
ADVANTAGES OF PROVIDING CONTINUOUS ELIGIBILITY FOR 

. MEDICAID CHILDREN FOR 12 MONTH PERIODS 

Children age one and older are eligible for Medicaid on a month-to-month basis. 
Federal Medicaid regulations require that agencies redetermine eligibility at least every 
12 months. Families are instructed to immediately report changes in income or family 
circumstances in order for the eligibility agency to decide if the children are still 
eligible. The result is an unpredictable eligibility statusfor Medicaid children. 

Often children lose and then regain Medicaid coverage as a result of the ups and 
downs of family income. The on-againloff-again pattern of Medicaid coverage has long 
frustrated health providers and parents. If the family becomes income ineligible, . 
children can lose Medicaid coverage even if they are sick and in the course of medical 
treatment. 

Providing continuous Medicaid coverage over a known time period on a 
guaranteed basis will create a more stable environment for the health care of Medicaid 
children. Continuous coverage has the following advantages: 

• 	 Promotes Continuity of Health Care and Preventive Care for. Children. 
Providing Medicaid coverage for children over a sustained and predictable period of 
time such as a year promotes continuity of care whichis an essential feature of 
establishing medical homes. Under continuous eligibility, the longevity of the 
relationship between the health provider and the family allows the time and the 
incentive to educate the family about the appropriate use of health services and the 
informed use of home' care. Preventive care can be promoted when providers are 
able to see children on a regular age-appropriate schedule. 

• 	 Encourages Provider Participation in th,e Medicaid Program. Continuous 
eligibility for children can reduce the frustration voiced by physicians and other 
health care providers who find it difficult to deal with situations where children 
are Medicaid eligible today, but possibly not tomorrow. The certainty of Medicaid 
eligibility guided by a continuous eligibility policy also reduces the provider's 
administrative burden of participating in Jy[edicaid. 

• 	 Aids Managed Care Providers in Delivering Cost Effective Services. 
Experts in Medicaid managed care advise states to utilize continuous eligibility as 
a method to promote prevention and achieve cost effective service delivery. 
Continuous eligibility encourages managed care plans to invest in primary and 
preventive services. Studies have shown that the marginal costs of continuous 
eligibility can be low. 

• 	 Helps Families Move from Welfare to Work. Providing continuous Medicaid 
eligibility to children can assist in efforts to move families from welfare to work. 
Research has documented that welfare families are insecure about giving up 
welfare and Medicaid for jobs without health benefits and uncertain futures. 
Families are concerned about losing Medicaid coverage for their children. 

• 	 Reduces Administrative Costs. Continuous eligibility provides the opportunity 
for states to obtain administrative savings by eliminating the need to produce and 
mail Medicaid cards to recipients each month. 



: Action Needed to Allow States the Option· of Providing 
Continuous Eligibility for Medicaid Children 

An amendment to the federal Medicaid statute is needed to specifically give 
states the option to provide children with continuous Medicaid coverage for renewable 
state designated periods without the need for a federal waiver. The amendment should 
provide permissive language to allow states to designate the period of continuous 
eligibility and should also allow for renewal of continuous eligibility at the end of the 
period, if the child is still eligible. 

There is precedent for providing continuous eligibility. Section 1902(e) of the 
federal Medicaid law provides for specific extensions of Medicaid beyond the ordinary 
time frame. It provides continuous coverage for infants born to Medicaid mothers for a 
period of one year. Coverage is guaranteed regardless of changes in income as long as 
the infant continues to reside with the mother. Section 1902(e) also extends eligibility 
for Transitional Medicaid recipients, enrollees in federally qualified Health 
~aintenance Organizations and pregnant women. . 

For More Information: 

Sarah Shuptrine or Vicki Grant 
South Carolina Children's Hospital Collaborative 
(803) 779-2607 
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THE WI-UTE HOUSE 

WASHINGTON 

July 22, 1996 

To: Chris Jennings 
From: Laura Capps, office of G. Stephanopoulos 

Attached is a follow-up letter to George from PaulO' Palka 
of Blue Cross of Western Pennsylvania. George met with 
him last week. 

Blue Cross of Western Pennsylvania has a "Caring Program 
for Children," providing health care to eligible families at no 
cost to the family. The meeting occurred because Paul 
O'Palka believes that this program should serve as a national 
model. 

O'Palka would like the President or First Lady to highlight 
this program if ever in Western Pennsylvania. I'm passing 
it on to you for your information. 

Thanks. 
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FlFTH AVENUE PLACE 
12.0 fll-W A,\/ENUl'. sum:; 1924 
PIITSBURC;H, PA 15212·3099 
(41.2) 255.7855 

PAUL O'PAU<A, JR. 	 INDEI'LNDENT lJ(;hI\:SEES 
<>y n IE 81M>' CROSS "NOVic<: President 
BLtJF. SHIEll) AS.WIClATION

Govemment Affairs 

July 22, 1996 

Mr. Georgestephanopoulos 
Senior Advisor to the President 

for policy and Strategy 
The White House 
1600 Pennsylvania AVenue ,,' 
Washington, D.C. 20500 

Dear Mr. Stephanopoulos: 

I am most grateful to you for taJdng time to meet with Nicky 
Geanopoulos and me on July 16. . In representing Blue Cross of 
Western Pennsylvania, I was especially impressed with your interest 
in our perspectives on health care ro::~form legislation and, most 
notably, our', program benefitting economically disadvantaged 
children. 

During the course of our conver:3ation I mentioned that our 
Caring program for Children represents the model for the type of 
program that may be available to children nationally; OVer the 
past 11 years, the Caring Program has E3erved to ensure that primary 
and preventive health care has been available t.o eligible families 
at no cost to the family. This is consistent with our social 
mission of making coverage available to ,all segments of the 
community, regardless, of an individual's age, occupation or 
condition of health. ' " 

We commend the President's' cornm.:Ltment to ensuring'access to 
heal th care for all Americans. For nE:arly 60 years, Blue Cross of 
Weste~n Pennsylvania has maintained 11:s unique role among insurers 
offering open enrollme,nt; portability of coveragej non-cancellation 
due to illness or usage; no medical underwriting; operation of 
purchasing arrangements for small business; and, speCialized 
programs for the most vulnerable,segments of our population. 

For this reason, we acknowledge the President ' s focus and 
priority on the health care needs of children, and we believe our 
experience is consistent with this aHenda. Although specifics of 
the Families First' Agenda ,"KidsOalyn are evident.ly not yet 
available, we would appreciate the opportuni~y to work with you in 
articulating and bringing forth the qoncept, underscored by our 
history of pioneering The Caring Pro!3'ram for Children. 

http:evident.ly
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As I indicated during our meeting we are prepared to host the 
President and First, Lady, (together or. separately) at an event to 
emphasize the purpose, need, and practicality of his children's 
'health care agenda. We would welcome the privilege of working with 
you and the campaign staff on an event alS we approach the election. 

More specifically, ,we are p~epal:'edto bring c.ogethe~ both 
,children and parents 11elped by the program. They could relac.e 
their experiences directly to the' Pre~d~ent and First Laq.y, thus 
allowing a forum to discuss the aims:, of the Administrac.ion in 
elevating the priority of, health care for children. To enhance 
this event, Fred Rogers, honorary:chairman ~f The Caring Program I 

is likely to be available to stand together wic.h the President in 
addressing this relevant initiative. 

For your further information, 1', am enclosing a videotaped 
docwnentary on The Caring Program. 

The Clinc.on Administration has d()rie extraordinarily well in 
articulating protection of the Medicat'e and Medicaid' programs for 
those ,eligible. 'Focusing on childre:n can now add yet another 
dimension for c.he Adminisc.ration,and j.ts congressional allies. 

As you are aware, Blue: Cross of, Western Pennsylvania has, 
translated its support for the President in a consistent manner. 
For example, our late President and CEO Eugene' J. Barone was 
invited to the White House in Septe:mher 1993 ,as the' President 
sought to demonstrate an array of support for health care reform. 
~ore recently, we have contributed to the DNC' and its Business 
Council. We now are prepared to stand together with the President 
in devising solutions to ensure the health and well·beingof our 
children. 

You suggested that you might be recepc.ive to advancing this 
proposal to the President and First I,ady. I trust you will find 
merit in this approach if and when the President 'and First Lady' 
plan a visit to metropolic.an Pittsburgh. Please let me know if you 
wish to have a letter issued directly' to the President or First 
Lady. 

If I maybe of further service tC) you, please do not hesitate 
to' call upon me at (412) 255-7855 .. Once again, thank you for your 
courtesy and best wishes 'for cont.inUl3d success to 'you in serving 
the President. 

;Z;~;~hA\, 
Paul O'~~. 

http:metropolic.an
http:Clinc.on
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SUMMARY OF ATTACHMENTS 


1. 	 Child Health 

--Summary 

--Expand Investment in School Health Programs to Serve the Health Needs of Children 
and Adolescents 

--Partnerships for Children and Families Through Targeted Funding for cOllsoiidated 
Health Centers· 

--Use Existing Authorities to Work with States to Increase Medicaid Funding for 
Children and Working Families 

2. 	 Cost Estimates on Gephardt Proposal 

3. 	 Purchasing Cooperatives 

4. 	 Consumer Protections 

--Establishment ofa Commission 

--Bradley Bill (48/96 Hour Hospital Stays for Mothers and Newborns) 

--Ganske Bill (Patient Right to Know Act of 1996) 

5. 	 Worker Transition Initiative 

--Description ofHealth Insurance for the Temporarily Unemployed (from President 
Clinton's Balanced Budget: Health Reform Proposals, released March 25, 1996) 

--Worker Transition Initiative (prepared by White House staff) 



• 


1. Child Health 

·--Summary 

-Expand Investment in School Health Programs to Serve the Health Needs of Children 
and Adolescents . 

