the electronic rprting
and exchange of health
care information,
establishing business
practices for the
operation of a
nationally-linked health
care information
database system, and
developing appropriate
civil and criminal
penalties for
noncompliance.
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types of health care
data that would be
collected and reported.
As part of the health
information system, the
Board would oversee the
establishment of an
electronic data network
consisting of regional
centers that would
collect, compile, and
transmit information.

In the interim, the
Board would also be
required to develop,
promulgate, standards,
within one year of
enactment, to
streamline paper health
care data transactions.
The standards health
care benefit forms
would include
enrollment and
disenrollment forms,
clinical encounter
records, and claim
forms for submission of
claims for benefits or
payment under a health
plan. Providers and
health benefit plans
would be required to
use the forms
promulgated by the
Board on or after 270
days after the

IH.M 1200/S. 491
(McDermott/Welstone)

H.. 3080/S. 1533
(Michel/Lott)

for the uniform
electronic transmission
of information
concerning hospital and
physician services; and
by a later date
determined to be
feasible for the uniform
electronic transmission
of information for other
services.

If the Secretary
determined 2 ye
after promulgati
standards tha
significant numt
claims for benefit
servics are not

H.R. 3222/S. 1579
(Cooper/Breaux)

for beneficiaries and
providers of itea or
services under health
plans.
Similarly, the Bard
would be required to
establish national gosl
and time frameworks
for the industry in
achieving uniformity i
the rules for
determining the liablil
of insurers when
benefits are payable
under to or more

H.R. 3698/S. 1748
(Stearns/Nickles)

H.. 3704/. 1770
(W. Thomas/Chafee)

require, after at leat 6

health care providers

tomust submit clam to
plans in accord
with the taards
The Strtary wold
make such a
determination if it was
found that the
requirement would
result in significant,
measurable additional
gains in efficiencies for
the administration of
the health care system.

__ ~ ~
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publication of the
standard forms,

The Secretary could
impose a civil money
penalty on any provider
that knowingly and
repeatedly submitted
claims in violation of
such standards.

The Secretary would be
required to promulgate
standards for hospital
concerning electronic
medical data. The data
standards would include
standards fr eetroni

patient re dataand
protections against it

standards concerning

the tramisiould beo

electronic medical data,
and standards relating

Sconfdentility ofvide
ratinto qualified

information. d ata

standards would be

optionduc for other

providers but similar to

the application of
comprehensive

The Scretary would be
required to provide
grants to qualified
entities to demonstrate
and conduct rearch on
the application of

comprehensive
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information systems for
continuously monitoring
patient care and
improving patient care;
would be allowed to
provide between 2 and 5
grants to community
organizations or
coalitions of providers,
plans, and purchaser to
establish and document
the efficacy of
communication links
between information
systems between health
plans and health care
providers; and would be

B. Unique Identifier
Numbers

The Board would be
required to establish a
system to provide for a
unique identifier
number for each eligible
individual, employer,
health plan, and health
care provider.

B. Uque Idetfie
Number

State health security
programs would be
required to aig
unique patient and
provider identifier
numbers to be used in
the processing of claims
and for other purpose.

lque Id

ealth plans would be
required to use

stadrd identification
numbers for

beneficiaries and
providers by January 1,
1995.

B. Unique Identifier
Numbers

No provision

B. Unque Identifier
Numbers

No provision.

B. Unique Iaentifier
Numbers

The panel would be
required to develop
unique identifiers for
individual participants,
health plan, and
provider not later than
9 months after
enactment.
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C. Health Security
Cards

The Board would be
required to promulgate
regulations for the
permissible uses of
health security cards,
the form of the card
and information to be
encoded in electronic
form on the card.

C. Health Security
Cards

No provision.

C. Health Security
Cards

The Secretary would be
required to adopt
standards related to use
of a magnetized
identification card for
Medicare beneficiaries
that would help
providers determine
eligibility and help them
bill the Medicar
program. The Secrer
would als be required
to encourage Sta
deign and ue Medicaid

C. Health
Cards

No nroviior

srlty

ion.

c. Heath Security

Nor s
No provision.

D. Confidentiality of
Health Care
Information

The Board would be
required to promulgate
standards to safeguard
the privacy of
individually identifiable
health information by
no later than 2 years
after enactment. The
Board would also be
required to develop a
detailed proposal for

D. Confidentiality o
Health Care
Information

The Board uldbe
required to ablsh
standards signed to
protect the privacy of
identifiable patient dat
included in the uaor
electronic data base.

D. (
Heal
Info

The Secretry ould be
required to establish

ndards for
onfidentiality of health

care information,
including standards to
protect against the
unauthorized use and
dicllsure of
information.

. Cofidentiality of
Health Care
Information

The Board would be
required to promulgate,
and could modify,
requirements to
facilitate and ensure the
confidential treatment

of individually
identifiable health care
information in
electronic environments.
Such requirements

D. Confidentiality of
Health Care
Information

The Secretary would be
required to adopt
standards for protecting
and assuring the
confidentiality of
patient information,
including standards to
protect against the
unauthorized use and
disclosure of
information.

D. Confidentiality of
Health Care
Information

The panel would be
responible for adopting
standards that include
strict measures
ensuring the
onfidentiality of

electronically-
transmitted patient
data.
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legislation to provide a
comprehensive scheme
of Federal privacy
protection for
individually identifiable
health information
three years after
enactment. A National
Privacy and Health
Data Advisory Council
would be established to
advise the Board on its
duties related to health
information systems
and administrative
simplification.

E. State Quill Pen
Laws

State quill pen laws
would be preempted by
standards established by
the Board for the
maintenance of medical
or health plan records,
except in specified
circumstances.

would not be apple
States that already
law in effect pro
for the protection
confidentiality an
privacy rig inc
enforcement Droi

E. State Qull Pen
Laws

ite ll PenE. Stsl
Laws

No provision. After 1994, State quill
pen law would be
pre-empted.

E. State Quill Pen
Law

State quill pen laws
would be preempted as
of January 1, 1996.

E. State Quill Pen
Laws

No provision.
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XI. MALPRACTICE

A. Tort Reforms

The bill would limit
attorneys contingency
fees (33 1/3 percent of
total recovered), reduce
awards for payments
from collateral sources,
and permit periodic
payments of damages.

A medical malpractice
liability action could not
be brought without a
certificate of merit (i.e.,
an affidavit signed by a
specialist that there is
reasonable and
meritorious cause for
the filing of the action).

Individuals seeking to
enroll in health plans
could obtain
information reported to
the national malpractice
data bank on
practitioners for whom
reports were made on a
repeated basis.

XI. MALPRACTICE

A. Tort Reforms

No provision.

XI. MALPRACTICE

A. Tort Reforms

The bill would limit
noneconomic damages
to $250,000; bar
punitive damages except
in extreme cases and
require payment of such
damages to State for
quality assurance
activities; provide for
periodic p et of
future losses in exce
of $100,000; limit
attorney ' es (25
rent of first $150,00

rent of any exca;
eliminate joint liability;
specify a 7-year statute
of limitations; specify a
uniform standard for
determining negligence;
and provide that a
higher standard of proof
required for obstetric
claims where physician

delivering ba did not
provide prenatal care.
Any party contesting
alternative dispute
resolution (ADR) ruling

ould be required to
pay opposing parties
legal fees unless the
amount of damages

XI. MALPRA PRACTICE

A. Toi

H. 32: The bill H.R. 369 and S. 1743:
would limit The bill d permit
nonconomic damages periodic payments
to $250,000 and b where future losses
punitive d age for exceeded $100,000;
manufacturer o offset for payments
mecl produce. The from collateral sources;
Health Care Standards specify a uniform
Comision would statute of limitations (2-

dvelo d ecommnd year from time injury
to the ogress should have been

altratie limits for discovered, 4 years from
p nts for event, whichever is
oneconomic damages later); limit

by class f jury noneconomic damages
Attorneys' fees would be to $250,000 (except
liite (25 percent of where court finds that a
first $150,000 recovered, reduction of a jury
10 percent of any award to this level
excess). Party would be unjust);
contesting ADR ruling eliminate joint liability
would be required to for noneconomic
pay opposing parties damages; and limit
legal fees unless the awards of punitive
amount of damages damages to extreme
awarded changed in cases
favor of contestant.

