
 
 

   
 

Monthly Report to 

Oregon Health Policy Board 

March 5, 2009 

 

Bruce Goldberg, M.D. 

 

 
 

 

I.  PROGRAM AND KEY ISSUE UPDATES 
 

 

Healthy Kids Plan 
 

Enrollment 

 

� Through January, we've enrolled about 34,909.* 

 

o A 13% increase in enrollment since June, about a 19% increase since 

January last year. 

 

o This puts us slightly ahead of our target for January and well on the 

way to achieving our goal of 80,000 kids by December. 

 

 

*Note: Numbers do not yet reflect KidsConnect – OHP only through January. 

 

Program Expansion 

 

� KidsConnect, low cost private insurance option for moderate income families, 

is now enrolling children in coverage.  
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o This means we're now offering low cost coverage to families up to 

300% federal poverty level or $66,000 for family of four (same as 

median family income in Portland). 

 

o Rates are affordable: Range from $18 to $42 for one child / $31 - $73 

for two to four kids depending on family income / plan selected (see 

Attachment 1). 

 

o Most areas of state have choice between a statewide carrier 

(PacificSource) or regional carriers (Clear One, Kaiser, Samaritan and 

Trillium).  

 

Marketing 

 

� Paid media campaign continues to roll out. Have transportation ads up and 

down the state. Radio ads and more billboards are in production. 

 

o Thanks to a federal grant (HRSA-SHAP), conducting message testing of 

materials and ads with families starting this month, including testing 

with Spanish-speaking families.  Will refine materials / marketing based 

on their feedback. 

 

o Working with a Latina marketing consultant to create Spanish language 

materials, website and ads that are not just translations of English 

materials.  Materials will be in several other languages. 

 

Outreach 

 

� Awarded grants to a total of 27 community based organizations around the 

state.  

 

o Good geographic representation among grantees and most of them are 

focused on reaching out to communities of color, historically hard to 

reach communities and other communities underrepresented on health 

plan. 

 



Oregon Health Authority 

 

 

 

 Page 3  

� Continue to do aggressive outreach to community organizations to enlist their 

help in outreach. 

 

o To date, Office of Healthy Kids has trained over 550 people around the 

state on Healthy Kids and how they can help families apply. 

 

o Establishing regional collaboratives, so grantees, application assisters and 

other community partners doing outreach in regions of the state 

coordinate with and support each other. 

 

� Hired Schools Campaign Coordinator who will begin work on school campaign 

mid-March. 

 

� Oregon's outreach efforts continue to receive national attention:  

 

o The Georgetown Center for Children and Families is highlighting our 

work at a conference of western states in early April. 

 

o CMS has invited the Office of Healthy Kids to present our “promising 

practices” in a webinar on outreach and enrollment. 

 

 

OHP Standard  
 

� As of January 15, 2010, there were 25,188 adults enrolled in OHP Standard. 

 

� As of Friday, February 26, there were nearly 78,000 names on the reservation 

list.  About 20,000 are “opt-ins”
1
 from the 2008 list, and about 58,000 are from 

new sign-ups.  

 

                                                 
1 This is the group of people who were on the 2008 reservation list and affirmed they wanted to 

be on the new list. 
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� DHS has completed four random drawings:  November 2009 when we drew 

2,000 names from the opt-in list only and January and February when we drew 

2,000 names each from the full list.  The fourth was March 1, with a drawing of 

6,000 names.  Through April, we will draw progressively more names, allowing 

us to ramp staffing up for the increase.  Note: not all names that are drawn 

end up qualifying for the health plan.  

 

� The department is in the process of conducting a statewide campaign to 

encourage and assist more uninsured adults in Oregon to sign up, with the 

help of community partner organizations throughout the state and a grant 

from the federal Health Services and Resources Administration (HRSA).  

 

� The biennial goal is to have an enrollment of 60,000 people in the OHP 

Standard program by June 30, 2011. 

 

� We will draw 8,000 names in April.  After that, resources and systems will be 

ramped up to process much larger numbers, so we can likely look for drawings 

of 10,000 or more, depending on how uptake runs for April and the following 

few months.    

 

 

Transition to/Formation of OHA 
 

On track.  

 

 

Legislative Session 

 

A list of health related legislation is attached (see Attachment 2).  Given the short 

session, there was no large scale health reform activity.  Of particular note, 

however, was a bill to extend Oregon Health Plan for children “aging out” of the 

foster care system.  Health benefits were extended to age 21 and they are no 

longer cut off from health benefits at age 18.  Many of these children are high risk 

and many have serious mental health conditions.  In addition, a bill was passed to 

provide us legislative authority to administer any federal funds that might come 

to Oregon to extend coverage to individuals in high risk pools. 



Oregon Health Authority 

 

 

 

 Page 5  

Federal Health Reform 
 

We had a White House Briefing on the President’s plans on March 3.  In addition 

to outlining plans for passing reform legislation through a reconciliation process, 

staff outlined some of the issues that are likely to be highlighted in a 

reconciliation process.  Of note is that there will be efforts to help provide an 

early start on some reform efforts such as resources to states to get health 

insurance exchanges up and going.  As more develops we will keep you posted.   

An outline of the President’s plan is in Attachment 3.   

 

The board’s letter to the delegation regarding early pilots was well received.  

Unfortunately, it appears that the reconciliation process as currently outlined will 

offer little opportunity for our delegation to get these types of changes.  If that 

changes, I will let you know.  We are now trying to pursue with executive branch 

staff.  On Thursday I spoke with U.S. Health and Human Service leadership about 

opportunities for demonstration projects.   

 

 

Board Committee Progress 

 
Health Care Workforce Committee 

Chair:  John Moorhead, MD 

Vice-Chair:  Ann Malosh 

 

The Oregon Healthcare Workforce Committee held its first meeting February 23.  