-Partnerships for Children and Families Through Targeted Funding for Consolidated 
Health Centers 

--Use Existing Authorities to Work with States to Increase Medicaid Funding for 
Children and Working Families 
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DRAFT 


CHILD HEALTH INITIATIVES 

Summary . 


Issue: 	Today, 10 million-14 percent-of children are uninsw-ed. Many more children are 

underinsured, with limited aCcess to critical preventive and priinary care services. To 

expand health.coverage for these children we propose a three-part strategy. 


Work with states to continue to fulfill the promise of Medicaid for children who are already 
eligible under current law. . 

• 	 Work with states and local communities to take additional steps to increase the 
enrollment in·Medicaid ofcurrently eligible children: (1) develop Federal-state 
partnerships to identify and enroll eligible children through outreach in schools, including 
special education providers, churches and other community service providers; (2) take 
additional steps to ensure that all federally supported programs meet specific goals of 
facilitating the enrollment ofeligible children; (3) dedicate a portion of the additional 

. $500 million for state administrative expenses associated with the welfare law based on 
state performance with respect to enrolling eligible individuals (e.g., children) in 
Medicaid; (4) develop a program to better market Medicaid enrollment to the public 
through partnerships among states, provider groups (e.g., American Academy of 
Pediatrics) and foundations to develop public service announcements and appropriate 
print media to encourage .children and families to seek information about Medicaid 
eligibility, to enroll in Medicaid, and to utilize appropriate services; and (5) take steps to 
renew state interest in undertaking demonstrations and other activities that involve 
expansion ofMedicaid coverage for children and working families. 

Challenge the health care industry and health professional organizations to work with 
communities to improve integration of school-based and school-linked health centers and 
consolidated health centers into a community's health care delivery system. 

. • 	 Encourage managed care organizations and health insurers to work with communities 
seeking to develop and implement health care delivery settings for children such as 
school-basedllinked health centers .. Managed care organizations could collaborate with 
community sponsors to create funding mechanisms in order to develop and operate 
school-basedllinked health centers, and/or to designate school-basedllinked health centers 
as a site for delivering primary care services. 

• 	 Work with managed care·organizations and health insurers to devise a range of 

approaches for: (J) reimbursing school-basedllinked health centers foithe services they 

provide; (2) developing model billing systems that support these approaches. 


Enhance funding for communities considering expanding access to health sen'ices by 

bringing school-based or school-linked health centers to their communities. 




• 	 Expand the Healthy Schools, Healthy Communities initiative. New school-based 
health centers funded under this initiative would: (1) have the option ofexpanding 
services to the parents and siblings ofthe school's students; (2) link to other appropriate 
programs, including Healthy Start, state Maternal and Child Health, Head Start, 
Community Schools, and Empowerment ZoneslEnterprise Communities; (3) provide 
comprehensive primary care services 4lcluding diagnosis and 'treatment of acute and 
chronic conditions, preventive health services, mental health services, health education 
and preventive dental care; (4).develop billing systems to enable center to participate in a 
community-wide health care delivery system. In addition this initiative would support 
school-linked health centers. School-based health centers may not be the right choice for 
every community. School-linked health centers can serve students from several schools 
in a particular catchment area and provide continuity ofcare as students are promoted to 
the next school. School-linked health centers provide services that might not be as 
comprehensive in scope as a school-based health center, but can be targeted to specific 
community needs. Other options are also possible. 

• 	 Expand funding for Consolidated Health Centers (CHCs) to work with communities to 
develop school-based or school-linked health programs to improve the health and school 
performance ofchildren. Recognizing the benefits of interactions between education and 
. health efforts, many communities have established links between schools serving low
income children and CHCs is a method ofproviding comprehensive health services to 
underserved children. This linkage provides children with preventive and primary care, 
links to an established health care system and access to reimbursement mechanisms for 
Medicaid and other third party payers. Approximately 250 CHCs have developed school
based or school·linked service programs. In addition, CHCs' expertise and participation 
in managed care would be a valuable resource to school health programs. 

• 	 Provi.de technical assistance to help school-basedllinked health centers create effective 
linkages to Medicaid, managed care organizations, and other health insurers by: (1) 
identifying steps to facilitate Medicaid reimbursement for health services delivered in 
school-basedllinked health centers;·(2) using the Medicaid Maternal and Child Health 
Technical Advisory Group to improve communication between state Medicaid Directors 
and Maternal and Child Health Directors on incorporating school-basedllinked health 
centers into Medicaid managed care and other payment arrangements; (3) using 1115 
waiver authority to encourage states to use Medicaid to facilitate Medicaid managed care 
providers to reimburse school-basedllinkedhealth centers for services delivered; (4) 
distributing guidance to communities forming school-basedllinked health centers on 
becoming Medicaid providers and establishing linkages with health insurance and 
managed care organizations to devise a system ofreimbursement for health services 
provided to students; and (5) encouraging state Medicaid programs to provide 
outstationed eligibility workers to schools with health centers to enroll Medicaid eligible 
children into the program. 
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Expand Investment in School Health Programs to Serve 
. the Health Needs of Children and Adolescents 

Background 

• 	 The current generation ofstudents often experience compromised access to health care 
services because of the combined barriers ofpoverty, a lack ofhealth insurance and, in 
some areas, a lack ofprimary care providers. . 

• 	 To address these problems, school health programs proVide preventive, medical and 
mental health services to elementary, middle and high school students around the 
country.' They currently operate in many states, with the majority in rural and inner city 
communities where there are many medically underserved and uninsured children. 

• 	 School health programs provide a wide range ofservices depending upon the needs ofthe 
communities, including primary care, physical examinations, injury treatment, 
immunizations, dental treatment, counseling, chronic illness management, substance 
abuse prevention, and health education. 

• 	 School health programs provide an opportunity for health care workers to be in frequent 
contact with students, allowing for ready li!-ccess to health professionals, health 
information and clinical services. They also can provide an effective way for both 
educators and health care providers to reach hard-to-reach parents. 

• 	 School health centers serving adolescents allow students to exercise more control over 
their decisions to use health care services, unlike the use ofcommunity-based providers 
which may require direct parental involvement. 

• 	 Offering health services in schools can be an effective tool to bring Medicaid eligible 
children into preventive and appropriate follow-up care and to provide access to the Early 
Periodic Screening, Diagnosis and Treatment (EPSDT) program. 

• 	 School health programs have the added benefit ofhelping to identify and support children 
with developmental delays. 

• 	 Support for school health programs may come from multiple sources,including lffiS 
funding for the consolidated health centers program. 

• 	 Schoo] health programs provide a unique opportunity to improve the health status of 
young children and adolescents using one oftwo strategies: school-based or school linked 
health centers.' '. 

1. 



,-
I . 

Draft: 8121/96 

• 	 School-based health centers (SBHC) are a cost effective means ofproviding 
health care services to students. The average annual operating budget for a 
school-based health center is ,estimated to be $180,000. The cost to operate a 
health center is $179 per year per student or $66 per student visit. There are 
estimated to be at least 650 school-based health centers out ofapproximately 
80,000 schools. 

• 	 Nearly .40% ofstudents using SBHCs are uninsured. Most SBHCs do not receive 
full Medicaid reimbursement. 

• 	 While adolescents traditionally underutilize health care services, a recent study 
found students using SBHCs had higher visitation rates for medical and health 
care than students using conventional health caresourees. Adolescent SBHC 
users, in comparison to the general adolescent population, used medical, mental' 
health and substance abuse services more often. Student visitation rates, for 
general medical services, were greater than the rate for adolescent visits to 
community-based medical providers. 

• 	 The use of SBHCs may also reduce the demand for costly emergency services. A 
recent study found that adolescents enrolled in managed care who had access to a 
SBHC had markedly fewer emergency visits. In addition, the study found that 
fewer students sought emergency services. 

• 	 School-linked health centers provide many ofthe same serVices as SBHCs. 
They provide medical, psychosocial and dental services through special 
arrangements between schools and other agencies. Such services are not 
necessarily located at the school and may be provided full or part time. ,While 
school-based services might not be appropriate for all communities, any site can 
develop and benefit from a school-linked program because ofthe flexibility they 
afford to target specific needs. 

, Proposal 

• 	 Expand the Healthy SchoolslHealthy Communities initiative to improve the health of 
children in a school setting. Through this program now in its third year, school-based 
primary health care sites have been developed in 27 communities ,to provide services for 
2.4,000 children who are at risk for poor health, school failure, homelessnes~ and other 
consequences ofpoverty. The program has been funded at $16.8 million over a three 
year period. New funds would be targeted to organizations to establish new school-based 
health centers in communities with high rates ofuninsurance. Current sites link to both 
Healthy Start and Head Start sites. SBHCsfunded under the new initiative would: 

2 
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.. 	 serve children ofall ages from pre-kindergarten through grade t:welve; 

have the option ofexpanding services to the parents and siblings ofthe school's 
students; 

.. ' link to other appropriate programs, including Healthy Start, Head Sta.It 
community schools, and EZJECs. , ' 

provide comprehensive primary care services including diagnosis and treatment of 
acute and chronic con4itions, preventive health services, mental health services, 
health education and preventive dental care; , 

provide reproductive health services at the option ofthe community; and, 

develop billing systems to enable center to participate in a community-wide health 
care delivery system. 

• 	 Expand the Healthy SchoolslHealthy Communities initiative to support schooHinked 
health centers. SBHCs may not be the right choice for everycoIilmunity. School-linked 
health centers can serve students from several schools ina particular catchment area. 
They also can provide continuity ofcare as students are promoted to the next school. 
Such centers provide an opportunity to target out of school youth and aid them in 
accessing health, psychosocial and other services 'that meet their basic needs. The 
location off school grounds allows greater flexibility for extending operating hours or , 
operating during school vacations and the summer,months. School-linked health centers 
can more easily avoid the community controversy associated with,the delivery of 
particular services, such asfamily planning or reproductive health services, on the school 
site. School-linked health centers provide services that might not be as comprehensive in 
scope as a SBHC, but can be targeted to specific community needs such as screenings, 
health education or mental health services. 