H.R. 3698: Attorneys'
Individual filing a fees would be limited to
malpractice action 40 percent of the first
would be required to $50,000 recovered, 33
submit a certificate of 1/3 percent of the next
merit or post a surety $50,000, 25 percent of
bond with the court. the next $500,000, and

XI. M ALPRACTICE

A. Tort Reforms

The bill would limit
attorneys' fees to 25
percent of rcveries,
cap noneconomic
damages at $250,000,
reduce awards for
payments from
collateral sources,
permit periodic
payments for future
losses exceeding
$100,000, require 75
percent of punitive
damages to be paid to
the State health care
education and
disciplinary program,
limit statute of
limitations to 2 years
(longer for minors), and
eliminate joint liability.
Attorneys hired to
represent a party to a
suit would be required
to disclose the estimated
probability of success,
hours required, and
attorney fees; at the
close of action, a full
disclosure of work and
hours spent would be
required. If court or
adjudicating body
determined that the



CRS-62

H.IR 3600/8. 1757 H.R, 1200/8 491 H.R. 3080/8 1533 H.R. 3222/8. 1579 H.R 3698/S. 1743 HIR 3704/S. 1770
(Administration plan) (McDermott/Wellstone) (MichelfLott) (Cooper/Breaux) (StearnWNickle) (W. Thomas/Chafee)

awarded changes by
more than 10 percent in
favor of the constant

S. 1579: A U.S
Commission on
Malpractice Aw
would be ebli
promulgate i
noneonomic an

rcent of any

1743: Attrneys' fees
uld b liitd to 25

rnt of firt 150,000
over, 15 percent of

Iv excs.

claim was frivolous it
would impose a section
against the attorney or
claimant, as
appropriate.

damage e; allocate
punitive awards to
State provider licensing
and disciplinary
activities; perrhit
periodic payments
where future loes
exeedd $100,000; set a
2-y ar statute of
limitations (longer for
minors); set a higher
standard of proof where
physician delivering
baby did not deliver
prenatal care; and
establish a uniform
standard for
determining liability.
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B. Alternative
Dispute Resolution
(ADR)

No medical malpractice
liability action could be
brought until the final
resolution of the claim
under ADR. Each
regional alliance and
corporate alliance plan
would be required to:
(i) adopt at least one
ADR method developed
by the National Health
Board (such as
arbitration, mediation,
or early offers of
settlement) for
resolution of claims, and
(ii) disclose procedures
for grievances to
enrollees.

C. Practice
Guidelines

B. Alternative
Dispute Resolution
(ADR)

No provision.

B. Alternative
Dispute Resolution
(ADR)

No medical malpractice
liability action could be
brought until after
initial resolution of the
claim under ADR
meeting specified
standards. Uncontested
decision would have the
same legal effect as
court action.

B. Altertiv

Dispute Reso
(ADR)

native
solution

. 1579: The Secretary
ould make 2-year

grants to at least 10
model States for

implementation and
evaluation of ADR
system.

C. Practie
Guidell

The Secretary, within 1
year of determining
appropriate guidelines
were available, would be
required to establish a
pilot program to
determine the effect of
applying practice

C. Practice
Guidelines

The Council would
develop practic
guidelines; however
there is no linkage
between the guidelin
and medical liability
claims.

rovisioI The Secretary would
make grants to at least
10 States for
development of practice
guidelines that could be
used to resolve liability
claims.

C. Practice
Guidelines

No provision.

B. Alternative
Dispute Resolution
(ADR)

Qualified health plans
would be required to
provide effective
mediation procedures
for hearing and
resolution of claims. If
mediation failed, the
parties would
participate in ADR.

No medical malpractice
liability action could be
brought until the final
resolution of the claim
under ADR mechanism
established by the State
A party challenging an
ADR decision would be
required to pay all legal
fes if the court decision
was less favorable for
them.

C. Practice
Guidelines

Providers following
guidelines approved by
Agency for Health
Policy and Resarch
would have a
presumptive defense
against claims.
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guidelines in the
resolution of
malpractice liability
actions.

HR. 1200/S. 491
(MeDermott/WelIstone)

IR. 3080/S. 1533
(Michel/Lott)

H.LR 3222/S. 1579
(Cooper/Breaux)

HIR. 3698/S. 1743
(Stearn/Nickles)

HR. 3704/8. 1770
(W. Thoma/Chifee)

D. Enterprise
Liability

The Secretary would
establish a
demonstration project
by January 1, 1996, in
one or more States to
test the concept of
enterprise liability
under which the health
plan rather than the
individual physician
assumed liability.

D. Enterpris
Liability

No provision.

D Enterprise
Liability

No provision.

Enterp
tblt

No provision.

D. Enterprise
Liability

No provision.

~
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XII. ANTI-TRUST

The establishment of a
fee schedule by a
regional alliance would
be considered to be
pursuant to a clearly
articulated and
affirmatively expresed
State policy to displace
competition and to be
actively supervised by
the State.

The bill amends the
McCarran-Ferguson Act
to repeal the current
exemption for health
insurers.

I. ANTI-TRUST

No provision.

II ANTI-TRUST

The Attorney General
would establish
guidelines under which
a limited exemption
from antitrust laws
would be provided for
entities entering joint
ventures; liability for
these entities would be
limited to actual
damages.

The Attor
would i
of public

or greater etmciencles,
expanded access,
reduced costs, and
elimination of exce
capacity. An anti-trust

exemption would be
proded for medical
self-regultory entities.

XII. ANTI-TR

H.R. 3222
The Pri
required

process under which a
AHP (or or ization
propsing establish
an AP) would obtain
prompt opinion from
the department of
Justice on the plan's
conformity with Feder
anti-trust law.

H.R. 3222: The
requirement for
issuance of certificates
of public advantage
same as H.R. 300.

'I-TRUST

: n exemption trom
S antitrut laws would be

estabised for the
folloing sfe harbrs
(mseting certain
requirement): (1)
combinations of

s. providers if the number
ds not exceed 20

ew percent of the provider
n type or specialty in the

area; (2) activities of
medical slf-regulatory

a agencies; (3)
participation in surveys;
(4) joint ventures for
high technology and

al costly equipment and
services; (5) mergers of
2 hospitals if one below
150 beds and 50 percent
occupancy; (6) joint
purchasing
arrangements; and (7)
negotiations. The
Attorney General could
designate additional safe
harbors for activities
designed to increase
access or enhance
quality or efficiencies.
Further, the Attorney
General would issue
certificates of review
under an expedited
waiver proce. Under

XIL ANTI-TRUST

Same as H.R. 3698/.
1743. In addition, an
Office of Health Care
Competition Policy
would be established in
HHS.
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XIII. QUALITY XIII. QUALITY IIl. QUALITY JUII., QUALI' XIII. QUALITY

The Board would
establish and oversee
the National Quality
Management Program
administered by the
National Quality
Management Council.
The Council would
develop a set of national
measures of quality
performance to assess
the provision of and
access to health care
services. National
measures would be
selected to provide
information on access,
appropriateness,
outcomes, health
promotion, prevention,
and consumer
satisfaction. The
Council would
recommend (in areas
where it determined
that sufficient
information and

consensus existed) that
the Board establish
goals for performance
by health plans and
providers on a subset of
national measures of
quality performance.
The Council would also
evaluate the impact of

H.R. 1200 and S. 491:
The Council would
collect data from
outcomes research and,
on the basis of this and
clinical knowledge,
develop practice
guidelines which could
vary by area The
Council would develop
methodologies for
profiling practice
patterns and identifying
outliers. States would
be required to establish
one or more entities to
conduct quality reviews
in accordance with
established Federal
standards. A Stat
could use alternate
standards if it could
show they were as
efficacious in promoting
and achieving quali of
care.

