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Proviso:  Comprehensive analyses of this new law are still very much a work-in-progress.  This outline is based on materials produced by the Kaiser Family Foundation (www.kff.org)

Basic take-away:  The new health care reform law is a major step forward (especially given that maintaining the current status quo was NOT an option over the long-term.)  Approximately 32 million of America’s 47 million uninsured will get health coverage.  However, we still have more work to do to get to true universal health care across America, so that all residents of our nation, regardless of their financial situation or immigration status, will have good insurance that’s affordable-to-buy and affordable-to-use, and they will have places to go receive the high-quality services from culturally-competent health care professionals.

This new law is a tremendous and historic accomplishment, but it is only a first step toward true universal health care, so the fight and process continues.   It is a new platform – especially for states – to build on.  It is a floor, not a ceiling.

THE NEW LAW ITSELF:  “The Patient Protection and Affordable Care Act” (“PPACA”)
I.  Overview of PPACA – Three broad areas:

· Insurance coverage reform
· Delivery system reform

· Financing-related provisions
II.  Insurance coverage provisions – private market, employer-based plans, public programs:
· Private insurance market reforms:

· Overall insurance rules and regulations:

· Elimination of pre-existing condition exclusions

· Coverage waiting periods limited to 90 days

· Young adult dependents – can remain on parents’ plan thru age 24; phases in starting Sept. 23, 2010; NY law already allows some to stay on through age 29
· Limits on premium variations – only allowed based on age (3:1) [NY law does not allow this], geography, family size, and tobacco use (1.5:1) 
· Elimination of annual and lifetime coverage limits

· Elimination of “rescissions” (retroactive cancellations of coverage based on high-volume claims experience)

· Standardized, “essential benefit package” – comparable to “typical employer plan”(as determined by HHS – updated annually); minimum actuarial value of 60%

· No out-of-pocket costs for preventive care

· Limits on annual deductibles for small group plans ($2K indivs./$4K families)

· Required “medical-loss ratios” – 85% (large groups); 80% (small groups, individuals/families)

· Premium rate increase review procedures established – encouraged at state level; federal govt. back-up process; plans with “excessive increases” can be removed from exchanges

· State-based consumer counseling and ombuds programs – to be offered to individuals/families and small groups

· Standardization of appeals (both internal and external) of denial of coverage for a particular procedure

· Standardized eligibility and enrollment procedures

· Standardized claims forms and payment processing

· Regulation of marketing practices
· Individual/family mandates to carry coverage – if no access to public program or employer-sponsored plan

· Tax penalty for non-compliance – ramp up from 2014-16 to $695/$2,085 (indivs./families) or 2.5% income, whichever is greater
· Exemptions:  if premium >8% income; religious beliefs; Native-Americans; non-legal immigrants; incarcerated; non-tax filers; <3 mos. uninsured

· New “Health Insurance Exchanges” – government-sponsored “marketplaces”

· Begin operations in 2014

· Pools groups, families, and individuals to lower premium costs, and lessen cost growth by bulk-purchase bargaining with plans

· State-based, with federal fall-back

· Available to individuals and families who are not eligible for public programs or don’t have employer-sponsored coverage

· Only open to citizens and legal residents

· Initially available to smaller groups (<100 employees); larger groups (>100 employees) eventually possible (at discretion of HHS secretary)

· All Members of Congress and Senators and direct staff must use

· “Essential benefits package” cannot include abortion coverage (which must be purchased separately as a rider); states can ban abortion coverage altogether

· Differing “tiers” of plans based on “actuarial values” (bronze, silver, gold, platinum – 60%, 70%, 80%, 90%)

· Limited-benefit “catastrophic plans” can be offered – available up to those up to age 30, and to those who are exempt from mandate

· Sliding-scale premium subsidies – for low- and moderate-income individuals and families (up to 400% of the “Federal Poverty Level” (“FPL”) – e.g., $44K indivs. /$88K family of 4); people cannot be required to spend more than 9.5% of income on premiums; subsidies cannot be used for abortion coverage riders

· Annual sliding scale out-of-pocket limits (for deductibles, co-pays, co-insurance) for low- and moderate-income individuals and families (up to 400% FPL)

· Plans offered must meet standards for provider capacity

· Small group and individual exchanges can be merged by states

· States can form regional, geographically-contingent exchanges

· Employer-sponsored coverage:
· “Large groups” (>50 employees)