• 	 Expand funding for Consolidated Health Centers (CHCs) to work with communities to 
develop school-based or school-linked health programs to improve the health and school 
performance ofchildren. Recognizing the benefits of interactions between education and 
health efforts, many communities have established links between' schools serving low
income children and CHCs as a method ofprovidirig comprehensive health services to 
underserved children. Tbislinkage provides children with preventive and primary care, 
links to an established health care system and accessto reimbursement mechanisms for 
Medicaid and other third party payers. Approximately 250 CHCs have developed school
based or school-linked service programs. In addition, CHCs' expertise and participation 
in managed care would be a valuable resource to school health programs. ' 
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• 	 Encourage managed care organizations to work with communities to develop and 
implement school health programs. Managed care providers in several states authorize 
SBHCs to provide health care services, then bill MediCaid directly. Managed care 
organizations may collaborate with community sponsors to create funding mechanisms in 
order to develop and operate SBHC organizations that designate the SBHC as the primary 
care clinic. Under the terms ofthe contract, the managed care provider reimburses the 
SBHC using Medicaidreimbursem.ent rates. 

• 	 Work with managed care organizations and fee-for-service health insurers to devise a 
range ofapproaches for reimbursing school health programs for the services they provide 
and develop model billing systems that support these approaches. 

• 	 In order to assure integration ofschool health programs into the broader health care 
delivery system, the Department willprovide technical assistance to help school health 
programs create effective linkages to Medicaid, managed care organizations, and other 
insurers. The Department can: 

II' 	 identify steps the Department can take to facilitate Medicaid reimbursement for 
health services delivered in school health programs; 

develop strategies to strengthen linkages between school health programs and 
health insurance and managed care organizations in both rural and urban settings; 

II' use the Medicaid Maternal and Child Health Technical Advisory Group to 
improve communication between State Medicaid Directors and Maternal and 

. Child Health Directors on incorporating school health programs into Medicaid 
managed care and other payment arrangements; 

use the 1115 waiver authority in Medicaid to encourage states to mandate 
Medicaid managed care providers to reimburse school health programs for 
services delivered; 	 .. 

distribute guidance to communities fonning school health programs on becoming 
Medicaid providers and establishing linkages with health insurance and managed 
care organizations to devise a system ofreimbursement for health services 
provided to students; and 

II' 	 encourage state Medicaid programs to provide outstationed eligibility workers to 
schools with health programs to enroll Medicaid eligible children into the 
program. 
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• 	 Encourage states to expand funding for school health programs through the Materna) 
and Child Health (MCH) Block Grant. In 1994,25 states invested $12 million in 
MCH block grant dollars and $22.3 million in state general funds for school health 
programs. Further funding targeted to the development ofschool-basedllinked health 
programs would directly benefit many ofthe children who lack adequate health insurance 
coverage or access to health care services. The MCH Block Grant provides maximum 
flexibility to states to design programs that are appropriate to their individual population 
needs. . 

• 	 Use the Special Projects ofRegional and National Significance (SPRANS) Maternal and 
Children Health Block Grant. set-aside to encourage states to conduct demonstrations to 
develop effective models which build the relationship between managed care 
organizations (including Medicaid managed care providers) and schools to ensure access 
to health care services for children and adolescents. 

5 
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Establish "Partnerships for Children and Working Families" Through 

Targeted Funding for Consolidated Health Centers (CHCs) 


Background 

• 	 Federally funded 'CHCs are an essential part oftht: safety net. They provide 
comprehensive health care to 8.1 million patients, 44% ofwhom are children through age 
19. The overwhelming majority ofcenter users are low-income (66% are below the 
Federal Poverty Level (FPL); 86% are below 200% ofFPL) and roughly 40% are 
uninsured. 

• 	 Because CHCs must serve medically underserved areas and populations, they are located 
in communities where people lack access to health care because offinancial barriers, 
cultural barriers, geographic isolation, or provider shortages. In fulfilling their mandate, 
CHCs historically have given high priority to improving the health status ofchildren and 
mothers. 

• 	 The FY 96 budget is approximately S7SSmillion for community health centers, migrant 
. centers, health care for the homeless, and public housing centers, providing care at a total 
of2,204 sites .. 

• . 	 CHCs are required to serve all who present themselves for care, regardless of their ability 
to pay. Federal grant funds make up approximately 30010 of CHC revenues and are used 
in large measure to subsidize care for the uninsured. 

• 	 CHCs focus on providing pr~ventive and primary care services to uninsured and 
underserved populations, as well as a full range ofenabling services, such as 
transportation, outreach, translation, and case management to help children and their 
families use services appropriately. CHCs also provide jobs, job training opportunities, 
and economic stimulus to the communities they serve. 

Proposal 

• 	 Provide increased targeted funding for CHCs. to enhance and expand services to working 
families and their children, including children enrolled in day care, Head Start programs 
and schools. 'IJlese funds would be directed to communities with high levels of ' 
uninsured children, including EZIEC communities. . 

• 	 Funds would be used to increase CHCs~ capacity to serve uninsured children and their 
families and to better meet the needs ofthose in their community whose insurance 
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coverage is fragmented or incomplete. This could include extended hours, locations, and . 
range of services. 

• 	 In addition to increasing their own capacity, CHCs would serve as a focal point for 
marshaling community resources directed at child health and, with their partners, taking 
steps to mesh child health and related services into local integrated systems that serve 
children and their families well. CHCs would receive targeted funds to form 
"Partnerships for Children and Working Families" by linking up with other community 
organizations, such as: 

• 	 managed care organizations to create stronger linkages to community based 
providers; 

• 	 community hospitals and academic health centers who are serving the targeted 
population and can provide stronger vertical integration ofservices; 

• 	 public health departments to assure that targeted populations receive appropriate 
service; 

• 	 local providers, schools~ and other service providers to assure integration ofall 
community service organizations; and 

• 	 local philanthropic organizations which may result from a shift in health care 
delivery systems from non-profit organizations to for-profit entities. This 
transition often establishes a foundation poised to serve the needs of 
disadvantaged populations. . 

• 	 Existing and new CHCs and their partners would identify special needs ofchildren and 
working families in their communities and tailor services to the needs of local 
populations. Special emphasis would be placed on enabling services, such as 
transportation, linkages with schools and social service programs, such asWIC. Creative 
collaboration would be encouraged. For example, taxi companies could be encouraged to 
provide discounted fares to medical appointments. 

• 	 Successful collaborations which might be replicated in other areas could be showcased 
through national meetings and publications. The Maternal and Child Health Bureau's 
CISS funding or the Bureau ofPrimary health Care's Models that Work initiative might 
be sources of funding for this type ofeffort. . 
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Use Existing Authorities to Work with States to Increase Medicaid 

Services for Eligible Children and Working Families 


Background 

• 	 Under legislation enacted in the late 1980s and early 1990s, Medicaid coverage for poor 
children was greatly expanded by decoupling it from eligibility for AFDC. The 
legislation extends Medicaid coverage to all poverty-level children under age 19, on a 
phase-in basis, by FY 2002. (Effective 10/1196, all those under age 14 will be eligible.) 
In spite ofthe expansions, many children who are eligible for Medicaid are not enrolled 
in the program. In fact, the proportion ofpoverty-level eligible children who are not 
enrolled is very substantial in some subgroups. 

• 	 Although a few states have used the demonstration authority under section 1115 to 
. expand Medicaid to cover families and children who were otherwise ineligible, the 
pronounced trend among demonstration states has been away from coverage expansions 
and toward programsfocused more narrowly on increasmg Medicaid enrolluient in 
managed care arrangements. 

• 	 The linkage of Medicaid eligibility to AFDC facilitated enrollment ofmany poor children 
in Medicaid since eligibility for both programs was established simultaneously. Because 

. families receiving cash learned automatically of their Medicaid eligibility, no special 
outreach was necessary to enroll them in Medicaid. On the other hand, for poor children 
with no connection to AFDC, no mechanism for easy or automatic identification .and 
enrollment exists. Some measures,.such as the streamlining ofeligibility applications and 
the stationing ofoutreach workers in FQHCs, have .been taken to increase enrollment, but 
. gaping inadequacies remain. 

• 	 Under the newly passed welfare reform law, states have the option ofterminating 
. Medicaid for persons who fail to comply with the new work requirements. Although 
Medicaid for minor cbildren who are not heads ofhouseholds is protected, parents who 
lose welfare assistance may still have to apply for Medicaid separately. States must 
continue Medicaid for (1) families losing. cash benefits because ofchild support income, 
(2) minor mothers who are denied cashassistanc~ because they do not live with a parent 
or adult relative and (3) families who lose eligibility for cash assistance because of 
increased hours or earnings. 

• 	 These changes in Medicaid may be significant in terms ofenrollment. . Cun:ently, more 
than half ofall children (one-third ofall Medicaid recipients) receive Medicaid 
automatically as incident to the.ir welfare payments. Altering the welfare eligibility 
standards and curtailing automatic coverage for welfare recipients may affect both current 
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and future Medicaid recipients. 

• 	 The new welfare reform law provides an additional $500 million in federal funds to states 
for administrative expenses associated with the Medicaid provisions in the welfare law 
(Le., potentially, for maintaining two separate eligibility systems - one for welfare and 
one for Medicaid.) Under this provision, the Secretary will determine the percentage by 
which the Federal matching rates for administrative expenditures Should be increased. 

Proposal 

• 	 Take additional, more aggressive steps to increase the enrollment in Medicaid ofeligible . 
children: 

• 	 Federal-state partnerships could be developed to identify and enroll eligible 
children through outreach in schools, including special education providers, 
churches and other community service providers. 

• 	 Additional steps could be taken to ensure that all federally supported programs 
meet specific goals offacilitating the enrollment ofeligible children. 