States would be
required to use a
uniform electronic data
base (using uniform
software developed by
the Board) for all
patient records for
stesmatic quality

review and outcomes

Within 6 years of
enactment, the State
comparative value
information programs
would be required to
include information on
quality and outcomes
data.

The Secretary would be
required to provide for
the collection and
analysis of data on cost,
quality, and outcmes.

The Seertary would
provide up to $10
million a year for

care.

to C!
drecomendations
reach on morenituring

ith n 3 years oer

en the availability of
opital daton i

electronic frtrtrm
electronic form.

The Commion (Board
under S.1579) woud be
required to etbl
minimum quality
standards that AHPs
would be required to
meet. HPPCs would be
required to conduct
enrollee satisfaction
surveys and monitor
enrol ee dienrolment
with HPs.

The Commission (Bord
under S. 1579) would
provide for submission
of information by a
spialized center of
care (which is organized
for he provision of
specific services) on the
quality of care provided,
including outcomes and
risk factors. The
information would be
analyzed and compared
with that of other
specialized centers and
other providers.

A new Agency for
Clinical Evaluations
would support research
on medical effectiveness,
conduct effectiveness
trials, maintain a

aion relating to
comparative value

nation systems,
as H.R. 3080/8.

Each health plan would
be required to have a
quality assurance
program meeting
standards established by
the Seretary; plans
would be required to
provide quality data,
including information
on outcomes and
effectiveness. Federal
research on
effectiveness and
outcomes would be
expanded.

The Secretary would
provide for subrission
of information by a
specialized center of
care (which is organized
for the provision of
specific services) on the
quality of care provided,
including outcomes and
ris factors. The
information would be
analyzed and compared
with that of other
specialized centers and
other providers.

A clearinghouse and
other registries on
clinical trials research
would be developed. A
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the Act on quality and
access. Alliances would
be required to publish
annual reports outlining
the performance of each
health plan on the set
of national measures of
quality performance.
They would also publish
the results of consumer
surveys.

The Council would
direct the Administrator
for Health Care Policy
and Research to develop
and review clinically
relevant practice
guidelines. The Council
would also direct the
Administrator to
support research
directly related to the
identified performance
measures.

The Board would
establish a National
Quality Consortium
which would establish
continuing education
programs, advise the
Board, the Council and
the Administrator, and
oversee the development
of regioal professional
foundations.

H.R. 1200/. 491
(McDermott/Wellstone)

analysis. Patient
confidentiality would be
proteted.

H.R. 1200: Existing
Federal requirements
for utilization review
would be replaced by
January 1, 1998.

S, 491: State programs
could require, as a
condition of payment,
certifications for
services comparable to
those required for
Medicare. A State could
establish a utilization
review program and
deny payment to the
extant services failed to
met coverage
standards; routine
utilization review for all
cass would not be
permitted.

H.R. 380/s. 1533
(Michel/Lott)

H.R. 3222/S. 1579
(Cooper/Breaux)

H.R. 3g98/S. 1743
(Stearns/Nickles)

clearinghouse
trials and rse
and assure sy
evaluation of <
well as new tr<

H.R. 3704/S. 1770
(W. Thomas/Chafe)

National Medical
Research Trust Fund
would be established
with funding from
voluntary transfers
from tax overpayments
and from specified
health-related civil
penalties

~
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The Medicare peer
review program would
be repeled.
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HR. 1200/S. 491
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H.R. 3080/8. 1533
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XIV. FRAUD XIV. FRAUD XIV. FRAUD XIV, FRAUD XIV. FRAUD

The Secretary and the
Attorney General would
establish a program: to
coordinate the functions
of the Attorney General,
the Secretary, and other
organizations with
respect to prevention,
detection, and control of
health care fraud and
abuse; to conduct
investigations, audits,
and similar activities
relating to the delivery
of and payment for
health services; and to
facilitate enforcement of
statutes applicable to
health care fraud and
abuse. The Secretary
and Attorney General
would coordinate with
all applicable law
enforcement agencies
and with health
alliances and health
plans.

An ll-payer health care
fraud and abuse
account would be
established in the
Treasury with funds
from fines and civil
penalties placed in the
account; account would

Current Federal
actions would apply

to State health security
programs in the same
manner as they now
apply to Medicaid.

A national health care
fraud ata base would
be established by the
Board; reporting and
disclosure requirements
would be coordinated
with those for the
malpractice data base.

Each State would be
required to establish a
State health care fraud
and abuse control unit
meeting specified
requirements.

Current limitatis on
physician self-referrals
expanded to additional
payers. (Provision
draftel before
enactmen of P.L. 103-
66.)

An all-payer anti-fraud
and abuse program
would be established in
the Inspector General's
Office: to coordinate
Federal, State and local
law enforcement
programs relating to
health care; to conduct
investigations, audits,
evaluations, and
inspections relating to
delivery of nd payment
for care; and to
facilitate enforement of
relevant statutes
Authorizes $100 million

No provisior
traua ana anue

sbesanctions would be
applied all fraud and

abuse against any
health insurance plan.

Federal criminal
penalties would be
-istblished for attempts
to defraud by a health
care provider. Reward
would be authorized for
information leading to
prosecution and
conviction.

established with Federal
anti-fraud and abuse
penalties deposit~ d to.
the Fund.

Federal health anti-
fraudand se
sanctions would be
aplid to all fraud and
abu against any
health benefit plan,

All payer fraud and
abuse control program
similar to H.R. 3080;
such funds as necessary
would be authorized.

Establishment of anti-
fraud and abuse trust
fund provision similar
to H.R. 3080.

Provision applying
Federal anti-fraud and
abuse sanctions to any
health benefit plan
similar to H.R. 3080. At
the same time, existing
fraud and abuse
sanctions would be
revised and
strengthened.

The Secretary would
establih a national
health care fraud and
abuse data collection
program for the
reporting of final
adverse actions (not
including settlements
where no finding of
liability was made)
against providers,
suppliers, or
practitioners. The
information in the
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database would be
available to the public,
Federal and State
agencies, and health
plans. The Secretary
would publish a listing
of adverse actions on a
quarterly basis.

Federal criminal
penalties would be
established for attempts
to defraud a health care
plan.

Federal criminal
penalties would be
established for attempts
to defraud by a health
care provider
Appropriations would be
authorized for at least
225 Federal Bureau of
Investigation (FBI)
agents and support
staff, at least 50 US.
attorneys and support
staff, and at least 25
staff in thenspector
General's offie to rk
on halth fraud
cases. Rewards would be

be used for covering
costs of prosecuting
health care matters and
conducting
investigations, audits,
inspections, and
evaluations. An HHS
Office of Inpector
General Asset
Forfeiture Proceeds
Fund would be
established with funds
used for investigations.

The fraud and abuse
control sanctions under
the Social Security Act
would apply to all
payers. (At the same
time, a number of
clarifying and
strengthening changes
would be made in the
existing provisions.)
The current Medicare
and Medicaid
limitations on physician
elf-referrals would

apply with respect to
health plans. (Changes
and clarifications would
also be made in these
provisions.)

Federal criminal
penalties would be
established for certain
fraudulent acts
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including attempts to
defraud an alliance or
plan, false statements,
bribery or graft, theft or
embezzlement of
alliance or plan funds,
or misuse of health
security card
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XV. MEDICARE

A. Medicare and
Revised System

Current Medicare
beneficiaries would
continue to be covered
under the existing
Medicare program as
they are today, except
that the working aged
would continue to be
covered under their
employer-paid plans and
could not enroll in
Medicare until they
ceased working.
Persons enrolled in an
alliance managed care
plan before becoming
Medicare eligible could,
on turning 65, choose to
remain in the plan and
continue to receive
comprehensive benefits
through the plan.
Medicare would pay the
plan 95 percent of what
it would have spent for
a comparable individual
choosing regular
Medicare coverage.

