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COMPARISON OF U.S. HOUSE AND SENATE 

HEALTH INSURANCE REFORM BILLS
If you would like to learn more about the details of the House bill and the Senate committee bill, we have summarized some of their key provisions below.  

	Key

Provisions


	Affordable Health Choices Act

Approved by one committee in U.S. Senate
	HR 3200 American’s Affordable Health Choices Act of 2009

Approved by all 3 committees in U.S. House of Representatives



	Approach to expanding health insurance coverage
	◊  Requires everyone to have health insurance.

◊  Provides subsidies for those with incomes up to 400% of the federal poverty, or $73,240 for a family of three.

◊  Requires employers to provide insurance or pay annual fee, with some exceptions for small businesses.

◊  Expands Medicaid to everyone including adults without children with incomes up to 150% of the federal poverty level.
	◊  Requires everyone to have insurance.

◊  Provides credits for those with incomes up to 400% of the federal poverty level, or $73,240 for a family of three.

◊  Requires employers to provide insurance or pay into a fund, with some exceptions for small businesses.

◊  Expands Medicaid to everyone including adults without children with incomes up to 133% of the federal poverty level and provides 100% federal financing of expansion through 2014 and 90% thereafter.

	Individual requirements
	◊  Requires everyone to have health insurance – OR pay a penalty of no more than $750/year, with some exemptions.
	◊  Requires everyone to have health insurance – OR pay 2.5% of adjusted gross income up to national average cost of basic plan premium, with some exemptions.

	Employer requirements
	◊  Requires employers to offer health insurance and pay at least 60% of the premium – OR pay $750/full‑time and $375/part‑time employee, with exemptions for small businesses.  
	◊  Requires employers to offer insurance and contribute 72.5% of premium cost/single coverage or 65% of premium cost/family at lowest basic plan – OR pay 8% of payroll, with hardship exemptions for some employers.

	Affordability – Insurance premium subsidies and credits

to employees
	◊  Sliding scale to those with incomes up to 400% of the federal poverty level (FPL), and caps costs to individuals/families at 1% of income for those with incomes up to 150% of FPL and 12.5% of income for those with incomes of 150‑400% of FPL.
	◊  Through premium credits to those with incomes up to 400% of the federal poverty level (FPL) limits individual premium contributions on a sliding scale of income ranging from 1.5% ‑ 12% of income.

	Premium subsidies to employers
	◊  For employers with fewer than 50 employees with average wages less than $50,000 and who pay at least 60% of employee health costs, provides 3‑year credit of $1,000/employee with single coverage and $2,000/employee with family coverage, adjusted for firm size.
◊  Creates temporary reinsurance program for employers providing insurance to retirees ages 55‑64 to reimburse employers 80% of claims between $15,000‑90,000. 
	◊  For employers with fewer than 25 employees and average wages of less than $40,000, provides tax credit on sliding scale.

◊  Creates temporary reinsurance program for employers providing insurance to retirees ages 55‑64 to reimburse 80% of retiree claims between $15,000‑90,000.

	Insurance pooling
	◊  Creates state‑based health benefit gateways administered by government or non‑profits for individuals and small employers to purchase insurance, but not for  individuals eligible for employer‑sponsored insurance.

◊  Guarantees renewability and prohibits pre‑existing condition exclusions and other cost. discriminations 

◊  Guarantees choice within plans in the benefit gateway.
	◊  Creates national health insurance exchange with new public health insurance option and nonprofit insurance cooperatives for individuals and employers to purchase insurance from both private and public plans.

◊  Guarantees renewability, prohibits pre‑existing conditions. and other cost discrimination, and requires culturally and linguistically appropriate services.

◊  Guarantees choice within plans in the exchange.

	Health Benefits

Health Benefits 

(continued)
	◊  Creates an independent commission to develop an essential health benefit package that all health plans, both private and public, must offer.

◊  Essential benefit package will provide comprehensive services and prohibit lifetime or annual limits on benefits and be equal to the scope of the average plan provided by a typical employer.

◊  Specifies the minimum coverage to meet the individual requirement to have insurance, and an affordability standard so that the premium for such coverage does not exceed 12.5% of adjusted gross income.