• 	 Some portion ofthe additional $500 million for state~strative expenses 
associated with the welfare law could be distributed based on state performance 
with respect to enrolling eligible individtia!s"(e.g;, children) in Medicaid. 
Specifically, the.Secretary could tie the receipt ofsome ofthe additional 
. administrative funds to measurable achievements in enrollment ofMedicaid 
eligibles (e.g., children). 

• 	 Develop a program to better market Medicaid enrollment to the public. Partnerships 
could be formed among states, provider groups (e.g., American Academy of Pediatrics) 
and foundations to deveJop public service announcements and appropriate print media to 
encourage children and families to seek information about Medicaid eligibility, to enroll 
in Medicaid, .andto utilize appropriate services. In addition, with the passage ofthe new 
welfare law, initiatives to help families understand what steps they need to take to 
continue Medicaid for themselves and/or their children should be undertaken. 

• 	 Take steps to renew state interest in undertaking demonstrations and other activities that 
involve expansion of Medicaid coverage for children and working families, .including but 
not limited to: .. 

• 	 developing a specific solicitation ofdemonstration proposals designed to test the· 
use ofpremiums as a mechanism for enrolling uninsured low-income families. 

2 
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• 	 providing technical assistance to states on such matters as pricing the Medicaid 
benefit package. 

• 	 distributing information on state "best practices" with respect to expanding 
coverage. 

• 	 encouraging states to provide guiuanteeci, uninterrupted eligibility for children to 
encourage continuity ofcare. 

3 




2. Cost Estimates on Gephardt Proposal 



1) Key Program Parameters and Behavioral Assumptions 

• 	 We evaluated two potential subsidy programs: 
"Low Subsidy": 25% subsidy up to 250% ofpoverty, 10% thereafter; and 
"High Subsidy": 50% subsidy up to 250% ofpoverty, 25% thereafter. 

• 	 To achieve a reasonable range ofestimates, we developed low and high participation 
scenarios for each of the two subsidy programs. 

The high participation scenario varies from the low participation scenario in two 
major ways. In addition to an across-the-board increase in participation rates, the 
high participation scenario assumes a significantly larger incidence of 
substitution, wherein individuals and employers change their behavior (drop or 
end contributions to coverage) in order to take advantage ofthe subsidy program. 

• 	 The premium estimates were adjusted to reflect adverse selection associated with 
bringing previously uninsured individuals into the insured pool. 

2) Major Findings 

• 	 In the low subsidy program, total take-up ranges from 2-7 million children, with an 
average cost of $1900-2700 per child, a range which reflects the effect of adverse 
selection and is heavily influenced by the participation assumptions. The Federal share of 
program costs is estimated to be $1-2 B. 

• 	 In the high subsidy program, total take-up ranges from 4-9 million children, with an 
average cost of$1800-2200 per child, again a range which reflects the effect ofadverse 
selection and is heavily influenced by the participation assumptions. The Federal share of 
programs costs is estimated to be $3-6 B. 

• 	 Both the high and the low subsidy programs are characterized by large amounts of 
substitution and draw in only a small proportion ofthe uninsured population: 

In the low subsidy program, approximately 200,000 previously uninsured kids 
become insured. This represents about 1.6% ofall uninsured kids and 3-14% of 
subsidy program participants. 

In the high subsidy program, approximately 400,000-700,000 previously 
uninsured kids become insured. This represents 3.6 -6.3% ofall uninsured kids 
and 8-11% ofsubsidy program participants. 

• 	 While moving from the low subsjdy to the high subsidy program increases the total take
up (as well as Federal costs), the targeting of the program to the currently uninsured is not 
significantly changed. 

• 	 These .estimates assume that the program is fully phased in by 1997. 



3) Effed of Changes in Program Parameters 

. • If the age limit is lowered from the insurance definition ofchild to age 13: 

.we lose approximately 45% of the previously uninsured group, relative to a 40
55% drop in program participation overall, in the low subsidy program. 

we lose approximately 51-53% ofthe previously uninsured group, relative to a 
. 38-46% drop in program participation overall,.in the high subsidy program. 

• Ifthe upper income level for participation is reduced to and capped at 200% ofpoverty, 
costs and participation would be affected as follows: 

in the low subsidy program, we lose approximately 18% ofthe previously 
uninsured group, relative to a 22.;.67% decrease in program participation overall. 

in the high subsidy program, we lose approximately 23% of the previously 
uninsured group, relative to a 53-60% decrease in program participation overall. 

• The costs and participation rates of the subsidy program are influenced to a large degree 
by the program structure, Le., whether subsidies can be applied to the participant's 
existing coverage, or whether participants must join a separate insurance program. Our 
basic model assumed that participants are required to join a separate program; this 
requirement limits substitution. However, the upper ranges given above indicate the 
number ofparticipants we can expect if subsidies can be applied to existing coverage .. 

• The numbers presented here reflect a "0% contribution rule," meaning that any employer 
contribution to coverage precludes participation in the program. If we allowed 
participation for individuals with an employer contribution of up to 50%, the effect 
increases the upper range: 

in the low subsidy program, participation increases to 2-9 million, and Federal 
costs increase to $1-3 B, depending upon the participation assumptions. 

in the high subsidy program, participation increases to 4-16 million, and Federal 
costs increase to $4-10 B, depending upon the participation assumptions. 

the targeting of the program to the currently uninsured is not significantly 
.changed. 



COlt Estlmates for Subsidizing Childre.n-Only Health Insurance 

Low Levell of Sublldiea . 

25% Sub.ldy Below 250% ofPoV.rtyi 10% Subsidy Above 250% ofPov.rty 


50% Employer Contribution Resulred 

AVler.g. COlt Total Tlllkeup Annu.1 Total Annu.IF.d.ral 
COlt Cost 

S1,700 - S2,5oo 1.9 mil. - •. 6 mn. S5 bit.• S15 bit. SI bit.  S3 bit. 

0% Employer Contribution R.equired 


Sl,900. $2,700 1.7 mil. ·7.0 mil. 54 bil. - S13 blI. SI bU. - 52 biI. 


Biah Levell ofSubsldlti 
50% Subsidy Below 250% oCPovertyi 25% SubsIdy Above 250% OtPOVlrty 

50% Employer COrltribution Required 

, Avgerag. COlt . Total Takeup Annual Total Annual Federal 
co.t COlt 

51,500 • S2,1 00 4.0 mil. - 16.1 mil. S9 bi!. - S24 bU. . 54 bit. • S 1 0 bU. 

0% Employer Contribution R.eauired 


S1,800 • 52,200 3:8 mil.• 9.4 mil. S8 bi!.• 517 bU. S3 bit.• 56 bll. 




3. Purchasing Cooperatives 



j):-

, , 

PURCHASING COOPERATIVES INITIATIVE 

I. PURCHASING COOPERATIVES INITIATIVE 

This provision overrides restrictive state laws and provides $25 million per year for five years to 
develop purchasing cooperatives, which can provide greater access to and lower cost ofhealth 

, benefits for small employers (and individuals, ifa state elects to include them in the cooperatives). 
States would have the option ofestablishing cooperatives through public or private organizations, or 
they could establish cooperatives in coordination with the Federa:l Employees Health Benefits Plan. 

n. PURPOSE 

Voluntary health purchasing cooperatives (HPCs) allow small employers to pool their employees, 
and thereby exert greater leverage in the market and obtain insurance at more affordable rates. The 
Kassebaum-Kennedy bill guarimtees small employers access to the health insurance market; 
cooperatives are an effective means of lowering the costs of health insurance plans. 

III. IMPACT 

o 	 FUnds provide critical capital to help start up and initially run approximately 100 purchasing 
cooperatives. 

'. 	 . 

o 	 Cooperatives can lower administrative and marketing costs and provide a mechanism for 

negotiating lower prices on behalfofthousands of workers in small firms. 


o 	 ' Provides states with the flexibility to design cooperatives to operate successfully. based on 
their population and markets. 

IV. SPECIFIC PROVISIONS 

o 	 Overrides state "fictitious group" laws which may prohibit employers from fonning 

cooperatives.' . 


o 	 Allows HPCs to negotiate price reductions even in states where community rating laws would 
otherwise preclude them from doing so. 

, 0 Allow HPCs to sell all products to small businesses that the state permits other insurers to sell. 

V. ADMINISTRATION HISTORY ON ISSUE 

. The President has been a strong proponent ofpurchasing cooperatives asa means of increasing 
affordable·access to health insurance for small employers. They were included in the health care 
reform package that the President include4 in his balanced budget proposal last year, and he endorsed 
the purchasing cooperative provisions included in the Kassebaum-Kennedy proposal. Thisproposal 
builds upon the President's previous proposal and the initial Kassebaum-Kennedy proposal. 



4. 	 Consumer Protections 

--Establishment ofa Commission 

--Bradley Bill (Maternal Discharge Bill) 

-·Ganske Bill (patient Right to Know Act of 1996) 



SENT BY:Xcrox Tclccopicr 7020 8- 6~86:2:'8PM : 2024566487- 202 401 7321:# 7 ' 

ADVISORY COMMISSION ON CONSUMER PROTECTION ANDQUALlTY 
. IN THE·HEALTH CARE lNJ)VSTRY 

1. 	 ADVISORY COMMISSION -.-. 
tie President Will sian an Executive On1er crearlnJ an Adv1&ory ~mm1wJOD un ConsUmcr 
Protection ana Quality in the Health Care Industty to JCvic:w dJaniCS OCQIIring in the health 
c:aro system and, whc~ approprlatc, makc recommendations on how. bolt to promote and . 
usurc consumer prOtection and bealth c.arc quality. 

II. 	 PURPOSE 

The Advisory CommicsioD will respond to eoneems about tbe rar1d chanseain the health 
care financing and delivery sYstem. It will provide a forum for developinJ a better 
undemanding Of the changes in the health system and tor maldn, rcc:ommcndatiuxw un how 
to address the effects of those changes.. ..., . 