States with regional
alliance systems could
apply to the Secretary
to include all (or a

XV. MEDICARE

A. Medicare and
Revised System

Medicare would be
eliminated and current
beneficiaries would
become entitled to the
same comprehensive
benefits as all other
persons.

XV. MEDICARE

A. Medicare and
Revised System

Medicare HMO law
would be amended to
permit Medicare-only
HMOs. All Medicare
enrollees would be
permitted to enroll in
plans that provide
benefits through
provider netwo an
with lower cst-ari

XV. MEDICARE

A. Medic
Revised 8

CARE

rstem
kit?;lld

Lttl

The cretay of HHS
would conduct a study
on the feasibility of
permitting future
Medicare beneficiaries,

nce they turned 65, to
retain private insurance
coverage and receive, in
lieu of Medicare
benefits, certificates for
purchasing private
insurance.

XV. MEDICARE

A. Medcare and
Revised System

The Secretary of HHS
would develop a
legislative proposal for
enrollment of Medicare
beneficiaries in qualified
health plans. Current
Medicare beneficiaries
would have the option
of obtaining services
through their current
arrangements, or
enrlling in qualified
health plans with
payments not to exceed
the lesser of the actual
premium or 100 percent
of the per capit
payments made to
HMOs or other risk-
based plans. Medicare
HMO law would be
amended to encourage
greater enrollment in
HMOs and other
managed care
arrangements. All
Medicare enrollees
would be permitted to
enroll in plans
("Medicare select") that
provide benefits through
provider networks with
lower cst-sharing.
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portion of) Medicare
beneficiaries in the
alliances where they
would choose among
participating health
plans. States would
have to ensure that a
fee-for-service plan was
available that provided
the equivalent of
Medicare benefits at no
greater costto
beneficiaries than under
the regular Medicare
program. States
choosing to establish a
single-payer system
could also include
Medicare beneficiaries
in their system.

Medicare HMO law
would be amended to
encourage greater
enrollment in HMOs
and other managed care
arrangements.
Medicare could also
enter into contracts
with point-of-service
networks, under which
enrollees choosing to
use networks would pay
lower cost-sharing.
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B. New Medicare
Benefits

Medicare would be
amended to expand
coverage of services
provided by advance
practice nurses in
certain settings,

Medicare Part B
benefits would be
expanded to cover
outpatient prescription
drugs beginning in 1996.
The benefit would be
subject to a $250
deductible and 20
percent coinsurance, up
to an out-of-pocket limit
of $1,000 per year; low-
income beneficiaries
would receive assistance
with cost-sharing. The
deductible and out-of-
pocket limit would be
indexed to ensure that
the same proportion of
beneficiaries received
the benefit each year.
Medicare would receive
rebates from
manufacturers (except
for generic dru) equal
to the greater of (a) the
difference between
average retail and
wholesale prices or (b)

B. New Medicare
Benefits

Medicare would be
eliminated and
beneficiaries would
become entitled to the
comprehensive benefits
specified above.

B. New Medicar
Benefits

B. New Med
Benefits

No provision.

Medicar

ilson.

B. New Medeare
Benefits

No provision.

.care's Part B
lium would be
asked by $140 i
ce these ne
fits.
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17 percent of average
retail prices. The
Secretary could
negotiate rebates for
new drugs considered to
be overpriced, or could
exclude them from
coverage. The new
prescription drug
benefit would be
financed by an increase
in the Part B premium
to cover 25 percent of
its costs, with the
remainder financed by
general revenues.

C. Reductions in
Medicare Spending

The bill would reduce
Medicare payments to
providers; establish new
coinsurance
requirements for home
health and laboratory
services; increase Part
B premiums for
individuals with
incomes greater than
$90,000 and couple
with incomes greater
than $115,000; continue
the policy of requiring
Medicare to be
secondary payer to
private health
insurance; and require

C. Reductions in
Medicare Spending

Medicare would be
eliminated.

Reducti in
ledicnr Spending

Sart B The bill includes specific
d be proposals to reduce

Individuals Medicare payments to
greater providers and to
Sand increase Part B
inches premiums for

$125,000 individuals with
incomes greater than
$75,000 and couples
with incomes greater
than $100,000.

C. Reductions n
Medicare Spending

The bill would reduce
Medicare payments to
providers and would
establish new
coinsurance
requirements for home
health, sklled nursing
facility, and laboratory
services.

C. Reductions in
Medicare Spendng

The bill include specific
proposals to reduce
Medicare payments to
providers; to establish
new coinsurance

requirements for home
health and laboratory
services; to increase
Part B premiums for
individuals with
incomes greater than
$90,000 and couples
with incomes greater
than $115,000; and to
continue the policy of
requiring Medicare to
be secondary payer to
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all State and local
employees (ome of
whom are now exempt)
to pay the Medicare
hospital insurance
payroll tax.

private health
insurance.
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XVI. MEDICAID

Medicaid would
continue for persons
over 65 and persons
receiving cash benefits
under either AFDC or
SSI program. On behalf
of AFDC and nonelderly
SSI beneficiaries,
Medicaid payments
would be made to
regional alliances by the
Federal and State
governments. These
payments would be set
at 95 percent of the
State's previous per
capital spending for
providing the
comprehensive benefits
to AFDC and SSI
beneficiaries, updated
for inflation. AFDC and
SSI beneficiaries would
remain Medicaid-eligible
for items and services
not covered under the
comprehensive benefit
package.

Beneficiaries could
chooe any plan whose
premium was at or
below the weighted
average premium
(WAP). For those in
low cost-sharing plans,

XVI. MEDICAID

Current Medicaid
beneficiaries would be
integrated ito the
single-payer plan
effective January 1,
1995.

XVI. MEDICAID

Under an optional State
Health Allowance
Program (HAP), State
payments for premiums
to group health plans
could be included under
Medicaid if at least 1
plan was paid on a
capitation basis.
Federal payment would
be restricted to pa ent
for acute care erc
A State opting to
establish a program
would have t ver all
indiidua s with

exceed what would have
been spent without~ the
expansion. States
would be permitted to

usidize group heath
plan premiums for
individuals with
household incomes up
to 200 percent FPL,
requiring the
individuals to contribute
on a sliding scale basie.

XVI. MEDICAL

Medicaid would be
repealed effective
Januy 1, 1995. Under
aa new Federal program,
premium for acute
health care would be
paid for indiidu in
hoehold with
incoe up to 100

ringf low-

pesrent of the poverty
level and sliding ale

dbe minal.

studies would gradually

individuals with
incomes up to 200

percent of poverty.
Cost sharing for low-
income individuals
would be nominal.

States would gradually
asume responsibility
for Medicaid long-term
care services,
redirecting current
Medicaid acute care
spending to nursing
facility service,
intermediate care
facility services for the
mentally retarded, home
health care services,
and home and
community-based
services. Between 1995

and 1998, Federal
assistance would be

)ICAID

a ents for acute are
would be capped in FY

1995 at 20 per t
above Federal FY 1993
payment for similar

service. In subsequent
yea~r, the cap would be
2.5 peent above
increases in the
consumer price index.
States could apply for 5-
year renewable waivers
of any Medicaid
requirements in order
to establish innovative
and cost effective
programs for acute care
services.

XVI. MEDICAID

States would have the
option of providing
coverage to Medicaid
beneficiaries through
qualified health plans
instead of through the
State's Medicaid
program. For a
Medicaid-eligible
individual enrolled in a
qualified health plan,
the State would pay the
premium and cost-
sharing charges, subject
to the premium mt
for nonmedicaid
premium subsidies Of
a State's estimated
Medicaid population
receiving benefits under
AFDC or SSI, 15
percent could enroll in
health plans in each of
the first 3 year, and 10
percent more in each
succeeding year.
Enrollment limits could
be waived by the
Secretary.