The committee reviewed its charter and by-laws and discussed an initial work 

plan, which will be finalized at the next meeting.  Committee members also heard 

from the Employment Department about current trends in health care workforce 

demand and supply and received an update about the health care workforce 

database created by HB 2009.   The next meeting is scheduled for March 31 from 

9 a.m. – noon, location to be determined.  
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State Health Improvement Program Committee 

Chair:  Tammy Bray 

Vice-Chair:  Lila Wickham 

 

The Oregon Health Improvement Plan Committee's first meeting will be Tuesday, 

March 30, 2010, 10 a.m. - 4 p.m. in Salem (specific location TBD).  The agenda will 

include orientation to the charter, approval of by-laws, discussion of core values, 

principles and issues for the committee's work, and review of the work plan and 

organizational structure for the health improvement plan.  Dates for subsequent 

meetings will be determined by mid-March.  

 

 

Public Employers Health Purchasing Committee 

Chair:  Steve McNanny 

 

The Public Employers Health Purchasing Committee held its initial meeting on 

Monday, March 1, from 1 p.m. to 4 p.m. in Wilsonville at the Clackamas 

Community College Training Center.  All members of the committee were present 

either in person or via telephone conferencing. 

 The agenda items included: 

� Presentations by Denise Honzel, health care consultant, on the Health 

Leadership Taskforce Medical Home Pilot project and Jeanene Smith, 

MD on the Patient-Centered Primary Care Home Standards work group 

report. 

� Review and discussion of the statutory provisions governing the 

committee, its charter and by-laws. 

� Review of analysis of public employer aggregated lives by county to 

demonstrate the value of collaboration and coordination among public 

employers in local health care markets. 

� A presentation by Joan Kapowich, PEBB/OEBB Administrator, on the 

purchasing visions and principles of both PEBB and OEBB. 

� Discussion of how to engage organized labor representatives into the 

work of the committee. 
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Next meetings are planned for April, May, June and September.  Dates and times 

to be determined by survey of committee. 

 

 

Health Incentives and Outcomes Committee 

Co-Chairs:  Denise Honzel and John Worcester 

Chair, Payment Reform Subcommittee:  Bart McMullan 

Chair, Quality and Efficiency Subcommittee:  Glenn Rodriquez, MD 

 

The Health Incentives and Outcomes Committee was chartered and membership 

confirmed at the February Health Policy Board meeting.  The committee will hold 

its organizational meeting in late March or early April.  The meeting date is being 

determined by survey of the committee. 

 

 

 

II. BUDGET 

 
Will be providing budget reports on a bi-monthly basis. 

 

 

 

III. HEALTH CARE PERFORMANCE 
 

As I indicated last month, one of our primary challenges is to bring together data 

from across programs that are joining the Health Authority.  As we continue to 

work on that, this month I will take this opportunity to update you on some of the 

strategies we are developing to reduce or at least better control the per capita 

cost of health care (one of our “triple aims”) within the Oregon Health Authority 

programs.  The list below outlines some initial thinking and work and is by no 

means exhaustive or final.    

 

As we seek to better align our health care purchasing, Attachment 4 provides you 

a sense of the “presence” of public employers in the market around the state. 
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Identifying and Better Controlling High Cost or High Variation Services 

 

Barney Speight is reviewing data and meeting with health plans and clinicians to 

discuss health care services that might be candidates for development of 

evidence based or best practice “guide posts.”  At the same time, we are working 

toward convening groups of clinician experts to develop those guides.  The 

products of this effort will be first integrated into utilization management of PEBB 

and other state purchased health plans, followed by working collaboratively with 

other public and private purchasers and domestic health plans to use uniformly. 

 

 

Payment Reform 

 

We are developing an initial list of payment methodologies that can provide 

better value.  These will be presented to leaders from PEBB and OEBB to use in 

discussions with various health systems.  We will dovetail these efforts with the 

Payment Reform Subcommittee and in discussions with plans providing services 

within the Oregon Health Plan.  

 

 

Patient Centered Primary Care Homes 

 

Developing a common approach to primary care medical homes is a key part of 

our strategy to help control costs and improve quality.  PEBB and OEBB will be 

participating in the pilot project sponsored by the Health Leadership Task Force 

(HLTF) and participating health plans.  We are also developing plans for 

supporting this in our Medicaid program.  OHA staff is working closely with HTLF 

on selection of clinics participating in pilot project. 

 

 

Value Based Benefit Design 

 

OEBB is reviewing the whole range of services that may be subject to additional 

cost sharing due to limited evidence of effectiveness and will develop a plan to 

introduce some such services as “value based.” 
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Pharmaceutical Costs 

 

On January 1, The Oregon Prescription Drug Program launched a Government 

Purchasing Organization.  This creates a new bulk government discount that 

OEBB, SIAF and OHSU are taking advantage of.  It will save approximately $1 

million statewide per year. 

 

In the final stages of developing a 340B pricing proposal for specialty drugs within 

OHP.  This should go out to bid on May 1 and will save about $500,000/year. 

 

Beginning to look at opportunities to better align the multiple preferred drug lists 

currently utilized.  This will help decrease administrative expenses to providers 

and get better value.  

 

 

Public Purchasers Committee 

 

Update provided earlier. 

 

 

Engaging with Local Health Systems 

 

We have begun to identify and have discussions with communities that have or 

are organizing local health system forums for discussions with purchasers, payers, 

providers and others in the community.  These forums hold promise for a venue 

in which to discuss long term transformation of local systems of care.   

 

 

Connecting Health Information 

 

Statewide strategies are being developed through HITOC as presented at the last 

meeting. 
 
 
 

 



2010 Monthly Premium Rates for Healthy KidsConnect 

 

Five carriers are participating in Healthy KidsConnect: one statewide carrier (PacificSource) and 

four regional carriers (Clear One, Trillium, Kaiser and Samaritan). Most families will have the 

choice between the statewide carrier and a regional carrier. Following are the full premium 

rates for each carrier. Note that all but one carrier charge a higher rate for children under two. 
 

 

Rate per Child Carrier 

Ages 0 – 24 Months Ages 2-18 

PacificSource $464 $233 

Clear One* $271 $202 

Trillium $475 $265 

Kaiser $282 $282 

Samaritan $357 $165 

*Average of rates for seven different service areas. 

 
Families above 300% of the Federal Poverty Level ($66,157 for a family of four) will pay the 

full cost rates for each child they wish to enroll in coverage. 