.. .. 	 ,."..; 

m. 	 IMPACT 

• 	 The' Advisory Commission will proVide ~commendatioDS that will .allow public anel 
privatI:? policy makers to define appropriate consumer protection and quality 
stondords. 

IV~ 	 SPECIFIC PROVISIONS 

• 	 The Adv;,::nry (;nmmi~'lion will be appointed by the President and co-chaired by the 
Seeretariesof HHS and Labor wUl have a. membership of no more than 20 
representatives from: health c:areprof~sfoJ1£. insliluliuD¥l h~th carcproviderl, . 
other health care: workers, h~alth care Insurers, health earo purchasers,' state 
Movcnuucnt, consumers, andc:.xperts in health care quality, financinS, rmel 
administration. The Vi~ President will review the final report prior to its beina 
submittod to the Presidont. 

• . 	 The Advisory Commission will study and, where appropriate, develop 
recommendations for the President on: (1) consumer flrntectinn; (2) quality; 
and. (3) availability of treatment and service.< ;n a rapidly changiDi health care 
system. 

'. 

• 	 The Advisory CommJssion wUlsubmfta preliminary report by SCplClUbCl' 30. 1991 
and a tIna! repon 18 months from the: Wslc: or its tilst meeting. 

V. 	 DACI{GROUND 

. The Clinton Administration has a Ions history of strong support of c.oD$umer proreetion in 
all health care plans, includina the Medicare program. Two $11("..1\ enmple.... ,are his support 
of initiatives to assure new moth"~ Ind hahie..~ have access to neCessary hospital care and to 
prote-.cr ('.ommlinfcatinn~ hetween health professIonals and their patients. . 

http:prote-.cr
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-.-. " 	 , , ~.',~" mmlVE 'ORI.lEJIl· ,
" r.' . 

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

ADv%~onY'COMMISSION ON CoNStrMER PROTECTION' 

AND QUALI'l"i IN'THE HEAL'n! CARE lNDtj,'3TRY'
. 	 ." 

. ~y·~h. author~ty veated in ~e .e ~r••~d~nt,by the . 
. COnat1tut1QD.and the lawa ot.tha ,united ~tate8,of'Amer~Ca. ' 
:"lncluaing,: th~, "Federal M ....1.ory' C:ommittee Act" a~·' amene!ee!, 

(,5 :~ •.8;.C., API>.;)" .It iel~."by onerae! a8 fo~low81 " ' 
• • ••• ••••••• .'. t ~ ! , . 	 ' ... '. .. , "" 

',' ., Il.9tioD,.,. '. J$stabliMhm,n'ijd " (a) Tbere .iB ,establiebed· tile ' 
, A4vieory: :Comm~Ge~on ,on ConDumer ProteatiQnane! Qual1.ty !n the 
. ,Health: care' Industry ·(the '''CommiIlR.~,cn·J. The commia:Sion shall r 

be, composed, o! not 'more than J,Q ~embere 'to 'beapppillted by t,he . 

President. .Tho mombGrs. ,will 'tie consumer., .inetitutiona.l h041th

'care P2':ov;f.t.1~"'" he~lth,ear'e profe9l1ionals~ ot,her health 'care 

,worker.,'he~~~h,care insurers, he~lth care purchasers; State 

And local ,government ,representatives, and 'expert&! in health 


,r."'r.'fI!.'qt18.+ityIfi:riilneing~ and admini8tr~tion. " 

.' 

(b) 'The·!lecretary of Health and Human Se~ices and the 
·Secret:arY,of 	Labor shall serve as Co-Chairs of the Commission. 

The ~o-ChairR shall report through the viee ~resident to the 

President. 


, !i:£.,a. i)inctioD@., (a) The ComrriisJlIion sheill advise the 

President on changes oceUtt).Dg in t,he heal,r.heare syst.em and 

recommend liIucll IlIeat:lUz;t:1II iUS Ulay bt: neceli:Jsa:ry to ,p:;ollloLt: .C:lucl

aBEu". "health care ,qutllity tlnQ, vtlluc::,: tlnQ prot'oct. conoumcrc 

and workers in the hp.IlH'.h r.~,.e ';y'~r.Am. Tn piliTt: 1t'ml_r i t:hA 

COnlmfsslou tihall: . 	 . ', . . 

(l) ,RA.vi fltW th'tII ~va U.abJ '!' data. ih the area ofconsn,\me.r 

inforlllclLlou eUlU fJ"n.>Lt:cc.ions for those enrolled in health care 

planc'~nd'makc ouch'recommondations &smay be necessary for 

impTnv~m..nts: . 	 , 

(2), ·2'teview existing and planned work that defineo, 

mp.ARUTtllFi. ~T1n t'T.'"m"tec qualitl' of health care" and ,help build 

furth'u: '-=UUt:lt:.uttUII un approaches t.o assure and promote quality

of care in a ch~nging delivery cyotc::m; .end ., , 


(~) Colleet and evaluate data 011(,;hC(i19~" 1n aY~il8.bility

of treatment and servic::ee, and make ,c'uch recommend."tion3 as may

be necessary tor 1mprovp.mp.nt~. 


, , 

·(b) For the, t-'urpo~e of carrying out its functi'ons,the 

Comm;~~icn may h~ld hearings. establish, subcommittees, and 

convene and act at such times and places as the Commission may 


.find advisable. I 	 " 

http:1mprovp.mp.nt
http:oceUtt).Dg
http:Qual1.ty
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. . ? {:.";"'~ .~.::!.;~......;i.at:~~. 1.:,~ .'J\CliOIt'B ~.; :Thff, Coinm18S~on'"shall 'Mk~ a pt.licniri~·.... . . 
:..~~: :....::';~·~:·~~e~ort·;· tq' :t!he.' pit".siaen~·' bY. 'sQpiel.'ftba~ ~.O; ,.199', ~'...:"Jt.' .f1n..~ .repOrt :.
>'':~: ~···.:-;:'.~;.1~:··~:e,:· .~ltt:,~c!.~.f:o"'.~e· .~re&..t4~t 1~ mo:nth.··~t7~r .. the '.' .' .' 

'::'.:' ;:(::':~:8~1~'1J ·f1r~~~::ftlAetl~g.· ..' . . ... ' 
.. " ..:,~., ..'~ . .:,:' . '.. ' .. ' . '.' , -~ ..". .... aes. ,t.' MminiQtratio~. (a). :1'0 the extent permitted 

" ~by .law, the· hea~" ofexecu.t ye departn,ants' and. agociefll, anel 
.independent· agencies (·coll.et.ive~y ·ag~nc:ies."). I!hall provIc1~ .

. '. the ·Commie.ion, ,up'~n 'Z'equest,' With. such infcrmation 08 .it. may'
:equire 'fqr ~h•.purpoees.of carrying OUt iC. fUnction.. 

, ... ' ;'.'(h), Members'· ~f . the cOmm:ssion may'rec~i'~e .ccmpenaation 
fo; their ,work on- ,the ~ommi..sion not to exceed the. daily rate 

. . epeciEitjc for l"evelIV,of th:- Ixccut.j.Ye Sche~u.l~ ~(S. u.s!C. . 

. . .' ·S~l.~) .' ·WhllG ensased In .th•.work of. the ,.comftt1'.8ion,'members 
'...~ . ~ ·~~PQln'Ced. ·~t(!lm.. ·_m~9 private .c.itizen~ ,ot .the Onit1u! Stato• 

. :"..~y' h,e allowed. tray.el expene•• , . including .per dj;em 'in 'lie,u . 
, . :~~..•~~i.tence', as .authorized by, law· for .'pG;,80ne ••(yin,g. . . . 

. .. ·:.1.~te:;m:t.ttent'ly' 'intho ,Gov•.~iit: serviee :ofS O:.'$.C. '1701:-;5'70'7) 
.'.' :.tc;f ~~~, :~~~ent ..t~d~.. ~ll:" av.ilah~e 'fC?r ~lich pUrP,oaaa ~ 

• • 	 . • ~ lit '. ~ ",. .. • .' '.. 

.. ,., ':' .. /.. ,... ·(cl '.1;'0 'the e~tent permitted by"law ana. .Ul:;j~ct ,to tile . 
..	avail&Dilltyof appropriations, the ~epartment ·of He~lth and 
!tuman Sc:t!'Yices IIball provi.d. th~ Commission witb ad-mInieer.tive 
~ervicaA. funds; facilities, scaff, and'other8upport services 
necessary for the:perfo;.nnancc of the Commission'lI functlonG. 
The .secretary ot Heal'th and Human Services ahallpertorm the 
~dmin1st~Ative functions of Lhe presld-.nt under the rederal ' 
1l.c!visory Commi'ttep. ~(!'t. a,,:amcnde~ (5 U,S.C. ·App.), w~th respect 
tf.) the Commission. . ., 

§s:,c. s.. General Provision, The CommissiOn aball·terminate 
30 c:1ye aft.~r submittlTlO its .finAl report.·, but:; no~ J.~ter than 
:ly.a.ara ,from the dat.e, of this nrdar, .W'llcse extended .by the 

,Pl·eslde~t; .. 

WILLIAMJ. CLiNTON 

THE 	 WH1TE HOUSE, 

Gept.~lnber !). , 99'. 


" 

http:presld-.nt
http:th:-Ixccut.j.Ye
http:purpoees.of
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STATEMENTS SUPPORTING 

THE "ADVISORY COMMISSION ON CONSUMER PROTECI10N 

AND 'QUAllTY, IN THEBEALTH CARE INDUSTRY" 
 -:-

"1M NnlTieIJn .A.UoctIItien ofHttllrh Pllzn.s 1lJ')1'IIzub President auuon'slu.duship In 
csrablishin, rile new commissIOn en Aealrll care qualtry. We are con/itkra t1r.~ 
COI7I1idsston, w1r.ldlls designed to cmmine Auw tAt: leGun cure system wOrks for ' 
patients, JliiU wrarwUk to u heller werstan4ing o/llOw hCQUh care Is tleli'lleretllU 
we approach tlu: nut cCl1tlU"y. " , 

- American Association of Health Plans 
(trade orpnization of manased care plans) 

,. ."..". 