· If >200 employees: mandate to provide coverage to all workers
· penalties incurred if no coverage offered and if any employee(s) gets premium subsidies via Exchanges

· employees may opt out of employer plan and go into Exchanges in certain circumstances; vouchers available if <400% FPL

· eventual access to Exchanges if/when allowed by HHS secretary

· “Small groups” (<50 employees)

· Coverage available via Exchanges or private market
· Tax credits to assist purchasing coverage – start in 2010, and ramp-up by 2014 in amount (<35% initially, then to 50%), depending on employer size (initially <10 employees) and average wage base (initially < $25K/yr.); slightly lower tax credit rates for non-profits
· Limits on annual deductibles ($2K indivs./$4K families)

· Special programs for age groups with high rates of uninsurance:

· Young adult dependent coverage (age 19-24)
· Early retirees (age 55-64) – temporary re-insurance program (up to 2014)
· Public insurance programs:

· Medicaid:
· expand eligibility (up to 133% FPL – $14K indivs. /$29K family of 4); possible as soon as 2011, but no later than 2014

· eliminate various differential categories for eligibility

· standardized, comprehensive benefits

· ban out-of-pocket costs for preventive care

· simplify/streamline enrollment and re-certification processes

· raise reimbursements for primary care to Medicare levels

· increase federal matching $$ support (“FMAP”) for states (starting 2014)

· state “maintenance of effort” (“MoE”) requirement

· “State Child Health Insurance Program” – mostly dealt with in Jan. 2009 via CHIPRA; reauthorized to 2019 and funded through 2015 via PPACA

· State-based “basic health plans” can be offered by states to individuals/families between 133%-200% FPL (~$14K-$22K indivs./~$29-$44K family of 4) as an alternative to coverage through Exchanges; states get 95% of subsidies that would have gone to qualifying individuals and families

· Medicare:

· eliminate Part D coverage gap over 10 years; $250 rebate in 2010

· 50% discount on brand-name drugs in Part D coverage gap (starts in 2011); includes biologics

· Lower catastrophic coverage eligibility level for Part D (over 10 years)

· eliminate out-of-pocket costs for preventive care and annual physical

· expand and streamline eligibility for Medicare Savings Plans

· raise reimbursement rates for primary care

· eliminate over-payments to private “Medicare Advantage” plans

· freeze sliding scale Part B premium levels

· improve long-term financing of Part A trust fund for an additional decade

· State-based temporary high-risk pool funding – fed govt. to offer fall-back program

· Two new national “FEHBP-like” plans via Office of Personnel Management offered through state exchanges; one must be non-profit

· Allows creation of non-profit co-op plan(s) incentivized – can be national, multi-state, statewide, or regional

· New, voluntary long-term care insurance program (“Community Living Assistance Services and Supports” aka “CLASS”); financed via payroll deductions – employees must opt-out; provides $50-$75/day for personal care

· States allowed to apply for waivers from PPACA scheme starting in 2017 to implement alternative schemes, provided they meet certain criteria

III.  System Reform – oriented toward improving quality, efficiency, access, and cost-control, much of it leveraged (substantially) via Medicare and Medicaid, and (to a lesser degree) via regulation of insurance and Exchanges.
· Expanded Access to Services:

· Expanded primary, preventive, and home/community-based services

· Doubling of funding for community health centers and the National Health Service Corps
· Expanded funding for school-based health services

· Non-profit hospitals must offer expanded free/discounted care to uninsured and under-insured patients

· New “patient-centered medical homes”, “accountable care organizations” and “community-based collaborative care networks” to be created
· New initiatives to address health care disparities (race, ethnicity, disability, etc.)
· Bonus payments to primary care providers to practice in medically-underserved areas
· Quality of Care Improvement:
· Disease management and chronic care coordination programs for patients with serious and/or multiple medical conditions
· New programs to expand and improve trauma and emergency care services

· New initiatives to address health care disparities (race, ethnicity, disability, etc.)