 

 

 

Premium Share Rates for Families between 200 and 300% FPL 

Children in families between 200 and 300% of the Federal Poverty Level will  

receive a sliding scale subsidy for the cost of their premium. 

 
   Families between 201 and 250% FPL* will receive a 90% subsidy and pay: 

Regional Carriers Family Size Statewide Carrier Rate 

(PacificSource) Range of Rates Average Rate 

1-child $25 $18 - $28  $22 

2-4 children $43 $31 - $49 $38 

5 or more children $62 $45 - $70 $54 

  *$44,101 - $55,128 for family of 4 

 

 

   Families between 251 and 300% FPL* will receive a 85% subsidy and pay: 

Regional Carriers Family Size Statewide Carrier Rate 

(PacificSource) Range of Rates Average  Rate 

1-child $38 $27 - $42 $33 

2-4 children $66 $47 - $73 $57 

5 or more children $95 $67 - $105 $81 

  *$55,129 - $66,156 for family of 4 

 

Attachment 1 



 

 

 

Key Health & Health Care-Related Bills Passed by the Legislature 

February 2010                                                                                                

Bill # Summary Chief 

Sponsor 

HB 3626 Directs Department of Education (DOE) to establish vision screening pilot 

program in three school districts.  Vision screening programs in schools help 

identifying students with visual impairments that can affect the physical, 

intellectual, social and emotional development of children.  

Kotek 

HB 3631 Prohibits insurers from treating injuries from sexual violence as a preexisting 

condition for coverage, underwriting or rating purposes, thereby ensuring 

that survivors’ access to insurance will not be affected by seeking treatment 

for the violence perpetuated against them. Also provides clarification to 

current law that the protection against discrimination applies to physical as 

well as mental injuries sustained as a result of the violence, and to treatment 

obtained as a result of the violence. According to the Attorney General’s 

Sexual Assault Task Force, approximately one in six Oregon women will 

experience sexual assault in her lifetime. Increased health care costs as a 

result of sexual assault include mental health care, and disease processes 

resulting from drugs, nicotine and alcohol addiction, heart disease and 

hypertension.  

VanOrman 

HB 3639 Creates the Primary Care Services Program to provide loan repayments to 

primary care providers who agree to practice in qualifying practice sites. The 

loan repayment program will be administered by OHSU’s Office of Rural 

Health and will have distinct methods for distributing funding for rural and 

urban providers. Also makes Naturopathic Doctors eligible for the program. 

Becomes operative July 1, 2011. No funding was appropriated fort he current 

biennium. 

Smith 

HB 3642 Allows a group of supervising physicians to collectively supervise physician 

assistant rather than linking specific physician assistants to specific 

supervising physicians.  

Nathanson 

HB 3659 Positions Oregon to be eligible to receive approximately $50 million should 

federal health care reform pass as current envisioned in the Senate bill. 

Establishes the Temporary High Risk Pool Program and program fund to be 

administered by the Oregon Medical Insurance Pool Board (OMIP Board). 

Authorizes Oregon Health Authority to seek approval from U.S. Department 

of Health and Human Services for federal funding for the program if federal 

funding becomes available. National health reform legislation proposals have 

Holvey 

Attachment 2 
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Key Health & Health Care-Related Bills Passed by the Legislature 

February 2010                                                                                                

Bill # Summary Chief 

Sponsor 

included an expansion of state high-risk pools as an interim way to make 

health insurance available to more uninsured people prior to the expansion 

of Medicaid. Sunsets January 2, 2016. 

HB 3664 Extends health care coverage through the Oregon Health Plan to former 

foster children until they are 21. Costs to be covered with receipts from the 

one percent premium assessment on commercial insurers. 

House 

Health 

Care 

Committee 

HB 3665 Prohibits dental service contracts from restricting the prices a dental health 

services provider may charge an enrollee of the plan for noncovered 

services. Nationally, a number of companies that sell dental benefit plans 

have required, as part of their contract with dentists that these dentists give 

a discount for services to a plan enrollee for services not covered by the 

plan.  

House 

Health 

Care 

Committee 

HB 3666 Permits electronic administration of small employer group or individual 

health insurance and authorizes the Director of the Department of 

Consumer and Business Services to approve discounted rates for electronic 

administration of health insurance. Specifies that an insurer who elects to 

offer discounted rates for a health insurance plan utilizing electronic 

administration must include the schedule of as part of rate filing. The rate 

discounts may be graduated and must be proportionate to the amount of 

administrative cost savings the insurer anticipates as a result of the use of 

electronic transactions. 

House 

Health 

Care 

Committee 

SB 1003 Allows Department of Consumer and Business Services to grant an 

exemption from 95 percent retention rate requirement for association 

health plan according to rules adopted by director. The passage of House Bill 

3321 (2007) allowed group health insurers more flexibility in selling 

association and trust health benefit plans to small employer groups. The bill 

established protections to keep groups insured under these plans from 

losing coverage due to high claims, and made out-of-state association and 

trust health plans subject to the same requirements as Oregon-based 

associations. The bill also prohibited associations and insurers from denying 

membership or coverage to any small employer group based on health; 

limited how much the initial premium rate may vary between groups of 

small employers; required associations to maintain retention rates of 95 

percent (or follow the more stringent regulations of small group health 

Monnes 

Anderson 



 3 

Key Health & Health Care-Related Bills Passed by the Legislature 

February 2010                                                                                                

Bill # Summary Chief 

Sponsor 

insurance laws); and, required DCBS to monitor association health plans. The 

provisions of HB 3321 sunset in 2014 to allow the Legislative Assembly to 

evaluate its impact on Oregon’s health insurance market. Some associations 

have reportedly been struggling to maintain a 95percent retention rate, and 

some have failed altogether. Senate Bill 1003 allows associations to seek a 

waiver of the retention rate. DCBS would establish standards to review the 

requests. 

SB 1025 Requires radon-resistant construction standards for residential and 

commercial buildings. Radon gas is the second leading cause of lung cancer. 

Dingfelder 

SB 1046 Allows licensed psychologists, who meet certain requirements, to prescribe 

certain medications. Establishes a Committee on Prescribing Psychologists, 

within the Oregon Medical Board, to develop a formulary of approved drugs 

and make recommendations on training programs, qualifications, address 

complaints and report on the program.  