Federal per capita
payments for acute care
Medicaid services would
be subject to a cap
based on FY 1994
Medicaid expenditures
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copayments would be
reduced to 10 percent of
amounts otherwise
applicable.

Other current Medicaid
beneficiaries would
enroll in health
alliances, either through
employers or as
individuals, and would
be eligible for income-
based premium
subsidies, but not for
cost-sharing reductions.
Each State would make
payments to the
alliances equal to the
State's previous costs
for furnihing benefits
to nonwelfare Medicaid
beneficiaries, updated
for inflation.

Medicaid coverage for
beneficiies over age 65
would not be modified;
Medicaid would
continue to serve as a
supplement to Medicare
for low-income seniors.
(See XVII for long-term
care.)

The bill would establish
a new State-
adminitered federally
funded program under

States would have more
flexibility to enroll
Medicaid beneficiaries
into managed care
arrangements.

available to Sta
meet the bill's
maintenance of
requirements.

excluding DSH
payments for the
services. The cap would
be increased annually
by 6 percent for each of
FY 1997-FY 2000 and by
5 percent for FY 2001
and thereafter.

The Medicaid
requirement for
payment adjustments to
disproportionate share
(DSH) hospitals would
be repealed as would
that portion of the so-
called Boren
amendment that
pertains to hospital
payments. The option
of making DSH
payments would be
phased out over FY
1996-FY 2000.

States would be given
more flexibility to
contract for coordinated
care services under
Medicaid.
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which low-income
children could receive
benefits comparable to
those currently
available under
Medicaid's Early and
Periodic Screening,
Diagnostic, and
Treatment program.
Income eligibility
standards would be
those currently used
under Medicaid for non-
AFDC children.
Funding would be
subject to limits based
on past spending for the
covered services.

The bill would establish
a Medicaid Commission,
with State and Federal
representation, which
would report within one
year after enactment on
options for converting
remaining Federal
Medicaid funding into a
block grant, integrating
long-term care services
with the acute care
furnished by health
plans, or consolidating
the institutional and
home-based components
of long-term care.
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XVIL LONG-TERM
CARE

A. New Federal
Program

The bill would establish
a new capped grant
program to the States
to cover home and
community-based care
for severely disabled
persons of all ages and
income levels. Four
categories of disabled
persons would be
eligible for services,
provided they require
assistance for at least
100 days: individuals
requiring help with
three or more activities
of daily living (ADLs),
individuals with severe
cognitive or mental
impairment, individuals
with severe or profound
mental retardation, and
severely disabled
children under the age
of 6. Federal grants to
the States would be
based on the State's
share of dsabled
persons, its low-income
population, wage levels,
and required State
matching rates. State

XVI. LONG-TERM
CARE

A. New Federal
Program

Long-term and chronic
care services, including
nursing facility, home
health, and home and
community-based care
would be included
among the
comprehensive benefits
covered by the national
program. Persons with
two or more ADLs
would be eligible for
home and community-
based care; children
under 18 would also be
eligible according to an
alternative standard of
disability developed by
the Board. Pa ents
for home and
community-based care
for an eligible individual
could not exceed 65
percent of the average
cot of nursing home
care. Pr 65 y s
of age ad older would
be required to pay a
monthly long-
term/health care
premium of $65, if their
incomes exceeded

XVII LONG-TERM
CARE

A. New Federal
Program

No provision.

XVII LO
CARE

LONG-TERM

A. Nw Federal
Program

No provision.

XVII LONGTERM
CARE

A. New Federal
Program

No provision.
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matching rates would
range from 5 to 22
percent of total
spending under the
program, with higher
shares paid by States
with above-average
income. Persons would
be required to pay
coinsurance on an
income-based sliding
scale. Federal funding
would be phased in over
a 7-year period,
beginning with $4.5
billion in FY 1996 and
reaching $38.3 billion in
FY 2003.

certain levels. H.R.
1200: Long-term care
services could be subject
to cost sharing

B. Medicaid and
Long-Term Care

All States would be
required to allow
nursing home residents
to qualify for Medicaid
through a spend-down
program. States would
be given the option of
allowing single
individuals in nursing
homes to retain up to
$12,000 in assets when
applying for Medicaid
coverage of their care.
The minimum personal
needs allowance for
persons in nursing

B. Medicaid and
Long-Term Care

No provision (Medi
would be repealed)

purchasing qualified
long-term ea e
insurance oies to

disregar, for purposes
of Mediid eligibility, a
certain amount of assets
that can be attributed
to private long-term
care insurance benefits.

B. Meadiid and
Lon-Term Care

Federal payments to the
States for Medicaid
covered long-term care
services would be
phased out over a 4-
year period.

B. Medicaid and
Long-Term Care

No provision.

B. Medicaid and
Long-Term Care

No provision.
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homes would be
increased from $30 to
$50 per month.

C. Private Lng-
Term Care Insurance

H.R. 1200/. 491
(McDermott/Wellstone)

C. Private lng-
Term Care Insurance

H.R. 80/S. 1533
(Michel/Lott)

C. Private Lng-
Term Care Insurance

H.R. 3222/S. 1579
(Cooper/Breaux)

C. P
Term

H.. 3098/8. 1743
(Stearn/Nickles)

HR. 3704/8. 1770
(W. Thomas/Chafee)

C. Private Long
Term Care Insurance

1. Tax Code
Clarfications

The tax code would be
amended to make the
costs of qualified long-
term care services
deductible to the same
extent that medical care
expenses are currently
deductible; these costs
would be deductible for
persons with two or
more ADLa or severe
cognitive impairment
Qualified long-term care
insurance premiums
and benefit payments
under these policies
would b eligible for the
same tax preferences as
health insurance and

policies would have to
meet a number of

requirements, including
having benefits of not
more than $150 per day
(adjusted for inflation in
future years). Policies

1. Tax Code
Clarifications

No provision.

1. Tax Code
Clarifications

The tax code would be
amended to make the
costs of qualified Iong-
term care services
deductible to the same
extent that medical
expense ar current
deductible th cts

1. Tax Cde
Clarifications

The bill would allow
accelerated death
benefits received under
a life insurance contract
to be excluded from
taxable income for those
persons who are
terminally ill or who ar
chronically ill and
confined to certain
facilities. Withdrawals
from individual
retirement plans and
401(k) plans would be
excluded from income if
used for long-term care
insurance premiums,
and exchanges of life
insuranc contracts for
long-term care
insurance contracts
would not be taxable.

and benefit payments
under these policies

would eligible for the
same tax preferences as
health insurance and
health insurance
benefits Policies would
have to meet a number
of requirements,
including covering
persons having two or
more ADLe or cognitive

. Tax Code
Clarifications

The tax code would be
amended to make the
costs of qualified long-
term care services
deductible to the same
extent that medical care
expense are currently
deductible; these costs
would be deductible for
persons living in
nursing homes having
three or more ADLa or
living at home and
having two or more
ADL. Qualified long-
term care insurance
premiums and benefit
payments under these
policies would be eligible
for the same tax
preferences as health
insurance and health
insurance benefits.
Qualified policies would
have to meet a number
of requirements,
including having
benefits of not more
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would have to meet
certain consumer
protection standards in
order to be eligible for
tax preferences. The
bill would allow
accelerated death
benefits received under
a life insurance contract
to be excluded from
taxable income for those
persons who are
terminally ill.

impairment for at least
90 days and having
benefits of not more
than $200 per day
(adjusted for inflation in
future years). The bill
would allow accelerated
death benefits received
under a life insurance
contract to be excluded
from taxable income for
those persons who are
terminally ill or who are
chronically ill and
confined to certain
facilities. itdrawals
from ividual

than $100 per day
(adjusted for inflation in
future years). Policies
would also have to meet
certain consumer
protection standards
The bill would allow
accelerated death
benefits received under
a life insurance contract
to be excluded from
taxable income for those
persons who are
terminally ill.

taxable

2. Long-Term Care
Insurance Standards

The Secretary of HHS
would be required to
promulgate regulations
that etabih Federal
consumer protection
standards for long-term
care insurance policies.