· Comparative effectiveness research on standards of care and treatment protocols
· State-based pilot programs in medical malpractice reform

· New “Federal Coordination of Health Care Office” to focus on “dual-eligibles” (people on both Medicare and Medicaid)

· Public Health:
· New National Prevention, Health Promotion, and Public Health Council
· New Prevention and Public Health Fund

· New Community Preventive Services Task Forces
· New Regular Corps and a Ready Reserve Corps to serve in national emergencies

· Disclosure of nutritional information by fast-food chains and vending machines

· Wellness:
· Technical assistance to employers for wellness programs

· Grants to small employer groups to establish wellness programs

· Allow employers to offer premium discounts to employees participating in wellness programs

· State-based pilot wellness programs for individual markets

· Workforce Development:

· New Workforce Advisory Committee to advise HHS Secretary and develop a comprehensive plan
· New physician training programs to prioritize primary care training, training in community-based settings, and training in medically-underserved areas
· Increase scholarships and loans for training of health care and public health professionals, with priority on primary care services in community settings in medically-underserved areas
· Education and training programs to prioritize workforce diversity, and emphasize linguistic and cultural competence

· Increased support for training in oral health, interdisciplinary mental health, and chronic/multiple disease coordination
· Increased training of nurse practitioners and physician assistants 

· Reimbursement Reforms:

· incentivize primary, preventive, and home/community-based care (vs. acute, institutional services)

· move away from piecemeal fee-for-service toward consolidated/global payments

· new “value-based pay-for-performance” payment methods for hospitals

· New “accountable care organizations” etc. to bundle services
· New “Independent Medicare Payment Advisory Board” to develop bi-annual recommendations for President and Congress – cannot ration care, change benefits, raise taxes, change eligibility, change premium or cost-sharing structures

· New “Innovation Center” for Medicare, Medicaid, and S-CHIP payment methods

· Reduce and/or prohibit Medicare and Medicaid payments for preventable hospital re-admissions and hospital-acquired complications and medical errors

· Reduce “market basket updates” for institutional providers

· “Disproportionate Share” funding from federal government reduced to 75% with increases based on documented services provided to uninsured

· Increase Medicaid drug rebates

· Strengthen waste, fraud, and abuse programs
IV.  Financing reform:

· Cost savings (generated over the long-term) in Medicare and Medicaid (see various items above.)
· New taxes:
· Increased Medicare payroll taxes (0.9%) on upper-income earners ($200K indivs./$250K joint-filers), and a new 3.8% tax on unearned income for them

· Excise tax on “top-of-the-line” employer-sponsored plans:
· $10,200 for individuals/$27,500 for families (annual premiums)
· Higher levels for early retirees, high-risk professions
· 40% tax only on value above these levels

· Dental and vision benefits excluded

· New taxes on pharmaceutical and medical device manufacturers, health insurance companies, and indoor tanning services

· Elimination of tax deduction for employers who receive Medicare Part D subsidies for their retiree drug benefit programs
· Limits on deductions for Health Savings Accounts, and higher penalties for unallowed withdrawls from them
· Tax penalties on employers and individuals/families who don’t comply with coverage mandates (subject to certain terms and conditions)
WHAT’S NEXT?   PPACA as a new platform to build on – a floor, not a ceiling for states.
Education:
· Ourselves & our members
· The public – town meetings and forums
· Health and social service professionals – train those who people will turn to for advice
· One-on-one counseling with individuals, families, employers – numerous, and on-going

· Goals:

· Reassure about changes coming from the new law
· Explain, but don’t over-promote the law
· Acknowledge shortcomings and ability to improve law

· Combat lies and misinformation

· Stress values/characteristics of: choice, control, peace of mind, improved affordability
Implementation:
· Monitor and comment on proposed new rules and regulations (both state and federal)
· Educate state and local lawmakers about PPACA and its implications

· New laws will need to be passed at state level
· New programs will need to be created at the state level – work with Govs., Legislatures, Depts. of Health, State Insurance Depts.
· Provide one-on-one counseling for individuals, families, employers
· Monitor Stakeholders to make sure they are doing what the law requires
· GOAL:  Max out and go beyond PPACA to move to true universal health care
· What’s happened so far:

· Denials of coverage for children with pre-existing conditions ended

· Small business tax cuts – begin in 2010; IRS has posted materials online
· Young adult dependent coverage – some insurance plans are already offering voluntarily, and more will start as of Sept. 23, 2010; HHS has issued interim final rules for comment
· Medicare Part D coverage gap (“donut hole”) – rebate checks ($250) going out starting this month

· Temporary high-risk pool funding to states – HHS has issued RFP
· Employer early retiree re-insurance program – OMB has issued draft application, and HHS has posted FAQs on website
· Consumer assistance program funding for states – HHS to issue RFP very soon; another RFP re: Medicare and long-term care (outside PPACA) issued recently
· Rate review funding for states – RFP has been issued
· Appeals procedures – proposed rules expected out soon for public comment
· Prohibition of rescissions – proposed rules expected out soon for comment
· “Grandfathering” current employer plans into the new system – proposed rules have been issued for comment