Senate 

Health 

Care 

Committee 

SB 1047 Exempts health insurance policies delivered or issued for delivery outside of 

Oregon from the one percent premium assessment on commercial insurers. 

As originally written, out-of-state health care purchasers that cover Oregon 

residents would have to track and be assessed for each Oregon premium. 

Premiums being exempted by this bill were not in the original revenue 

projections for HB 2116. 

House 

Health 

Care 

Committee 
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THE PRESIDENT’S PROPOSAL 
February 22, 2010 

 
The President’s Proposal puts American families and small business owners in control of 
their own health care. 
 

• It makes insurance more affordable by providing the largest middle class tax cut for 
health care in history, reducing premium costs for tens of millions of families and small 
business owners who are priced out of coverage today.  This helps over 31 million 
Americans afford health care who do not get it today – and makes coverage more 
affordable for many more.     

 
• It sets up a new competitive health insurance market giving tens of millions of Americans 

the exact same insurance choices that members of Congress will have. 
 

• It brings greater accountability to health care by laying out commonsense rules of the 
road to keep premiums down and prevent insurance industry abuses and denial of care.   

 
• It will end discrimination against Americans with pre-existing conditions. 

 
• It puts our budget and economy on a more stable path by reducing the deficit by $100 

billion over the next ten years – and about $1 trillion over the second decade – by cutting 
government overspending and reining in waste, fraud and abuse. 
 

 
The President’s Proposal bridges the gap between the House and Senate bills and includes 
new provisions to crack down on waste, fraud and abuse.   
 
It includes a targeted set of changes to the Patient Protection and Affordable Care Act, the 
Senate-passed health insurance reform bill.  The President’s Proposal reflects policies from the 
House-passed bill and the President’s priorities.  Key changes include: 
 

• Eliminating the Nebraska FMAP provision and providing significant additional 
Federal financing to all States for the expansion of Medicaid; 

• Closing the Medicare prescription drug “donut hole” coverage gap; 
• Strengthening the Senate bill’s provisions that make insurance affordable for 

individuals and families;  
• Strengthening the provisions to fight fraud, waste, and abuse in Medicare and 

Medicaid; 
• Increasing the threshold for the excise tax on the most expensive health plans 

from $23,000 for a family plan to $27,500 and starting it in 2018 for all plans; 
• Improving insurance protections for consumers and creating a new Health 

Insurance Rate Authority to provide Federal assistance and oversight to States in 
conducting reviews of unreasonable rate increases and other unfair practices of 
insurance plans. 

 

TLEMMAN
Typewritten Text
Attachment 3

TLEMMAN
Typewritten Text
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A detailed summary of the provisions included in the President’s Plan is set forth below: 
 
Policies to Improve the Affordability and Accountability  
 
Increase Tax Credits for Health Insurance Premiums.  Health insurance today often costs too 
much and covers too little.  Lack of affordability leads people to delay care, skip care, rack up 
large medical bills, or become uninsured.  The House and Senate health insurance bills lower 
premiums through increased competition, oversight, and new accountability standards set by 
insurance exchanges.  The bills also provide tax credits and reduced cost sharing for families 
with modest income.  The President’s Proposal improves the affordability of health care by 
increasing the tax credits for families.  Relative to the Senate bill, the President’s Proposal 
lowers premiums for families with income below $44,000 and above $66,000.  Relative to the 
House bill, the proposal makes premiums less expensive for families with income between 
roughly $55,000 and $88,000.  
 

House Senate President's Proposal
From: To:

$22,000 $29,000 1.5% 2.0% 2.0 - 3.0%
$29,000 $33,000 1.5 - 3.0% 4.0 - 4.6% 3.0 - 4.0%
$33,000 $44,000 3.0 - 5.5% 4.6 - 6.3% 4.0 - 6.3%
$44,000 $55,000 5.5 - 8.0% 6.3 - 8.1% 6.3 - 8.1%
$55,000 $66,000 8.0 - 10.0% 8.1 - 9.8% 8.1 - 9.5%
$66,000 $77,000 10.0 - 11.0% 9.8% 9.5%
$77,000 $88,000 11.0 - 12.0% 9.8% 9.5%

Ranges from 133-150% of poverty, then 150-400% of poverty in 50% increments, rounded to the nearest $1,000

Tax Credits: Maximum Percent of Income Paid for Premiums
Income for a Family of Four

 
 
The President’s Proposal also improves the cost sharing assistance for individuals and families 
relative to the Senate bill.  Families with income below $55,000 will get extra assistance; the 
additional funding to insurers will cover between 73 and 94% of their health care costs.  It 
provides the same cost-sharing assistance as the Senate bill for higher-income families and the 
same assistance as the House bill for families with income from $77,000 to $88,000. 
 

House Senate President's Proposal
From: To:

$29,000 $33,000 97% 90% 94%
$33,000 $44,000 93% 80% 85%
$44,000 $55,000 85% 70% 73%
$55,000 $66,000 78% 70% 70%
$66,000 $77,000 72% 70% 70%
$77,000 $88,000 70% 70% 70%

Ranges from 133-150% of poverty, then 150-400% of poverty in 50% increments, rounded to the nearest $1,000

Reduced Cost Sharing: Percent of Costs Paid for by Health Insurance Plan
Income for a Family of Four

 
 
Close the Medicare Prescription Drug “Donut Hole”. The Medicare drug benefit provides 
vital help to seniors who take prescription drugs, but under current law, it leaves many 
beneficiaries without assistance when they need it most.  Medicare stops paying for prescriptions 
after the plan and beneficiary have spent $2,830 on prescription drugs, and only starts paying 
again after out-of-pocket spending hits $4,550.  This “donut hole” leaves seniors paying the full 
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cost of expensive medicines, causing many to skip doses or not fill prescriptions at all – harming 
their health and raising other types of health costs.  The Senate bill provides a 50% discount for 
certain drugs in the donut hole.  The House bill fully phases out the donut hole over 10 years. 
Both bills raise the dollar amount before the donut hole begins by $500 in 2010. 
 