2. Long- er Care
Insanc Standa

No provi

gTerm- Care
rane Sndards

No proision.

2. Long-Term Care
Insurance Standards

No provision,

2. LongTerm Care
Insurance Standards

No provision,

2. Long-Term re
Insurance Standards

In order to be eligible
for tax preferences,
long-te.rm are policies
would have to meet
certain standards
specified in the National
Association of Insurance
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The bill specific certain
minimum standards
that the regulations
would be required to
address. Grants would
be available to States
for operating programs
to monitor compliance
of insurers with these
standards. In order to
be eligible for grants,
States would have to
review and certify all
policies sold in the
State, establish
procedures for reporting
and collecting data, and
prohibit the sale of any
policy that fails to
comply with standards.

D. Other Provision

Tax credits for the
working disabled would
be established to pay 50
percent of personal care
expense paid or
incurred, up to a
maximum of $15,000.
The maximum annual
tax credit would be the
lesr of 50 percent of
the maximum allowed
expenses ($7,500) or of
the tapayer's earned
income.

Coinmissioners'(NAIC)
Model Act and
Regulations as well as
other requirements. In
addition, insurers would
face tax penalties if
policies did not meet
certain other NAIC
standards and
requirements.

D. Other Provisions D. Other Provisio

No provision. to provision.

D. Other ProviPion

No provision.

D. Other Provision

No provision.
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The Secretary would be
required to conduct a
demonstration to test
the effectiveness of
various approaches to
financing and providing
integrated acute and
long-term care services,
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XVII, OTHER
FEDERAL
PROGRAMS

A. Military Health
Care

In addition to existing
health care services
provided by the
military, the Secretary
of Defense would be
allowed to establish one
or more Uniformed
Services Health Plans
to provide health care
services to active duty
members of the
uniformed services.

Plans would be required
to offer at least the
items and services in
the comprehensive
benefit package and
other health care
services that the person
would be entitled to in
the absence of the
Health Security Act,
and conform, to the
extent practicable, with
the requirements for
other health plans.

H.R. 1200/S. 491
(McDermott/Wellstne)

XVIII OTHER
FEDERAL
PROGRAMS

A. Military Health
Care

Civilian Health and
Medical Program of the
United States
(CHAMPUS) would be
eliminated after
December 31, 1994.

H.R. 3080/S. 1533
(MichellLott)

XVIII. OTHER
FEDERAL
PROGRAMS

A. Military Health
Care

No provision.

H.R. 3222/S. 1579
(Cooper/Breaux)

XVIII. 0TH
FEDERAL
PROGRAMS

H.R. 398/. 1743
(Stearns/Nickles)

)THER

o provision.

H.R. S704/5. 1770
(W. Thoma/Chafee)

XVIII. OTHER
FEDERAL
PROGRAMS

A. Military Health
Care

No provision.

~

ilitrv Health
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B. Department of
Veterans Affairs

In addition to the
existing health care
services provided by the
Veterans Affairs (VA),
the Secretary of VA
would be required to
organize health plans
and operate VA facilities
as or within health
plans under the Health
Security Act. The VA
health plans would be
required, to the
maximum extent

possible, to conform to
the requirements for
other health plans
under the Act, and
would be requiredto
provide the items and
services in the

comprehensive benefit
package. In addition,
the Secretary would be
required to provide
veterans with any
additional care and
services they are eligible
to receive under the VA
Medical System that
were not included in the
comprehensive benefit
package.

B. Department of
Veterans Affairs

Veterans would
continue to be eligible to
receive medical benefits
and services provided by
Veterans Affairs.

B. Department of
Veterans Affairs

No provision.

B. Departme
Veterans Affa

meant of
affairs

No pro

B. Department of
Veteran Affairs

No provision.
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Veterans with service
connected disabilities,
low-income veterans,
and other special
categories of veterans
who are enrolled in a
VA plan would not be
required to pay any
kind of cost-hare
charge (premium,
copayment, deductible,
coinsurance charge, or
other charge).

C. Federal
Employees Health
Benefits Program

The Federal Employees
Health Benefits
Program (FEHBP)
would be repealed as of
December 31, 1997.
FEHBP enrollees, active
employees and
annuitants, would be
required to enroll in a
health plan offered by
the regional alliance in
the area where they
reside.

The Federal
Government would be
required to offer
Federal employees and
future annuitants
eligibility to enroll in

C. Federal
Employees Health
Benefits Program

FEHBP would be
eliminated after
December 31, 1994.

C. Federal
Employees .
Beneft- Pre

s Health
rogram

Open AHPs would be
required enter into

agreement with OPM
Offer coverage under

FEHBP.

C. Federal
Employees Health
Benefits Program

Each health plan
offered under FEHBP
would be required to
meet the standards
applicable to large
employer plans, in the
same manner and as of
the me date that such
standards first apply to
large employer plans.

C. Federal
Employees Health
Benefits Program

FEHBP plans would be
required to mt the
standards applicable to
large employer plans, in
the same manner and
as of the same date as
such standards applied
to large employer plans.
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one or more FEHBP
supplemental plans
developed by the Office
of Personnel
Management (OPM).
Current annuitants
would be eligible to
enroll in a FEHBP
supplemental plan and
would be eligible for the
Government
contribution amount
toward the premium for
such a plan. These
supplemental plans
would reflect any
additional benefits last
generally afforded under
FEHBP that were not
part of the
comprehensive benefit
package.

D. Indian Health
Service

In addition to existing
health care services
provided by the Indian
Health Service (IHS),
Indiana, or a descendent
of a member of an
Indian tribe, an urban
Indian, or an other
categories of Indians
would be eligible to
enroll in a health plan
offered by the IHS. IHS

D. Indin Health
Service

Indians would continue
to be eligib to rcive
medical benefits and
services proved by or
through the IS.

D. Indian Helth
Service

No provision.

D. Indian Heath
Service

No provision.

D. Indian Health
Service

No provision.
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enrollees would not be
subject to any charge
for health insurance
premiums, deductibles,
copayments,
coinsurance, or any
other cost for health
services provided by the
IHS program. An IHS
health program could
also open enrollment to
family members of
eligible Indian enrollees.
Family members who
enrolled in an IHS
program would be
subject to all charges for
health care service.

All Indians would
remain eligible for any
additional benefits
provided by the IHS
that were not included
in the comprehensive
benefit package. The
IHS would not make
payments for premiums
charged for enrollment
in an applicable health
plan or any other cost
ofhealth services for
eligible Indians who do
not enroll in an IHS
program, but instead
enroll in an applicable
health plan.
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The Secretary would be
required to ensure that
the comprehensive
benefit package would
be provided by all IHS
health programs by
January 1, 1999 All
IHS health programs
would have to meet
those Federal
certification
requirements for health
plans determined by the
Secretary to apply. IHS
health services would be
integrated with the
alliance system to serve
eligible populations.



CRS-93

H.R. 3600/. 1757 H.R. 1200/. 491 IH,R. 3080/S. 1533 H.R. 3222/S. 1579 H.R. 3698/. 1743 H.IL 3704/S. 1770
(Administration plan) (McDermott/Wellstone) (Michel/Ltt) (Cooper/Breaux) (Stearns/NiEkles) (W Thomas/Chafee)

XIX.
UNDERSERVED
AREAS/
POPUATIONS

Additional
appropriations of $100 -
million per year would
be authorized for
community and migrant
health centers for each
of the FY 1995-FY 2000.
During the same 5-year
period, $2.7 billion
would be authorized to
be appropriated for the
development of
community health plans
and networks that
provide services in
health professional
shortage areas or to
members of medically
underserved
populations. Grantees
would be required to
eliminate nonfinancial
barriers to service and
provide "enabling
service s such as
transportation,
outreach, and patient
education. Additional
funds would be
authorized for the
provision of enabling
services by public and
nonprofit entities: $200

UNDERSERVED

POPULATIONS

Payment methodologies
established by the Board
would include incentives
to promote the
provision of services in
medically underserved
rural and inner-city
areas.