-We welc.t>me' !ht gOllt.rM2«nt 11M tl'idu.ttr;y laurllly rile President Au preposed. " 

- BlucCross BlutShield Assoc:1adQD 

·PI'uldent Clinton ~ call for t1u: NatioMI CommissiolS OIS Hcalth Cdr! QUDliry 
provides all CJCCcllcnt opp()rtw1lity lor policy mliksrs to rwiew the ",aPl), difl'''IIt types 
ofhealth CDr! jinDncing IIrr''''g,m,nll that currently wt ill tltt mDrketplDu ... If 

--Health In!\nrAnce Association of America 

"w,. 'Agtrly tlppltlu.d the /ermDtion of the Presldenr's new commission 10 protect 
patfents t.Jnd guarDn", quallry cue. " 

- American Medicc1 Association 

~ ~ .the right time for this kind ofcommission to go to work. n 

-- American Hn~rital Association 

",/h,. l7e.tident:t deciSien te wmine rhe entire Issue ofmanaged elJre qUDllry arid 
t.Jccess .shculd be appltJudtd by every consumer in Amt:r;c;". " 

-- Citizen Action 

"lI'e support D1Iyeffol't to Identi/J DM 'IiCti/J pra'hlems with aur h,a!tll cau system 
DndDpplDud the President for CTSGnng a farum where thest problt.ms wiUbt 
tJIJJlressed. ,. . 

-- Consumcni Ulliou 

http:problt.ms
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KEY GROUPS IMMEDIATELY SUPPORTING 

'.i'llE' "AlJVlSORY CO:MMISSION ON .cONsuMER PROTEC110N 

AND QUALITY IN THE REALTII CARE INDUSTRY'" 


(As of September 6. 1996 - 12:00p~) 


Health Care InsurerslManased Care Representatives , 

~eric:an Association of Health Planr(the p1anaged c:are industry sroup) 
Blue Cross Blue Shield Association 
Health Insunmce Assueiation ur America 

Henlth Core Providers 

American Hospital Association 
Americ".an NtJt~e~ .Ali:~nciatinn 
American Medical Association 
Catholic Health Association 
Federation of American Health Systems (the for~profit hospitals) 
National Association of Children's IIospitals and Related Institutions 

Consumers and Unions 

AFL-CIO 
AFSCME 
Citizen Action 
Consortium of Citizens·with Visabilities 
Consumers Union 
Families USA 
National Coullcil of Senior Citizens 

http:Americ".an


I. 	 48-HOURHOSPITAL STAYS FOR MOTHERS AND NEWBORNS 

This legislation requires health insurers to allow mothers and newborns to remain in the 
hospital for a minimum of48 hours after a normal vaginal delivery and 96 hours after a 
Caesarean section. 

II. 	 PURPOSE 

This legislation responds to public concerns that health insurers are requiring new mothers 
and newborns to leave the hospital earlier than is appropriate, and that these early discharges 
are leading to serious health consequences for some patients. The legislation requires health 
insurers to allow mothers and.their newborns to remain in the hospital for a minimum of48 
hours after a normal vaginal delivery and 96 hours after a Caesarean section. Coverage of 
fewer days is permissible, if agreed to by the attending provider in consultation with the 
mother, and ifa timely follow-up visit is covered. 

III. 	 IMPACT (Based on analysis ofSenate Bill 969, as included as an amendment to the Senate 
version ofthe V AlHUD appropriations bill) 

According to CBO, this bill would cost the Federal Koyernment a total of $265 million 
between 1997 and 2002. These costs would result largely·from increased Federal Medicaid 
outlays and decreased tax revenues due to increases in employer-paid premiums. CBO 
estimates that the bill would increasepriyate sector costs by $130 million in 1997, rising to 
$220 million in 2001. These costs would result from a 0.06 percent increase in total 
premium payments for health insurance. In addition, ifwomen receive any additional care 
as a result of this bill (such as an extra day in the hospital or a follow-up visit which they 
would not have received otherwise), they could be required to pay a copayment for these 
services. 

IV. 	 SPECIFIC PROVISIONS (As contained in the Senate VAlHUD Appropriations bill) 

• 	 48/96-Hour Minimum Stays Must Be Allowed This legislation requires health insurers to 
allow mothers and their newborns to remain in the hospital for a minimum of48 hours after 

. a normal vaginal delivery and 96 hours after a Caesarean section. 

• 	 Shorter Stays Permitted Shorter hospital stays are permitted provided that the attending 
health care provider, in consultation with the mother, determines such a stay to be 
appropriate. 

• 	 Requirement for Follow-Up Care Ifdischarge occurs earlier than 48 hours after birth (96 
hours after a Caesarean), follow-up care must be provided and covered by the insurer. This 
follow-up care must occur within.72 hours following discharge. 

• 	 Does Not Apply to Medicaid The Bradley bill does not apply to women covered under 
Medicaid, who comprise roughly one-third of new mothers each year. However, it is 
expected that ifthe bill-were passed, some Medicaid mothers would still receive the option 

http:within.72


.. ofa 48/96 hour stay. This is because a large percentage ofthem are covered under private 
managed care plans, and since these plans will be required to offer 48/96 hour stays to their 
privately-insured patients they may also offer them to their Medicaid patients as well. 

• 	 Interaction with State Le2islation This legislation would not preempt state legislation on 
early discharge as long as the minimum of48/96 hours for an inpatient stay is met OR the 
state legislation meets guidelines established by the American College of Obstetricians or 
GynecolQgists, the American Academy ofPediatrics, or other medical professional 
organizations such as nurse midwives. (Note that over 25 states have already passed 
legislation similar to the Bradley bill, but due to the ERISA preemption these bills cover 
only about half of their states' women.) 

V. 	 ADMINISTRATION mSTORY ON ISSUE 

• 	 In his radio address on May II, 1996, President Clinton expressed support for legislation on 
this issue, stating "I urge Congress to move legislation forward as soon as possible that 
makes this protection for mothers and children the law ofthe land." However, he did not 
endorse any specific bilL 

• 	 In her September 30, 1995 newspaper article, the First Lady discussed the dangers which can 
result from early discharge, stating that "I think that protecting the health ofnew mothers 
and infants is a clear case of where government safeguards are needed." 

• 	 In their speeches at the convention, both the President and the First Lady expressed support 
for a bill allowing minimum 48-hour stays following a normal birth. 

VI. 	 LEGISLATIVE HISTORY 

• 	 In June 1995, Senators Bradley (D-NJ) and Kassebaum (R-KS) introduced Senate bill 969, 
which requires health insurers to allow mothers and newborns to remain in the hospital for a 
minimum of48 hours after a normal vaginal delivery. (The bill's provisions are discussed in 
detail above.) In early 1996, several largely technical changes were made to the bill and it 
was reintroduced as the Bradley-Kassebaum-Frist bill. 

• 	 In late spring 1996, the Senate Labor Committee marked up Senate Bill 969 and approved it 
on a 14-2 vote. 

• 	 On September 5, the Senate voted unanimously to include the text of Senate Bill 969 as an 
amendment to the VAIHUD Appropriations bill. The House had already passed its version 
ofVAlHUD, but the Republican leadership agreed to retain the Bradley language in the 
conference version. 

• 	 Ten bills similar to Bradley-Kassebaum-Frist were introduced in the House during the 104th 
Congress. No hearings or mark-ups were held on these bills. 
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Pruld.Dtlal State.IDa In Support of the ~ Boar Rule 

-.-. 
"I wgc me:miH:rl 0/ CollRrw 1.0 mwc kxululloll /ol'WOrd tIS soon tIS possible tluIt 
mGku Mil protection for mothers GM their ddltlrcn the IGw oj tlse IGnd. 'No 
ilur.u'Gllct comJH'ny MOrJJ H /tee to maJu: the fou.U jwlgmCltl Gbout what is m.diCGlly 
best jor,.ewborltl 12M thev mother,. 1Mt tlecisilm 81aoMld hi "ft up ~ tlDctD,s, 
IfUl'SII8 lind IIIOth"., U&1mI,lvu." . 

~tdent Htli Clintnn 
May 11, 1996 

·We IhQuId prQter.:t motl&ers Gnd M~b9rn babies /rom being fo""d out of the hospitDI " ' 
in las IMII 48 hw.t~. • ... " 

President Bill Cinton 
Democratic NatioDal Convention 
Ausu~ 30, 1996 

"l1J.at's why I'm !Uppar:in, the legislation 1 menrtonld, dealtn, with not forcing new 
mothers and their llewbortU out 01 the hospital. If 

P,csjdent Bill Clinton 
S~ptc:mbcr 5. 1996 

(NOTE: The FiAt Lady also endorsed the 48 hour rule in herspee,eh before the 
Democratic: National' Convention on August 28. 1996) 



I. ANTI-GAG RULE LEGISLATION (The Patient Right to Know Act of 1996) 

This bill would prohibit health plans (including ERISA plans) from restricting or prohibiting 
any medical communications, oral or in writing, between health care providers and their 
patients. 

n. PURPOSE 

This bill responds to public concern that health care providers are being forbidden by health 
plans from providing patients with full infonnation about their medical conditions and 
treatment options. It would prohibit health plans from placing any restrictions on providers' 
medical communications with their patients. 

III. IMPACT 

If enacted, this bill would allow, and perhaps encourage, physicians to discuss treatment 
options with patients, and would increase consumers' confidence that their medical 
providers are offering them full infonnation. 

IV. SPECIFIC PROVISIONS 

The following are the major provisions of the bill: 

.. Health plans (including ERISA plans) may not restrict or prohibit any medical 
communications, oral or in writing, between health care providers and their patients. 
Medical communication is defined as communication regarding the patient's 
physical or mental condition or treatment options. 