Relative to the Senate bill, the President’s Proposal fills the “donut hole” entirely.  It begins by 
replacing the $500 increase in the initial coverage limit with a $250 rebate to Medicare 
beneficiaries who hit the donut hole in 2010.  It also closes the donut hole completely by phasing 
down the coinsurance so it is the standard 25% by 2020 throughout the coverage gap.   
 
Invest in Community Health Centers. Community health centers play a critical role in 
providing quality care in underserved areas.  About 1,250 centers provide care to 20 million 
people, with an emphasis on preventive and primary care.  The Senate bill increases funding to 
these centers for services by $7 billion and for construction by $1.5 billion over 5 years.  The 
House bill provides $12 billion over the same 5 years. Bridging the difference, the President’s 
Proposal invests $11 billion in these centers.   
 
Strengthen Oversight of Insurance Premium Increases. Both the House and Senate bills 
include significant reforms to make insurance fair, accessible, and affordable to all people, 
regardless of pre-existing conditions.  One essential policy is “rate review” meaning that health 
insurers must submit their proposed premium increases to the State authority or Secretary for 
review.  The President’s Proposal strengthens this policy by ensuring that, if a rate increase is 
unreasonable and unjustified, health insurers must lower premiums, provide rebates, or take 
other actions to make premiums affordable.  A new Health Insurance Rate Authority will be 
created to provide needed oversight at the Federal level and help States determine how rate 
review will be enforced and monitor insurance market behavior.  
 
Extend Consumer Protections against Health Insurer Practices. The Senate bill includes a 
“grandfather” policy that allows people who like their current coverage, to keep it.  The 
President’s Proposal adds certain important consumer protections to these “grandfathered” plans.   
Within months of legislation being enacted, it requires plans to cover adult dependents up to age 
26, prohibits rescissions, mandates that plans have a stronger appeals process, and requires State 
insurance authorities to conduct annual rate review, backed up by the oversight of the HHS 
Secretary.  When the exchanges begin in 2014, the President’s Proposal adds new protections 
that prohibit all annual and lifetime limits, ban pre-existing condition exclusions, and prohibit 
discrimination in favor of highly compensated individuals.  Beginning in 2018, the President’s 
Proposal requires “grandfathered” plans to cover proven preventive services with no cost 
sharing.   
 
Improve Individual Responsibility. All Americans should have affordable health insurance 
coverage.  This helps everyone, both insured and uninsured, by reducing cost shifting, where 
people with insurance end up covering the inevitable health care costs of the uninsured, and 
making possible robust health insurance reforms that will curb insurance company abuses and 
increase the security and stability of health insurance for all Americans.  The House and Senate 
bills require individuals who have affordable options but who choose to remain uninsured to 
make a payment to offset the cost of care they will inevitably need.  The House bill’s payment is 
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a percentage of income.  The Senate sets the payment as a flat dollar amount or percentage of 
income, whichever is higher (although not higher than the lowest premium in the area).  Both the 
House and Senate bill provide a low-income exemption, for those individuals with incomes 
below the tax filing threshold (House) or below the poverty threshold (Senate).The Senate also 
includes a “hardship” exemption for people who cannot afford insurance, included in the 
President’s Proposal.  It protects those who would face premiums of more than 8 percent of their 
income from having to pay any assessment and they can purchase a low-cost catastrophic plan in 
the exchange if they choose. 
 
The President’s Proposal adopts the Senate approach but lowers the flat dollar assessments, and 
raises the percent of income assessment that individuals pay if they choose not to become 
insured.  Specifically, it lowers the flat dollar amounts from $495 to $325 in 2015 and $750 to 
$695 in 2016.  Subsequent years are indexed to $695 rather than $750, so the flat dollar amounts 
in later years are lower than the Senate bill as well.  The President’s Proposal raises the percent 
of income that is an alternative payment amount from 0.5 to 1.0% in 2014, 1.0 to 2.0% in 2015, 
and 2.0 to 2.5% for 2016 and subsequent years – the same percent of income as in the House bill, 
which makes the assessment more progressive.  For ease of administration, the President’s 
Proposal changes the payment exemption from the Senate policy (individuals with income below 
the poverty threshold) to individuals with income below the tax filing threshold (the House 
policy).  In other words, a married couple with income below $18,700 will not have to pay the 
assessment. The President’s Proposal also adopts the Senate’s “hardship” exemption. 
 
Strengthen Employer Responsibility. Businesses are strained by the current health insurance 
system.  Health costs eat into their ability to hire workers, invest in and expand their businesses, 
and compete locally and globally.  Like individuals, larger employers should share in the 
responsibility for finding the solution.  Under the Senate bill, there is no mandate for employers 
to provide health insurance.  But as a matter of fairness, the Senate bill requires large employers 
(i.e., those with more than 50 workers) to make payments only if taxpayers are supporting the 
health insurance for their workers. The assessment on the employer is $3,000 per full-time 
worker obtaining tax credits in the exchange if that employer’s coverage is unaffordable, or $750 
per full-time worker if the employer has a worker obtaining tax credits in the exchange but 
doesn’t offer coverage in the first place.  The House bill requires a payroll tax for insurers that do 
not offer health insurance that meets minimum standards.  The tax is 8% generally and phases in 
for employers with annual payrolls from $500,000 to $750,000; according to the Congressional 
Budget Office (CBO), the assessment for a firm with average wages of $40,000 would be $3,200 
per worker.   
 
Under the President’s Proposal, small businesses will receive $40 billion in tax credits to support 
coverage for their workers beginning this year.  Consistent with the Senate bill, small businesses 
with fewer than 50 workers would be exempt from any employer responsibility policies.   
 
The President’s Proposal is consistent with the Senate bill in that it does not impose a mandate 
on employers to offer or provide health insurance, but does require them to help defray the cost if 
taxpayers are footing the bill for their workers.  The President’s Proposal improves the transition 
to the employer responsibility policy for employers with 50 or more workers by subtracting out 
the first 30 workers from the payment calculation (e.g., a firm with 51 workers that does not 
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offer coverage will pay an amount equal to 51 minus 30, or 21 times the applicable per employee 
payment amount).  It changes the applicable payment amount for firms with more than 50 
employees that do not offer coverage to $2,000 – an amount that is one-third less than the 
average House assessment for a typical firm and less than half of the average employer 
contribution to health insurance in 2009.  It applies the same firm-size threshold across the board 
to all industries.  It fully eliminates the assessment for workers in a waiting period, while 
maintaining the 90-day limit on the length of any waiting period beginning in 2014.   
 