◊  All qualified health plans required to offer a minimum of the essential benefits package.    
	◊  Creates Health Benefits Advisory Council chaired by Surgeon General to develop services to be covered by the essential benefits package as well as cost‑sharing levels.
◊  Essential benefits package will: provide comprehensive services; cover 70% of the cost of these benefits; limit annual cost‑sharing to $5,000/individual and $10,000/family; require EPSDT services for children; require segregation of public and private funds and prohibit public funding for abortion services; and eliminate annual or lifetime limits on coverage.

◊  All qualified health plans required to offer a minimum of the essential benefits package.    

	Changes to private insurance


	◊  Requires current insurance regulations rating to guarantee, premium rating and prohibitions on pre‑existing conditions for the individual and small group markets and in any insurance pooling.

◊  Requires insurers to report their medical loss ratio.

◊  Requires insurers to provide financial incentives to providers to better coordinate care and chronic disease management,  promote wellness and health improvement activities, .improve patient safety, and reduce medical errors.

◊  Provides dependent coverage for children up to age 26 for all individual and group policies.
	◊  Requires current insurance regulations rating to guarantee, premium rating and prohibitions on pre‑existing conditions in the insured group market and in the Health Insurance Exchange.

◊  Individual coverage for individual mandate to be purchased through the Health Insurance Exchange unless coverage is grandfathered in.

◊  Limits medical loss ratio to at least 85% and enforced through rebate to consumers.  

◊  Improves consumer protections by establishing uniform marketing standards, fair grievance and appeals procedures, and prohibits rescinding insurance coverage except in cases of fraud.

◊  Adopts standards for financial and administrative transactions to promote simplification.

	State role


	◊  States establish American Health Benefit Gateways under federal standards and changes to individual and small group markets.

◊  States expand Medicaid under federal standards and procedures to facilitate enrollment.

◊  Creates temporary program with federal grants to provide uninsured with immediate access to preventive care and treatment for chronic conditions.  
	◊  States expand Medicaid with federal standards for benefits and provider payments.

◊  States coordinate enrollment in Medicaid and Health Insurance Exchange plans.

	Cost containment
Cost containment

(continued)


	◊  Establishes Council and 2 new federal department positions to oversee policy, program development, and oversight of fraud, waste and abuse.

◊  Adopts standards to simplify health insurance administration, including timely and transparent claims and denial process, and use of electronic transactions. 
	◊  Limits premium increases for plans in Exchange to no more than 150% of annual percentage increase in medical inflation.  
◊  Increases Medicaid drug rebate % and extends to Medicaid managed care plans.

◊  Requires federal negotiation with pharmaceutical companies to lower prices for Medicare Part D and Advantage Part D plans. 

◊  Authorizes FDA to approve generics and grant drug companies 12 years exclusive use before generics can be developed.

◊  Restructures payments to Medicare Advantage plans to 100% of fee‑for‑service payments, with quality bonus payments.

◊  Modifies Medicare provider payments to account for productivity improvements and reduce payments for preventable hospital readmissions.  

◊  Requires reporting of hospital and surgical center health care‑associated infections with possible denial of Medicaid payments.

◊  Provides oversight to reduce waste, fraud and abuse.

◊  Adopts standards to simplify health insurance administration including timely and transparent claims and denial process, and use of electronic transactions.   

	Improving quality and health system performance

Improving quality and health system performance

(continued)


	◊  Develops national strategy to improve health care delivery, patient health outcomes, and population health that includes annual national health care quality report card.  

◊  Develops quality measures that include health outcomes, continuity and coordination of care, safety, effectiveness and timeliness of care, health disparities, and appropriate use of health care resources, and including public reporting on user‑friendly website.

◊  Creates Center to provide providers and patients with research on effectiveness of various therapies for preventing and treating health conditions.

◊  Provides grants to improve health system efficiency including funding for community health teams, medication management, and regional emergency care and trauma systems.

◊  Requires hospitals to report preventable readmission rates.

◊  Creates Center to evaluate and provide to patients best practices for improving health care quality.

◊  Provide grants to states to adopt enrollment technology and standards.
	◊  Establishes Center for research on comparative effectiveness of health care services and procedures, but prohibits findings to deny or ration care or coverage decisions.

◊  Increases Medicaid payments to 100% of Medicare rates, and provides Medicare bonus payments to primary care providers to strengthen primary care and care coordination.