Violation ofthese provisions is punishable by civil money penalties ofup to $25,000 
for each violation. 

.. States may establish additional requirements that are more protective ofmedical 
communications. 

.. Health plans are not prohibited from restricting medical communications that 
recommend one health plan over another if the sole purpose of the communication is 
to secure financial gain for the health care provider. 

V. ADMINISTRATION HISTORY ON ISSUE 

This bill has enjoyed bipartisan support and has been approved by a unanimous vote 
in one ofthe three committees ofjurisdiction. Additional committee approval is 
expected this fall. 



5. 	 Worker Transition Initiative 

--Description ofHealth Insurance for the Temporarily Unemployed (from President 
Clinton's Balanced Budget: Health Reform Proposals, released March 25, 1996) 

--Worker Transition Initiative (prepared by White House staff) 



, '. 

HEALTH INSURANCE FOR THE TEMPORARILY UNEMPLOYED 

Building on the Health Insurance Portability and Accountability Act, funds would be made 
",available to states to finance up to six months ofcoveragefor unemployed workers and their , 
,families.· The program would be available to those who ,hademployer-based coverage in their 

, : ,'. ',' priorJob, are now receiving unemployment benefits, and have income below certain thresholds. 
, The program would be a four year demonstration project and wouldprOVide States with 

substantial flexibility in how to administer the program. 

I. Federal Funds for States 

o 	 Establishes a folD' year demonstration projeclProvides annual grants to states which choose 
to participate. HHS would operate a program in a state that chooses not to participate. 

o 	 The funding would be a capped entitlement to the state. 

o 	 States would be allowed to accumulate a small smplus to cover years with shortfalls, and the 
federal govenunent would also operate a loan program to assist States with shortfall. 

o 	 FWlds would be allocated based on the proportion ofunemployed persons in the State who 
collected Wlemployment income(UI) benefits relative to all persons in the nation who 

, collected UI benefits. 

n. Eligibility for Coverage 

o Recipients must be in active Wlemployment insurance claims status. 


0' Coverage would not exceed 6 months. 


o 	 Individuals must have had health insurance coverage through their'last employer for at least 
the six previous months (including plans where the employee paid the full cost). 

o 	 A full subsidy is provided up to' 100% ofthe poverty level for family income and phased out 
at 240% ofthe poverty level. 

o 	An employed spouse must not have health insurance coverage or, ifcovered, the 
employer contributes less than 50% ofthe premium. 

o 	The individual or family must not be eligible for Medicaid or Medicare. 

o Individuals will be, eligible based on their place ofresidence. 

-0 	No reduction can be made in the duration or amoWlt ofWlemployment benefits as the result 
of an individual participating in the health care coverage program. 



II. 	 1"1* ... . 

III. Benefits 

o 	 States would have the flexibility in how to use funds to assure access to an insurance 
product: . 

-COBRA coverage from their prior employer; 

-An insurance product in the private market; 

-Alternative means ofcoverage (e.g., state high risk pools, Medicaid buy-in, special 


plan for the temporarily unemployed); 

o 	State would have the option ofextending eligibility periods or providing a more generous 
package using state funds. 

o 	Any reduction in either the duration or extent ofhealth coverage, benefits would have to be 
approved by the Secretary ofHHS. 

IV. Administration 

o 	The state (or its contractor) must conduct all eligibility detenninations. 

o Unemployment claimants are informed of possible coverage eligibility at the time that an 
eligibility determination for VI benefits is made. 

o Recipients must be informed that program funds are limited, and that benefits could be 
reduced or eliminated iffunds become exhausted. 

o 	Funds from the grantwill take the form ofletters ofcredit to the states. 

o 	Program information and tipplications will be available in every local unemployment 
office/one-stop office. 

c:ui96.wh 
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Worker Transition Insurance Program 

Description and Rationale 

Building on the President's insurance portability provisions, federal funds will.be made 
available to states to finance up to six months ofcoverage for unemployed workers and their 
families. The program would be available to those who had employer-based coverage in their 
prior job, are now receiving unemployment benefits, and have income below 240 percent of the 
poverty level. The states will have substantial flexibility in hoW'to administer the program. 

Formany years the states have successfully operated programs for providing 
unemployment insurance benefits to people who have lost their jobs. The benefits of these 
programs are twofold: they cushion the economic loss of income for individuals and families 
while the unemployed seek new jobs; and by providing this cushion, the workforce has been 
remained more mobile than virtually any other workforce in the industrialized world, providing a 
significant economic advantage to the United States in international competition. 

Unemployment insurance benefits, however, do little to address an increasingly significant 
hole in the safety net for our nation's workers: unemployment often means the loss ofhealth 
insurance coverage, and even when the unemployed have options" such as COBRA coverage or 
access to an individual health plan, the cost can be prohibitively high, particularly when an 
individual or family has just experienced a sharp decline in income. 

The President's proposal fills this hole in the safety net for America's working individuals 
and families. The Health Insurance Portability and Accountability Act increases access for the 
. unemployed who had employer provided insurance; this proposal will provide financial assistance 
to the middle class, many ofwhom would not otherwise be able to afford the insurance available 
to them. 
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WORKER TRANSITION TNlTIATIVE 

I. 	 WORKER TRAN5mON INITIATIVE 

Tb.ia provlaloJol addrC$$Cl aCCOnlKbilily or hea1&h go C;UVClI,C for workeD In transition from 
job-to-job. Through a grant program with'the :atatcl, Jl would provide PlCmlum _i5tana: 
to temporarily unemployed workcn and .tilCfr families ~ up'to six m01lthl of.coverage. 

II. 	 PVRPOSE 

ThiS provision would take -the next loSIea1 step toward imF,OViDS,coverase to millt~of 
workin, Americans are at rillk nfnn~ihein'Able to afford COVerAge. In codoms. it would 
assurc that individuals fCtain the cOntinuous h.ulth care CtWef8F nr:ceAbry tn meetve 
portabilitY benefits under the KcnnedylKasscbaum health insurance reform bill. 

m. 	 IMPACf 

• 	 Approximately 3 million pcoplQ, lnelucUnl at least 100,000 children, would benefit 
eacb year. 

• 	 The ~rnamn would cost am estimated 52 billionfyear. 

• 	 This proaram would be pald for In thc CODteXt of the President'S balanced budget 
proputlia1. It dcmoIlStrates that. the nation can invest in Imponant proarams while sdll 
bcl.ug fi5~l1y n:;spOllsibl~. 

IV. 	 SPECIFIC PROVISIONS 

• 	 The program would give assistance to etate, to provide health care coverage to 
individuals wbo are between jobs. 

• 	 The prngram wnuld eive states substmtiall1exibiUty to administer the proaram. 
Under the program states cnuld decide hnw tn deliver henefitl And whether to expand 
eUaibllity and benefitS. 

. • 	 Program information ~d applic:atiQUS would be wade .velllilbl~ lhrough 10Cll 
unc;mploymcnt offi"s. 

V. 	 ADMINISTRATION HISTOR.Y ON ISSUE 

OVer the past few years, the President fought -long and hard for health care refonD. In 
passing the ~nnedyJKassebaum legislation, cnnsreKs tnok the ff~t ItepA tnwaM 1J'Ieaninpl 
reform. The nexr 1011c:al step 1s to ensureatfordab1Uty of health care and to lUa:nmtee that 
ludtvidu4ds do nOl los~ lh~ prOlcClioIUI gained in the Kennedy/Kw!lsebaum lcgislatioD. 

nus prOVision has lxNn Induded in all of the President'S balan"c1buc1get proposals and is 
paid for in this context. 
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To: Maggie Williams 
From: Bill CIJI1')' 
Re: School Based Health Clinics 

TIae Problem 
At least 11 million American children are without bea1th insurance of any kind. Minions 
more have only catastrophic or second i:'B.te primary coverage. Frequently, even children who . 
have coverage are unde:rserved because parents can not/will-not attend. to non emergency 
needs or because there is insufficient primary care available in their communities. 

There exists·a network of school based and comml,lDity based health clinics struggling to meet 
the needs of these children. There is stmng evidence that these clinics- in particular the 
school based clinics-. are far and away the best means at our disposal of reaching underserved 
children. They· are certainly the most cost effective way of delivering care. 

But school based clinics are just getting off the ground while community health clinics arc 
taking a financial pounding from Medicaid's transition to managed care and from cuts in 
federal, state and local human service budgets. Typically, these clinics are not organ;zr.d to 
discriminate between their insured and uninswed patients. Nor are they.equipped to secure . 
third party reimbursements for those who ate· insured. Thus, ironically, the clinics. while 
straining to pTOvide health cate to the uninsured, must subsidize private insurance plans by 
providing uncompensated care to milions of their insured. dependents. 

The Opportaaity 
At present there are about 700 school and. community based clinics _in the United States. Most 
provide a wide range- of primary care services at acost that is likely as much as 40% lower 
than MtMiicaid or even capitated HMO costs. One New Yorlc. plan provides primary health, 
dental an4 mental health coverage for $318 per student per year. The average Medicaid 
primary "th care cost per child, without dental coverage, it llIOund 5560 per year. Private 
sector HMOs are even higher. 

The immediate and achievable solution to the problem of providiDf bealth care to our 
children lies in the dramatic expansion of school and communitY ~linics. Of the two, 
school based clinics are better at accessing kids into the system ~ almost certainly 
cheaper. The President and the First Lady have that rare opp~rt..it,.to provide the right 
leadership at just the right moment..• and to-nurture and grow a nascent idea into a vibrant 
heal~hy system capable of meeting our sacred obligation to protect tbe health of our children. 