Policies to Crack Down on Waste, Fraud and Abuse 
 
The House and Senate health reform bills contain an unprecedented array of aggressive new 
authorities to fight waste, fraud and abuse.  The President’s Proposal builds on those provisions 
by incorporating a number of additional proposals that are either part of the Administration’s FY 
2011 Budget Proposal or were included in Republican plans. 
 
Comprehensive Sanctions Database. The President’s Proposal establishes a comprehensive 
Medicare and Medicaid sanctions database, overseen by the HHS Inspector General.  This 
database will provide a central storage location, allowing for law enforcement access to 
information related to past sanctions on health care providers, suppliers and related entities.   
(Source: H.R. 3400, “Empowering Patients First Act” (Republican Study Committee bill)) 
 
Registration and Background Checks of Billing Agencies and Individuals. In an effort to 
decrease dishonest billing practices in the Medicare program, the President’s Proposal will assist 
in reducing the number of individuals and agencies with a history of fraudulent activities 
participating in Federal health care programs.  It ensures that entities that bill for Medicare on 
behalf of providers are in good standing.  It also strengthens the Secretary’s ability to exclude 
from Medicare individuals who knowingly submit false or fraudulent claims.  (Source:  H.R. 
3970, “Medical Rights & Reform Act” ( Kirk bill)) 
 
Expanded Access to the Healthcare Integrity and Protection Data Bank.  Increasing access 
to the health care integrity data bank will improve coordination and information sharing in anti-
fraud efforts. The President’s Proposal broadens access to the data bank to quality control and 
peer review organizations and private plans that are involved in furnishing items or services 
reimbursed by Federal health care program.  It includes criminal penalties for misuse.  (Source:  
H.R. 3970, “Medical Rights & Reform Act” (Kirk bill)) 
 
Liability of Medicare Administrative Contractors for Claims Submitted by Excluded 
Providers. In attacking fraud, it is critical to ensure the contractors that are paying claims are 
doing their utmost to ensure excluded providers do not receive Medicare payments. Therefore, 
the President’s Proposal provision holds Medicare Administrative Contractors accountable for 
Federal payment for individuals or entities excluded from the Federal programs or items or 
services for which payment is denied.  (Source:  H.R. 3970, “Medical Rights & Reform Act” 
(Kirk bill)) 
 
Community Mental Health Centers. The President’s Proposal ensures that individuals have 
access to comprehensive mental health services in the community setting, but strengthens 
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standards for facilities that seek reimbursement as community mental health centers by ensuring 
these facilities are not taking advantage of Medicare patients or the taxpayers.  (Source:  H.R. 
3970, “Medical Rights & Reform Act” (Kirk bill)) 
 
Limiting Debt Discharge in Bankruptcies of Fraudulent Health Care Providers or 
Suppliers. The President’s Proposal will assist in recovering overpayments made to providers 
and suppliers and return such funds to the Medicare Trust Fund.  It prevents fraudulent health 
care providers from discharging through bankruptcy amounts due to the Secretary from 
overpayments. (Source:  H.R. 3970, “Medical Rights & Reform Act” (Kirk bill)) 
 
Use of Technology for Real-Time Data Review. The President’s Proposal speeds access to 
claims data to identify potentially fraudulent payments more quickly.  It establishes a system for 
using technology to provide real-time data analysis of claim and payments under public 
programs to identify and stop waste, fraud and abuse.  (Source:  Roskam Amendment offered in 
House Ways & Means Committee markup) 
 
Illegal Distribution of a Medicare or Medicaid Beneficiary Identification or Billing 
Privileges.  Fraudulent billing to Medicare and Medicaid programs costs taxpayers millions of 
dollars each year.  Individuals looking to gain access to a beneficiary’s personal information 
approach Medicare and Medicaid beneficiaries with false incentives.  Many beneficiaries 
unwittingly give over this personal information without ever receiving promised services.   The 
President’s Proposal adds strong sanctions, including jail time, for individuals who purchase, sell 
or distribute Medicare beneficiary identification numbers or billing privileges under Medicare or 
Medicaid – if done knowingly, intentionally, and with intent to defraud. (Source:  H.R. 3970, 
“Medical Rights & Reform Act” (Kirk bill)) 
 
Study of Universal Product Numbers Claims Forms for Selected Items and Services under 
the Medicare Program. The President’s Proposal requires HHS to study and issue a report to 
Congress that examines the costs and benefits of assigning universal product numbers (UPNs) to 
selected items and services reimbursed under Medicare. The report must examine whether UPNs 
could help improve the efficient operation of Medicare and its ability to detect fraud and abuse. 
(Source:  H.R. 3970, “Medical Rights & Reform Act” (Kirk bill), Roskam Amendment offered 
in House Ways & Means Committee markup) 
 
Medicaid Prescription Drug Profiling. The President’s Proposal requires States to monitor and 
remediate high-risk billing activity, not limited to prescription drug classes involving a high 
volume of claims, to improve Medicaid integrity and beneficiary quality of care. States may 
choose one or more drug classes and must develop or review and update their care plan to reduce 
utilization and remediate any preventable episodes of care where possible. Requiring States to 
monitor high-risk billing activity to identify prescribing and utilization patterns that may indicate 
abuse or excessive prescription drug utilization will assist in improving Medicaid program 
integrity and save taxpayer dollars. (Source:  President’s FY 2011 Budget) 
 
Medicare Advantage Risk Adjustment Errors.  The President’s Proposal requires in statute 
that the HHS Secretary extrapolate the error rate found in the risk adjustment data validation 
(RADV) audits to the entire Medicare Advantage contract payment for a given year when 
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recouping overpayments. Extrapolating risk score errors in MA plans is consistent with the 
methodology used in the Medicare fee-for-service program and enables Medicare to recover risk 
adjustment overpayments.  MA plans have an incentive to report more severe beneficiary 
diagnoses than are justified because they receive higher payments for higher risk scores.  
(Source:  President’s FY 2011 Budget) 
 