◊  Initially tests and then adopts (if demonstrates cost reductions) payment incentives for accountable care organizations, bundled payments for post‑acute care, and medical home models.  

◊  Establishes Center for payment innovation to test payment models that address populations with poor health outcomes.

◊  Conducts study on geographic variation in health care spending and develop strategies to promote high‑value care.

◊  Improves care coordination for those dually eligible for both Medicaid and Medicare.

◊  Establishes Center to evaluate and identify best practices in health care delivery and to develop national priorities for performance improvement and quality measures.

◊  Reduces racial and ethnic disparities by research on and subsequent adoption of payments for language services, and develops standards for collection of data on race, ethnicity and primary language.

◊  Requires disclosure of financial relationships between health providers and drug and medical supply companies.

◊  Conducts national public education campaign about importance of living wills.

	Prevention and wellness

Prevention and wellness
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	◊  Develops national prevention and health promotion strategy with specific goals for improving health, and creates a fund for prevention and public health programs.

◊  Awards grants for implementation of proven community preventive health programs to reduce chronic diseases and address health disparities.

◊  Permits insurers to create incentives for health promotions and disease prevention.

◊  Encourages employers to provide wellness programs by increasing allowable premium discount for employees who participate in these programs from 20 to 30%.

◊  Creates temporary program to provide uninsured adults with access to preventive care.
	◊  Develops national strategy o improve nation’s health through clinical and community‑based prevention/wellness programs, and creates Task Force to develop evidenced‑based recommendations.

◊  Covers only proven preventive services for Medicaid and Medicare, eliminates cost‑sharing for preventive services in Medicare, and increases Medicaid payments for preventive services to 100%.

	Long‑term care


	◊  Establishes a voluntary insurance program for purchasing community living assistance services and provides cash benefit for purchase of non‑medical services and supports necessary to maintain community residence.  Program will be financed through voluntary payroll deductions.
	◊  Establishes voluntary insurance program for purchasing community living assistance, and provides cash benefit for purchase of non‑medical services and supports to maintain community residence.  Program will be financed through voluntary payroll deductions.

◊  Improves transparency of information about skilled nursing and nursing facilities.

	Other health care investments

Other health care investments

(continued)
	◊  Establishes a Commission to make recommendations on health workforce priorities, goals and policies, workforce supply and demand and retention practices.

◊  Reforms graduate medical education to increase supply, education and training, especially in pediatric, geriatric and primary care.

◊  Provides funding to increase number of community health centers and school‑based health centers.
	◊  Improves Medicare by: eliminating over 15 years Medicare Part D coverage gap and requiring drug companies to provide 50% discount on brand‑name prescriptions filled in coverage gap; increasing asset test for Medicare Saving Program and Part D Low‑Income Subsidies to $17,000/$34,000; eliminating cost‑sharing for preventive services and increasing payments for preventive services to 100%; reforming sustainable growth rate for physicians with incentive payments for primary care services.

◊  Reforms graduate medical education to increase training of primary care providers by redistributing residency positions, developing primary care training programs, and promoting training in outpatient settings. 

◊ Supports training of health professionals who practice in underserved areas; supports development of interdisciplinary mental and behavioral health training programs; establishes training program for oral health professionals; establishes a public health workforce corps; and promotes training of a diverse and culturally competent workforce.

◊  Provides grants to states to address core public health infrastructure needs.

◊  Conducts feasibility study of adjusting federal poverty level to reflect variations in cost of living across different geographic areas.

◊  Grants ERISA waivers to states establishing a state single‑payer system.

	Cost and financing


	◊  Congressional Budget Office estimates proposal will cost $615 billion over 10 years.

◊  Senate committee that approved has no jurisdiction over costs and revenues and financing will be developed in remaining Senate committee that has yet to approve a plan.
	◊  Congressional Budget Office estimates net cost of proposal less payments from employers and uninsured individuals at $1.042 trillion over 10 years.

◊  About half cost achieved through savings from Medicaid and Medicare including productivity, reduced payments to Medicare Advantage plans, reduced drug costs, reduced preventable hospital readmissions, and reduced Medicaid DSH payments.

◊  About half cost financed through surcharge of 1‑1.5% on families with incomes of $350,000‑$1,000,000 (individuals starting at $280,000) and a surcharge of 5.4% for families with incomes above $1,000,000.  


Source:  Kaiser Family Foundation
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