The basic capitation
payment made to
comprehensive health
service organizations
could be adjusted to
account for a
disproportionate
number of medically
underserved individuals
served by the
organization.

A State health securi
program could set
additional pa nt for
community-baed
primary re facility to
cover the of
serving pers who are
not coere uer the
plan, but whe health
care is mental to
community health and
control of communicable

XIX

UNDERSERVED
AREAS/
POPULATIONS

Health centers
(community or migra
health centers, or
health centers for the
homeless) that are
receiving grants under
the Public Health
Service (PHS) Act
would be authorized t
receive aditional
grants to (1) pro
the provision of off-sit

autnonzea tor tne
grants would be $100
million in FY 1994
incre d by $100
million per year to $5
million in FY 1998.
Each fiscal year, 10
percent of appropriate
amounts would have t
be used for off-site
services and 10 percex

to improve birth
outcomes. Up to 50

X.
UNDERSE
AREAS/
POPUIATI

Subject to approval of
it the Com ion (or

Board under . 1579),
Governor would be able
to designat rural and

to

r urban areas of their
States as underserved
area. A HPPC could

require an AHP to
include an underserved
area in i t rvic area

e and apply risk-
adjustmnent factors to
inrease c mpensation
to the AHP for serving
the area's residents.
The HPPC would

e increase payment to
such AHPs by the
ns amount of subsidy made

available by the State.

For each of FY 1995-FY
1999, $5 million would

00 be authorized to award
grants to support the
development of

d networks in
to undererved urban and

rural areas. For the
it development of AHPs in

rural areas, $75 million
would be authorized to

,IONS

orviiol

XIX.
UNDERSERVED

POPULATIONS

The bills would add 2
new sections to the PHS
Act. New section 330A
would provide for
allotment to States for
grants to community-
based primary health
care entities that serve
low-income or medically
underserved persons.
Funds would be allotted
to States according to a
statutory formula and
based on a State's needy
population and Federal
funds to the State's
health centers receiving
grants under section
329, 330, or 340
(community or migrant
health centers, or
health centers for the
homeless) of the PHS
Act.

New section 330B would
provide funds for
expanding federally
qualified health centers
and similar entities to
serve more medically
underserved,
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million for FY 1996,
$300 million for each of
FY 1997-FY 1999, and
$100 million for FY
2000. Loans and loan
guarantees for capital
costs would be
authorized for the
development of qualified
community health
groups--health plans or
practice networks that
are consortia of public
or private providers.

The bill would establish
an entitlement under
which $800 million per
year would be paid to
hospitals serving
vulnerable populations
(similar to DSH
hospitals under existing
Medicare and Medicaid
law). An eligible
hospital would be
identified by the State
and have a low-income
utilization rate of at
least 25 percent. Of the
total payable in a year,
75 percent would have
to be allocated to
hospitals for low-income
assistance, and 25
percent for assistance in
furnishing inpatient

disease. Also, additional
payments could be made
to cover costs for cae
management,
transportation, and
translation services.

percent of the
appropriated amounts
could be used for new
grants to health centers
under the PHS Act.

A new project under the
PHS Act would provide
50 percent matching
grants to increase
access to primary health
care. The grants would
be available to for
planning or
coordinating ervi
delivery in areas ith
up to 500,000 apple, a
significant num r of
wh are nome or

be appropriated in each
of FY 1995-FY999.

For each of FY 1995-
1999, $100 million

wt

and providing the
uniform set of benefits.

For each of FY 1995-FY
1999 $50 million would

payments to hospitals
serving ilnerable

populations. A hospital
that applied for and
accepted assistance
would have to agree to
serve all residents of the
hospital's area and
provide a significant
volume to services to
people unable to pay.

According to standards
developed by the
Commission (or Board
in 1579), 3 years after
enactment, a State
could identify an area
as chronically
underserved. In
cooperation with each
HPPC serving any

Authorization for the 2
new sections would be
$400 million for FY
1995, increasing by $400
million per year to $1.6
billion for FY 1998 and
FY 1999.

The Secretary of HHS
would be authorized to
conduct demonstration
projects under which
any Medicare and
Medicaid provisions
could be waived for the
operation of rural
health networks that
would service Medicare
and Medicaid
beneficiaries. Public
and private entities that
received waivers would
be eligible to receive
planning, development,
and operations grants
for the networks.
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portion of the
State could su
plan for addr
problems. Su
could limit th

services not covered
under the bill.

A clinic, hospital, or
health professional that
is federally funded,
located in a health
professional shortage
area, or providing
services to a medically
underserved population,
could be certified by the
Secretary of Healt and
Human Services as an
essential community
provider. For 5 years
from the time any
health plan is offered by
a regional alliance, each
health plan in the area
would be required to
enter into provider
participation
agreements with
essential providers in
the plan's area or pay
for services furnished by
such providers at
minimum specified
rates.
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(Administration plan)

XLK HEALTH
PROFESSIONS
EDUCATION AND
TRAINING

A. Graduate Medical
Education

Current financing of
graduate medical
education (GME) would
be replaced with a
national fund
established through
asesments on alliances
and Medicare.

The National Council
on Graduate Medical
Education would be
established to authorize
the number of residency
positions in primary
care and other medical
subspecialties, with the
goal of reaching 55
percent of residencies in
primary care speciaties
by the academic year
1998-1999. Each year,
the Council would be
required to make
allocations among
eligible residency
training programs of
the annual number of
specialty positions
designated for the year.

H.R 1200/8. 491
(McDermott/Welltone)

XX. HEALTH
PROFESSIONS
EDUCATION AND
TRAINING

A. Graduate Medical
Education

State health security
plans would be required
to establish an account
for funding health
professional education
in accordance with
guidelines established by
the Board.

The Board would be
responsible for
coordinating health
professional education
policies and goals, in
consultation with the
Secretary, to achieve
the national goal of 50
percent of medical
residents in residency
education programs in
primary care by not
later than 5 years after
enactment.

The Board would be
required to develop a
formula for rducing
payments to State
health security
programs (that provide

H.R. 080/S. 1533
(Michel/Lott)

XX. HEALTH
PROFESSIONS
EDUCATION AND
TRAINING

A. Graduate Medical
Education

H.R. 3222/S. 1579
(Cooper/Breaux)

XXL HEALTH
PROFESSION
EDUCATION
TRAINING

No provision.

H.R. 8698/. 1743
(StearnsfNickles)

,TH
IONS
DN ND

Qxatdlu
uct

No vision.

assessents on Aries
and Medicare.

The Health Care
Standards Commission
Bord under S. 1579)

uld be ruireto
approve residency
pitionst in medical
residency training
programs and determine
funding levels, allocate
the entry (first-year)
positions among
programs, and
determine the
appropriate total
number of entry
residency positions
allocated to the training
programs. The
Commission (or Board)
would establish the
amount of
reimbursement per
resident, and would be

--- ---

~ ~ ~I

H.R. 8704/S. 1770
(W. Thomaa/Chafee)

XX HEALTH
PROFESSIONS
EDUCATION AND
TRAINING

A. Graduate Medical
Education

The Secretary would be
required to establish
demonstration projects
in no more than 7
States and in no more
than 7 health care
consortia (in other
States). The demo
would test and evaluate
mechanisms to increase
the number and
percentage of medical
students entering
primary care practice
relative to nonprimary
care practice through
the use of Medicare's
funding for direct GME
payments The
Secretary would be
required to pay States
or consortia an amount
equal to the medical
education payments
participating hospitals
would otherwi have
received under
Medicare.