Modify Certain Medicare Medical Review Limitations. The Medicare Modernization Act of 
2003 placed certain limitations on the type of review that could be conducted by Medicare 
Administrative Contractors prior to the payment of Medicare Part A and B claims.  The 
President’s Proposal modifies these statutory provisions that currently limit random medical 
review and place statutory limitations on the application of Medicare prepayment review. 
Modifying certain medical review limitations will give Medicare contractors better and more 
efficient access to medical records and claims, which helps to reduce waste, fraud and abuse.  
(Source:  President’s FY 2011 Budget) 
 
Establish a CMS-IRS Data Match to Identify Fraudulent Providers.  The President’s 
Proposal authorizes the Centers for Medicare & Medicaid Services (CMS) to work 
collaboratively with the Internal Revenue Service (IRS) to determine which providers have 
seriously delinquent tax debt to help identify potentially fraudulent providers sooner. The data 
match will primarily target certain high-risk provider types in high-vulnerability areas. This 
proposal also enables both IRS and Medicare to recoup any monies owed to the Federal 
government through this program. By requiring the Internal Revenue Service (IRS) to disclose to 
CMS those entities that have evaded filing taxes and matching the data against provider billing 
data, this proposal will enable CMS to better detect fraudulent providers billing the Medicare 
program.  (Source:  President’s FY 2011 Budget) 
 
Preventing Delays in Access to Generic Drugs. Currently, brand-name pharmaceutical 
companies can delay generic competition through agreements whereby they pay the generic 
company to keep its drug off the market for a period of time, called “pay-for-delay.”  This hurts 
consumers by delaying their access to generic drugs, which are usually less expensive than their 
branded counterparts.  The Federal Trade Commission (FTC) recently estimated that this could 
cost consumers $35 billion over 10 years.  The President’s proposal adopts a provision from the 
bipartisan legislation that gives the FTC enforcement authority to address this problem.  
Specifically, it makes anti-competitive and unlawful any agreement in which a generic drug 
manufacturer receives anything of value from a brand-name drug manufacturer that contains a 
provision in which the generic drug manufacturer agrees to limit or forego research, 
development, marketing, manufacturing or sales of the generic drug. This presumption can only 
be overcome if the parties to such an agreement demonstrate by clear and convincing evidence 
that the pro-competitive benefits of the agreement outweigh the anti-competitive effects of the 
agreement.  The proposal also requires the Chief Executive Officer of the branded 
pharmaceutical company to certify to the accuracy and completeness of any agreements required 
to be filed with the FTC. 
 
Policies to Contain Costs and Ensure Fiscal Sustainability  
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Improve Medicare Advantage Payments. Medicare currently overpays private plans by 14 
percent on average to provide the same benefits as the traditional program – and much more in 
some areas of the country.  The Medicare Advantage program has also done little to reward 
quality.  Moreover, plans have gamed the payment system in ways drive up the public cost of the 
program.  All of this is why Medicare Advantage has become a very profitable line of business 
for some of the nation’s largest health insurers.  The Senate bill creates a bidding model for 
payment rates and phases in changes to limit potential disruptions for beneficiaries. The House 
proposal phases payments down based on local fee-for-service costs. 
 
The President’s Proposal represents a compromise between the House and Senate bills, blending 
elements of both bills, while providing greater certainty of cost savings by linking to current fee-
for-service costs.  Specifically, the President’s Proposal creates a set of benchmark payments at 
different percentages of the current average fee-for-service costs in an area.  It phases these 
benchmarks in gradually in order to avoid disruption to beneficiaries, taking into account the 
relative payments to fee-for-service costs in an area.  It provides bonuses for quality and enrollee 
satisfaction.  It adjusts rebates of savings between the benchmark payment and actual plan bid to 
take into account the transition as well as a plan’s quality rating: plans with low quality scores 
receive lower rebates (i.e., can keep less of any savings they generate).  Finally, the President’s 
Proposal requires a payment adjustment for unjustified coding patterns in Medicare Advantage 
plans that have raised payments more rapidly than the evidence of their enrollees’ health status 
and costs suggests is warranted, based on actuarial analysis. This is the primary source of 
additional savings compared to the Senate proposal. 
 
Delay and Reform the High-Cost Plan Excise Tax.  Part of the reason for high and rising 
insurance costs is that insurers have little incentive to lower their premiums.  The Senate bill 
includes a tax on high-cost health insurance plans.  CBO has estimated that this policy will 
reduce premiums as well as contribute to long-run deficit reduction. The President’s Proposal 
changes the effective date of the Senate policy from 2013 to 2018 to provide additional transition 
time for high-cost plans to become more efficient.  It also raises the amount of premiums that are 
exempt from the assessment from $8,500 for singles to $10,200 and from $23,000 for families to 
$27,500 and indexes these amounts for subsequent years at general inflation plus 1 percent.  To 
the degree that health costs rise unexpectedly quickly between now and 2018, the initial 
threshold would be adjusted upwards automatically. To ensure that the tax affects firms 
equitably, the President’s Proposal reforms it by including an adjustment for firms whose health 
costs are higher due to the age or gender of their workers, and by no longer counting dental and 
vision benefits as potentially taxable benefits.  The President’s Proposal maintains the Senate 
bill’s permanent adjustment in favor of high-risk occupations such as “first responders.” 
 