This can be done without massive spending. cumbersome ~ or coercive ~gulation.
We need only respond to the gnLW-OOts call of parents ... communities who know what their 
children need ~d fix the system so that it supports ... works. Here's how to begin: 

. 1. We must Challenge all insurance and managed. care companies to devise a system to 
reimburse school and comm\m.ity based clinics fur ~rvic:es rendered to their covered 
dependents. Some might wish to JMke an annual contribution in lieu of paymentS. Some 
might requite in netwftr'k provision of certain specified services. Some might prefer capitation 

)'-
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to other methods of reimbursement. But the industry must come together to meet the 
challenge. In so doing, they will help midwife a transition that in the long run will bring 
down. costs and e'lCp8Jld service, thus serving their. own needs as well as the needs of others. 

2. We must get our own house in order by making Medicaid reimbursement much easier than 
it is now. 

3. We must provide or identifY funds for the clinics to develop billing systems that coab1e 
them to participate in the marketp1ace. 

4; We should condition school constuction funds on at least the submission of a. clinic plan. 

5. We should consider freeing up other more narrowly programmatic money to this broader 
purpose. 

This is obviously a very brief and incomplete presentation of the issues that need to be 
addressed. 1 am of coW'Se availabe at any tiJile to talk with anyone concerned underlying 
issueS, language. politics, etc. good luck. 



.. 

~O/96 11:54 '&202 401 7321 HHS ASPE/HP ......... JENNINGS 
 ~OO2/008 

. Summary of Cost Estimates of Child Only Health Insurance Proposals - Revised 

, Fall '94 Proposal (Scenario 1) 

,.. Full subsidy < 133% poverty 

... Sliding subsidy from 133% - 250% poverty 


, .... ' No subsidy for >... 250% poverty 

Democratic Leadership Proposals: 
. Low subsidy (Scenario 2) 


... 25% subsidy:up to 250% poverty, 10% subsidy thereafter 

'... no ma.'rimum income level 

Higb subsidy (Scenario 3) 

... 50% subsidy up to 250% poverty, 25% subsidy thereafter 

.. no maximum income level 


Preliminary estimates from ARC (8/14) for the Democratic Leadership Proposals show the 

foUowiug: 

Total tak.e~up is estimate4 to range from 2 million to 6 million chi1dre~ with an average cost per 

child of$1800-$2700 including the effects ofadverse selection. Total program costs range from 

$4-11 billion" (GH: 7-17 million children; $1400-$1900 per child; totaZ program costs $13-25 

billion) 


The Federal share ofthe program cost is estimated to range from $1-5 billion, (OH: $1~10 
billion) , 

The number of previously uninsured children estimated to be dra\Vll into these programs ranges 

from 0.2 million to 2 million, resulting in 10-30% ofthe participant population being made up of 

the target group (those without insurance prior to the program). (GH: 0.1-2 million previously 

uninsured children; 2-15% ofparticipant population) 


The remaining 70-90% ofthe participant population are those which were insured previously 

(other private, ESI - self-employed, ESI, and Medicaid) but were drawn into the program either 

by the subsidy level or by changes in employer behavior (the substitution effect). 


Those with Medicaid are assumed to substitute into this program if they are above the federal 

floor for Medicaid and ifthe subsidy is 100% (therefore occurs only in the Fall '94 proposal). 


The effects of adverse selection, modeled for the uninsured receiving partial subsidies, were 

estimated to increase total program costs by 20·60%. The selection impact is greatest when the 

subsidies are lower making the total takeup smaller. (GH: selection impact is 10% to 20%) 


Each ofthese proposals replaces current coverage more than newly covering the u..'1insured. TIlis 

substitution effect varies slightly with the level ofsubsidy over the ranges given above. 
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, Summary of Participation Assumptions for the Kids Coverage Cost Estimate Model . 

· 1. The Self-Employed 
ARC: If subsidy >= 28%, then 90% participation (-.80*35%) 

· GH: If subsidy >= 6.75%, then 90% participation (=.45*15%) --100% participation was run . 
· to produce a conservative estimate 

· GH Reason: .45 is the deduction rate for years 1998-2002 (.80 is phased in later); 15% marginal 
tax rate is more applicable to the low-income population. 

· 2. Other Private (non-employer sponsored) 
ARC: If subsidy >--20%, then 80% participation 
GH: If subsidy>10%) then 90% participation - 100% participation was run to produce a 
conservative estimate 

OH Reason: More people will take advantage ofthis offer if it is implemented through the tax 

system. 


· 3. Uninsured 
ARC: Scenario 2 (25110) participation equals 2/3 ofScenario 3 (50/25) participation 

Scenario 2: Scenario 3: 

For Case A: 20%/10% 30%115% 

For Case B: 10%/5% 15%17.5% 

For Case c: 5%12.5% 7.5%/3.75% 


GH; Scenario 2 participation should equal 113 of Scenario 3 participation (across all cases). 

OH Reason: Few uninsured people will be attracted by the low subsidy of Scenario 2 -- moving 
from Scenario 2 to 3 (low to high subsidy) should make a bigger difference. 

4. Employer Insurance (ESI) 

ARC: Scenario 2 or 3 ~ (Cases AlB/C) .Q.%. (Cases AlBIC) 

% participation for those <200% 10%/5%12.5% 50/0/2.50/0/1.25% 


OH -- Scenario 2 (all cases) 14% 4% 

Scenario 3 (all cases) 50% 14% 


(up to 250% poverty; less thereafter) 


·.GH Reason: Employers are looking for ways to save money and will change their behavior more 
· dramatically if they are given the "moral out" ofknowing that their employ~s will be able to 
take advantage of this other program. ARC believes that employer behavior wil1 not change as 
radically -- at least not as a result ofthis kids only program. 

http:50/0/2.50/0/1.25
http:7.5%/3.75


<:0 
o 
o 
"- Democratic Leadership Proposals - Summary Cost Estimates 
o "'" o Estimates Shown for Medium Participation Assumption (Case B)
t§l 

Total %U~~ Unins SelectionLow I IAvg 
inProgtakeup 

Participants - Coverage Prior to Program Financing 

Unins 
Offd 
EST 

Other 
Private 

Other Priv 
+MC 

Me ESI ESI 
SE 

Total 
Cost 

Federal 
Share Impacten Subsidy Cost 

{.!) 
z , Scenario 2 ..... 
z z 
f,J:/.. ARC I $240Q I 2.4.m I 23% II 0.4 m I 0.1 m I 1.2m I 0.1 m I 0.00 I 0.5 mi· O~OO II $5.7 B I $1.4 B I 62%150% Eap I 
1 
t Contrib Assump 
t 

~ 
". 

fi:! 
en 
-< 
en 

~ 

.,...j 

<? '" 
r

.,...j 

o 
"'" 
o '" .... 
€J 

to 
to 

.,...j 

.,...j 

II:> 
a, 

'" o 
" '" 
<0 
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High 
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Other 
,Private 

2.6m 

Other Priv 
+MC 

0.1 m 

Me ESI ESI 
SE 

Total 
Cost 

Federal f Selection 
Share Impact 

0.00 I 0.5 m I 0.6 m /I $9.7 B I $4.1 B 28% 

o 

1 




QO 

C 
C 
'-. 
IQ 
C 
C 

r§I 

en 
z ~ ..... 
z 
z 
~ 
t 
t 
t 

A..
:x:: 
'-. 
~ 
A.. 
en
.-.: 
en 
~ 

.-i 
eN 
<':) 

t 

.-i 
C 

"'" 
C'I 
C 
eN 

tl 

(0 

IQ 

..-t 
.-i 

(0 
(!)., 
C 

C'l 


"
<0 
o 

Democratic Leadership Proposals -- Cost Estimates 

Scenario 2 (Low Subsidy): 25% Subsidy up to 250% Poverty, 10%. Subsidy for 2500/0 Poverty alld Above 

50% Employer Contribution Requirement 
High (Case A), Medium (Case B), and Low (Case C) Particjpation Assumptions Shown 

Scenario 2 

ARC 
Assump 

A 

B 

C 

Avg 
Cost 

. $2100 

Total 
takeup 

3.6m 

$2400 I 2.4m 

$2500 I 1.9 m 

%UniDS 
in Prog 

33% 

23% 

14% 

Participants - Coverage Prior to Program Financing 

linins 

0.9 In 

Uruns 
Ofta 
ESI 

O.3m 

0.4m I 0.1 m 

0.2 m I O.04m 

Other 
Private· 

1.2 m 

1.2m 

1.2 m 

Other Priv 
+MC 

0.1 m 

0.1 m 

0.1 m 

Me ESI 

0.00 Llm 

ESI 
SE 

0.00 

Total 
Cost· 

$7.4B 

.Federall Selection 
Share . Impact 

$1.8 B I 50% 

0.00 , O.S m I 0.00 II $5.7 B I $1.4 B 62% 

0.00 I 0.3 m I 0.00 II $4.6 B I $1.1 B 59% 
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Scenario 3 (Higb Subsidy): 500/0 Subsidy up to 250% Poverty~ 25% Subsidy for 2500/0 Puverty and Above 

S{)%, Em.ployer Contribution Requirement 
High (Case A), Medium (Case B), and Low (Case q Partieipation Assumptions Shown 
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Avg Unins- Total 

,
I%Unins 

takeup in Prog Cost 

A I $1800 I 6.2-m I 30% II 1.4 m I O.4m 2.6m 0.1 m 0.00 20% 


B I $2000 I 4.7 m I 20% ~I 0.7 III I 0.2 m 2.6m 0.1 m 1 0.00 \ 0.5 m I 0.6 m II $9.7 B 1$4.1 B I 28% 


Participants - Coverage Prior to Program FinancingII 
Me.Unins Other Other Priv ESI ES} " Totat IFederal, Selection 

+MCOffd Private SE Cost Sbare Impact 
ESI 

ILO m I0.6 m 1~11.2 B I $4.9 B I 
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Scenario 3 (High Subsidy): 50%, Subsidy up to 250% Poverty, 250/0 Subsidy for 250% Poverty and Above 

0% Employer Contribution Requirement 
Higb (Case A), Medium (Case B), and Low (Case C) Participatioll Assumptions Shown 
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