CRS-97

H.R. 3600/8. 1757 IrR 1200./S. 491 II.IL 3080/8 1533 H IL 3222/8 1579 H .R 3698/8. 1743 IIR. 3704/S. 1770
(Administration plan) (Merhotttu(tone) (Mlihel/ott) (Cooper/B (Sear/Nickles) (W. TI ho s/iChafee)

The Council would be
required to consider the
historical distribution of
approved physician
training programs and
the underrepresentation
of minority groups in
medicine generally and
in the various medical
specialties.

Primary health care
would include the
medical specialties of
family medicine, general
internal medicine,
general pediatrics, and
obstetrics and
gynecology.

Funding for GME
programs would be
determined by Federal
formulas.

The Secretary would
also be required to
make payments to
qualified academic
health centers (AHCs)
of qualified teaching
hospitals to assist these
institutions with cosS
that are not routinely
incurred by other
providers, but are the
result of the academic
nature of such

allowed to
payments
whether a

for payments to medical
resideny education
programs) that failed to
meet the primary care
goals established by the
Board.

Primary care
residencies would
include programs of
family practice, general
practice, general
internal medicine, or
general pediatric.

The Board would be
required to establish an
Advisory Committee on
Health Professions
Education to advise the
Board on health
professions education,

Primary care would
include the medical
specialties of family
medicine, general
internal medicine, and
general pediatric, and
could also include
obstetrics and
gynecology if the care
was perso-centered,
comprehensive care that
was not organ or
problem specific.provide physician

retraining in prim
care for phycia
completed training
nonprimary care
residency.

Funding for residency
training would come
from an assement
against gross premiums
of AHPs of one percent
and a Medicare
payment equal to one
percent of the prior
year Medicare program
expenditures. These
funds would be entered
into the National
Medical Education
Fund in the Treasury
and be used to fund
medical residency
training and physician
retraining programs
beginning July 1, 1995.
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institutions. These
costs would include the
costs resulting from the
reduced productivity of
the faculty due to
teaching responsibilities,
uncompensated costs of
clinical research, and
the exceptional costs
associated with the
treatment of health
conditions that teaching
facilities would have
specialized expertise
including rare diseases
unusually severe
conditions, and other
specialized care.
Qualified institutions
would be required to
submit a request for
payment to the
Secretary, and the

Secretary would
determine if the
payment was necessary.

Funding for GME and
AHC payments would
be drawn from (a) an
assessment on regional
alliance health plans
and on multi-employer
corporate alliances
equal to 1.5 percent of
premiums; (b) transfers
from the Treasury of a
portion of 1 percent
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H.K 3600/8. 1757
(Administration plan)

payroll tax on corporate
alliances; and (c)
transfers from the
Medicare trust funds.
Direct Medicare
payments for GME
would be eliminated.

H.] 1200/, 491
(McDermottiWellstone)

H.R 3080/. 1533
(Michel/LotOt)

H.R. 3222/S. 1579
(Cooper/Breaux)

H.R. 3698/S. 1743
(Stearns/Nickles)

H.. 3704/S. 1770
(W. Thomas/Cafee)

B. Heath
Professions
Education and
Training

In addition to current
appropriations
authority, the National
Health Service Corps
(NHSC) program
authorizations of
appropriations would be
increased by $50 million
for FY 1995; $100
million in FY 1996; $200
million for each year
from FY 1997-FY 2000.
Of the amount
appropriated for the
NHSC, the Secretary of
HHS would be required
to reserve such amounts
as necessary to ensure
that the number of
nurses being educated
or serving in the NHSC
be increased to 20
percent of the ttal
number of individuals
participating in the

B. Heath
Professions
Education and
Training

The Board would be
responsible for reaching
the national gal of
assuring an adequate
supply of midlevel
primary care
practitioners (clinical
nurse practitioners,
certified nurse
midwives, physician
assistants, or other
nonphysician
practitioners as
authorized to practi
under Sta la)
employed in the health
care mytem by Jan
1, 2000. In order to
meet the national goa
for midlevel
practitioners, th Board
would be required to
advise the PS on
funding allocations for
programs under titles

B. Health
Professlonis
Education and
Training

No provision.

B. health
Professions
Education and
Training

No provision
appropriations for the

National Health Service
Corp horhip a
loan repayment
programs would be:
millionn for FY
1995; $175 million for
FY 1996; $200 million
for FY 1997; $225
million for FY 1998; and
$250 million for FY
1999.

Authority for
appropriations for the
Area Health Education
Center Program would
be increased to $30
million for each year
from FY 1995-FY 1999,

Program authority
would be extended for
the following PHS Act

B. Health
Professions
Education and
Training

Funding for the NHSC
program would be
specified at $120 million
for FY 1993-FY 1994,
and continue to be for
such sums as may be
necessary for each year
from Y 1996-FY 1998.
One-third of total
appropriated funds
would be required to be
made available to the
NHSC Grants for State
Loan Repayment
Program.

Program authority and
appropriations
authority would be
extended and increased,
respectively, for
specified programs
under titlesVII and VIII
of the PHS Act
supporting primary care

~ ~
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NHSC scholarship and
loan repayment
programs.

The National Council
on Graduate Nurse
Education would be
required to authorize
graduate nurse training
programs (nurse
practitioners, nurse
midwives, nurse
anesthetists, clinical
nurse specialists), and
positions, as well as
allocate funding for
institutional costs of
graduate nurse training.

Authorizes $400 million
in appropriations for
additional funding of
programs authorized in
titles VII and VIII of the
PHS Act. These funds
would support the
training of additional
primary care physicians
and physician
assistants, including
projects to enhance
community-based
generalist training for
medical students,
residents, and practicing
physicians; retraining
midcareer physicians
previously certified in a

grant progrn
FY 1999: P
and Prevent
Medicine: F:

VII and VIII of the PHS
Act and the NHSC, in
order to increase the
supply of health care
providers,

The Board would also
be required to
commission a study of
the potential benefits
and disadvantages of
expanding the scope of
practice authorized
under State laws for
midlevel practitioners,

Funding for health
professions education
and training would be
made by the Board from
the Trust Fund to PHS,
with 50 percent of funds
allocated to the NHSC.

tracts;
ner and

The S~retr would be
reuird to obligte not
ess tha 1 percent of
annual appropriations
for the Agency for

ealth Care Policy and
Research to conduct
and support research in
primary care.

physicians, nurse
practitioners and
physician assistants. A
program for physician
assistant scholarships
would be created to
award grants to
individuals, with
preference given to
individuals who are
residents of health
professions shortage
areas.

The Secretary would
also be required to
award grants to States
or nonprofit entities to
fund not less than 10
demonstration projects
to evaluate one or more
of the following: State
mehanisms, including
changes in the scope of
practice laws, to
enhance the delivery of
primary care by nurse
practitioners or
physician assistants; the
feasibility of re-traing
subspecialist physicians
to dliver p ary care
services; and State
mechanisms to increase
the supply or improve
the distribution of
primary care providers.
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nonprimary care
medical specialty; to
expand the supply of
physicians trained to
serve in rural areas,
community settings,
managed care, cost-
effective practice
management,

continuous quality
improvement, and for
other purposes. Tness
programs would also
support projects to
increase the number of
underrepresented
minority and
disadvantaged persons
in medicine and other
health professions, and
projects to support
midlevel provider
training and addre
nursing workforce
needs.

In addition, $200 million
would be authorized to
be appropriated for
programs carried out by
the Secretary of Labor,
including retraining and
upgrading the skills of
health care workers,
and other workforce
adjustment programs.
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Jointly, the Secretaries
of HHS and Labor
would be required to
establish an office, the
National Institute for
Health Care Workforce
Development, to make
recommendations on
the supply of health
care workers and on the
impact of health reform
on such workers and
the need for education,
training, and other
career development
needs,

:rspnp,