Broaden the Medicare Hospital Insurance (HI) Tax Base for High-Income Taxpayers. 
Under current law, people who earn a salary pay the Medicare HI tax on their earned income, but 
those who have substantial unearned income do not, raising issues of fairness.  The House bill 
includes a 5.4% surcharge on high-income households to improve the fairness of the tax system 
and to support health reform.  The Senate bill includes an increase in the HI tax for high-income 
households for similar reasons, an increase of 0.9% on earnings above a specific threshold for a 
total employee assessment of 2.35% on these amounts. The President’s Proposal adopts the 
Senate bill approach and adds a 2.9 percent assessment (equal to the combined employer and 
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employee share of the existing HI tax) on income from interest, dividends, annuities, royalties 
and rents, other than such income which is derived in the ordinary course of a trade or business 
which is not a passive activity (e.g., income from active participation in S corporations) on 
taxpayers with respect to income above $200,000 for singles and $250,000 for married couples 
filing jointly.  The additional revenues from the tax on earned income would be credited to the 
HI trust fund and the revenues from the tax on unearned income would be credited to the 
Supplemental Medical Insurance (SMI) trust fund. 
  
Increase in Fees on Brand Name Pharmaceuticals. As more Americans gain health insurance, 
more will be able to pay for prescription drugs.  Moreover, the President’s plan closes the 
Medicare “donut hole,” ensuring that seniors do not skip or cut back on needed prescriptions.  
Both policies will result in new revenue for the pharmaceutical industry.  The President’s 
Proposal increases the revenue from the assessment on this industry which is $23 billion in the 
Senate bill by $10 billion over 10 years. It also delays the implementation of these fees by one 
year, until 2011, and makes changes to facilitate administration by the IRS. 
 
Close Tax Loopholes.  Adopts two House proposals to close tax loopholes: (1) Current law 
provides a tax credit for the production of cellulosic biofuels.  The credit was designed to 
promote the production and use of renewable fuels.  Certain liquid byproducts derived from 
processing paper or pulp (known as “black liquor” when derived from the kraft process) were not 
intended to be covered by this credit.  The President’s Proposal adopts the House bill’s policy to 
clarify that they are not eligible for the tax credit.  (2) The President’s Proposal helps prevent 
unjustified tax shelters by clarifying the circumstances under which transactions have “economic 
substance” (as opposed to being undertaken solely to obtain tax benefits) and raises the penalties 
for transactions that lack economic substance.  In so doing, it adopts the House’s policy, with 
minor technical changes. 
 
OTHER POLICY IMPROVEMENTS 
 
Improve the Fairness of Federal Funding for States. States have been partners with the 
Federal government in creating a health care safety net for low-income and vulnerable 
populations.  They administer and share in the cost of Medicaid and the Children’s Health 
Insurance Program (CHIP).  The Senate bill creates a nationwide Medicaid eligibility floor as a 
foundation for exchanges at $29,000 for a family of 4 (133% of poverty) – and provides financial 
support that varies by State to do so. 
 
Relative to the Senate bill, the President’s Proposal replaces the variable State support in the 
Senate bill with uniform 100% Federal support for all States for newly eligible individuals from 
2014 through 2017, 95% support for 2018 and 2019, and 90% for 2020 and subsequent years.  
This approach resembles that in the House bill, which provided full support for all States for the 
first two years, and then 91% support thereafter.  The President’s Proposal also recognizes the 
early investment that some States have made in helping the uninsured by expanding Medicaid to 
adults with income below 100% of poverty by increasing those States’ matching rate on certain 
health care services by 8 percentage points beginning in 2014.  The President’s Proposal also 
provides additional assistance to the Territories, raising the Medicaid funding cap by 35% rather 
than the Senate bill’s 30%. 
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Simplify Income Definitions. The President’s Proposal seeks to simplify eligibility rules for 
various existing programs as well as for the new tax credits. Consistent with some of the policies 
in the House bill, the President’s Proposal will conform income definitions to make the system 
simpler for beneficiaries to navigate and States and the Federal government to administer by: 
changing the definition of income used for assistance from modified gross income to modified 
adjusted gross income, which is easier to implement; creating a 5% income disregard for certain 
Medicaid eligibility determinations to ease the transition from States’ current use of income 
disregards; streamlining the income reconciliation process for determining tax credits and 
reduced cost sharing; and clarifying the tax treatment of employer contributions for adult 
dependent coverage. 
 
Delay and Reform of Fees on Health Insurance Providers. Like the drug industry, the health 
insurance industry stands to gain as more Americans get coverage.  The Senate bill includes a 
$67 billion assessment on health insurers over 10 years to offset some of the cost of enrolling 
millions of Americans in their plans.  The President’s Proposal delays the assessment until 2014 
to coincide with broader coverage provisions which will substantially expand the market for 
health insurance providers. It provides limited exemptions for plans that serve critical purposes 
for the community, including non-profits that receive more than 80 percent of their income from 
government programs targeting low-income or elderly  populations, or those with disabilities, as 
well as for voluntary employees’ beneficiary associations (VEBAs) that are not established by 
employers.  
 
Delay and Convert Fee on Medical Device Manufacturers to Excise Tax. The medical device 
industry also stands to gain from expanding health insurance coverage.  Both the House and 
Senate bills raise $20 billion in revenue from this industry over 10 years.  The President’s 
Proposal replaces the medical device fee with an excise tax (yielding the same revenue) that 
starts in 2013 to facilitate administration by the IRS. 
 
Strengthen the CLASS Act.  The House and Senate health insurance reform proposals include 
the Community Living Assistance Services and Supports (CLASS) Program, a voluntary, 
privately-funded long-term services insurance program.  The CLASS Program offers workers an 
optional payroll deduction for an insurance program that provides a cash benefit if they become 
disabled.  The President’s Proposal makes a series of changes to the Senate bill to improve the 
CLASS program’s financial stability and ensure its long-run solvency. 
 
Protect the Social Security Trust Funds. The President’s Proposal provides that, if necessary, 
funds will be transferred to the Social Security Trust Funds to ensure that they are held harmless 
by the Proposal. 
 
Ensure Effective Implementation. The policy changes in health insurance reform will require 
careful, effective, deliberate, and transparent implementation.  The President’s Proposal 
appropriates $1 billion for the Administration to implement health insurance reform policies.  It 
also delays several of the policies to ensure effective implementation and improve transitions: 
the therapeutic discovery credit, elimination of the deduction for expenses allocable to the 
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Medicare Part D subsidy, the pharmaceutical and medical device industry fees, and the health 
insurance industry fee. 
 
 
 
 
Learn more about the President’s Proposal at http://www.whitehouse.gov/health-care-meeting  
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