· New consumer protections expected starting Sept. 23, 2010:  
· ending lifetime limits on benefits and restricting annual limits
· ending co-pays for preventive services
· expanded choice of primary care providers (e.g., OB/GYNs, pediatricians)
· expanded access to emergency services
· National Assoc. of Insurance Commissioners – developing recommendations re:

· rate review
· consumer ombuds services
· grandfathering of current employer plans
· high-risk pools

· medical-loss ratios
· annual/lifetime limits
· preventive coverage
· pre-existing conditions
· adult dependent coverage
· rescissions
· appeals processes

· long-term care insurance

PPACA Defense:

· Stop outright repeal bills in Congress
· Counter efforts by states to refuse & opt-out of various PPACA provisions via constitutional amendments, laws, etc.
· Counter court cases brought by states and others against core PPACA provisions
Ongoing politics of reform:

· Support lawmakers and candidates who support (and supported) reform
· Monitor insurers and other stakeholders as implementation proceeds, and call-out if needed
· Combat misinformation, distortions, and outright lies about PPACA
· Point out immediate benefits of PPACA

Fostering Cross-Movement Unity and Collaboration:

· Monitoring and calling-out insurance companies and other stakeholders as PPACA implementation proceeds
· Implementing PPACA in the most expansive ways, and making as many components as possible publicly-operated and/or strongly publicly-accountable
· Setting up Exchanges that look and function like a single-payer as much as possible: seamlessness to enrollees and providers; using insurers as well-regulated administrative pass-throughs (much as is the case with Medicare today); having providers in a plan’s networks serve entire communities with primary, secondary, acute, and long-term care services at affordable rates
· Supporting allies focusing on various of various implementation details that may not necessarily be those your own group/constituency is focusing on
· Engaging in immediate-term fights in Congress over health care programs that help mitigate impacts of the Great Recession (e.g., increased Medicaid funding for states, COBRA subsidies for newly-unemployed)
· Defending Medicare, Medicaid, and Social Security against attacks via “entitlement reform” and “deficit reduction” (e.g., President Obama’s Commission on Deficit Reduction and Fiscal Reform)
· Defending against health care cut-backs in states

Laying the groundwork for single-payer reforms down the road:

· Support the good aspects of the new law that reflect single-payer goals: expanded community health centers, Medicaid expansions, incentivizing primary and community-based care, addressing racial and ethnic disparities, standardizing benefits, reining-in insurance industry abuses, patient-centered "medical homes", comparative effectiveness research
· Promote key/core characteristics of a single-payer system as PPACA is implemented:  large and merged pools within Exchanges, global payments, fully-comprehensive benefits, open choice of providers, paying-in based on income and ability to pay, multi-state Exchanges, 
· Support the federal and state governments' roles in leveraging cost control via Medicare, Medicaid, insurance regulation, and the new Exchanges, much as a single-payer would do
· Support efforts to open up Medicare over time in various ways (e.g., Alan Grayson’s H.R 4789), so that more Americans are able to enroll in it 
· Moving away from income-based, means-testing approaches (such as that embodied in Medicaid), so that premium subsidies and federal-state matching formulas become simply "inter-governmental transfers" to help states pay for providing care and coverage
· Get us much as possible of a single-payer-ish approach in place in advance of 2017 when states will be able to apply for waivers for a single-payer, and try to move that date earlier.
RESOURCES:
Overall analyses:
· Kaiser Family Foundation:  www.healthreform.kff.org
· Families USA:   www.familiesusa.org/health-reform-central 
· Community Catalyst:  www.communitycatalyst.org 
· Health Care for All New York:  www.hcfany.org
Constituency-specific analyses:

· AARP:  www.aarp.org/health
· Consumers’ Union:  www.consumersunion.org/health
· Faithful Reform in Health Care:  www.faithfulreform.org 

· Medicare Rights Center:  www.medicarerights.org  
· Raising Women’s Voices:  www.raisingwomensvoices.net 

· Small Business Majority:  www.smallbusinessmajority.org 

· Young Invincibles:  www.younginvincibles.org
Government sources:

· White House:  www.whitehouse.gov/healthreform
· Congress:  http://energyandcommerce.house.gov
http://finance.senate.gov/issue 
· National Association of Insurance Commissioners:  www.naic.org/index_health_reform_section.htm 
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