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Universal Coverage 

Subsidies During 
Voluntary Period 
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SUMMARY COMPARISON OF 
MITCHELL AND DOLE HEALTH CARE REFORM LEGISLATION 

MITCHELL BILL 

Guaranteed 

Voluntary measures tried first. If 95% of the population is not covered 
by 2000 through voluntary measures, a Commission makes 
recommendations to achieve universal coverage, which Congress must 
consider on a fast track. If Congress does not act on the 
recommendations, fall back responsibilities for employers and individuals 
implemented in 2002 

If 95% coverage is achieved through voluntary means, Commission 
makes recommendations to achieve universal coverage, which Congress 
must consider on an expedited basis 

Individual Subsidies: 

Premium subsidies (Federally financed, state administered) for individuals 
up to 200% poverty. Full subsidy below 100% of poverty, sliding scale 
to 200% of poverty 

DOLE BILL 

Not guaranteed 

Voluntary measures (insurance reforms, subsidies, etc) aimed at 
increasing access to coverage. No target specified for reducing number 
of insured 

Individual Subsidies: 

Premiums subsidies (federally financed, state administered) for 
individuals up to 150% of poverty. Full subsidy below 100% of 
poverty, sliding scale to 150% of poverty 

Subsidies for families between 100-150% of poverty may be partial if 
funding not sufficient for full subsidies 

Additional subsidies for children and for pregnant women up to 300% of No provision 
poverty. Full subsidy below 185% of poverty, sliding scale to 300% of 
poverty 

Cost Sharing subsidies available to individuals with family incomes No provision 
below 150% of poverty to reduce high-cost-sharing to low-cost-sharing 
levels, if no low-cost-sharing plan is available 

Employer subsidies: Employer subsidies: 

Available to employers for classes (eg. part-time, full-time) of previously No provisions 
uninsured workers. Subsidies last 5 years 



PROVISION 

Back Up to Voluntary 
Efforts 

Benefits 

SUMMARY COMPARISON OF 
MITCHELL AND DOLE HEALTH CARE REFORM LEGISIATION 

MITCHELL BILL 

Employer responsibility: 

No employer responsibility at enactment 

If 95% of population not covered by 2000, Commission makes 
recommendations to achieve universal coverage which Congress considers 
on a fast track. If no action, beginning in 2002 employers in states with 
less than 95% coverage are responsible for paying 50% of their workers 
premiums 

Firms with fewer than 25 workers are exempted from premium 
contribution requirements 

Large employers (500+) may self insure. Must offer at least 3 plans 

All small employers must offer option to join a Health Insurance 
Purchasing cooperative. Small employers which choose to offer any 
private community-rated plan must offer at least 3 plans 

Individual responsibility: 

None at enactment 

In states where employer responsibility is triggered, individuals are 
required to have insurance and must pay a portion of premium not 
covered by employer Premium subsidies available 

Standard benefits package must be offered by health plans. Health plans 
also may offer high deductible alternative with limits on risk selection 

Both standard and alternative packages are without lifetime limits, and 
must include 16 categories of covered services 

DOLE BILL 

Employer responsibility: 

No provision 

Individual responsibility: 

No provision 

Establishes standard basic benefits package, but permits additional 
plans covering same benefits. Result: risk selection 

Lifetime limits prohibited. Standard package (FedMed) but does not 
list categories of benefits 

Standard package must have actuarial value equivalent to FEHBP Blue FedMed to have an actuarial value equivalent to FEHBP plan with the 
Cross standard option plan. Alternative package has lesser actuarial value highest enrollment 
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PROVISION 

Benefits - Cont'd 

Supplemental Benefits 

New Benefits for 
Elderly and Disabled 

SUMMARY COMPARISON OF 
MITCHELL AND DOLE HEALTH CARE REFORM LEGISIATION 

MITCHELL BILL 

National Health Benefits Board established in HHS responsible for 
clarifying services covered in standard package, establishing 3 cost 
sharing schedules for standard package and one cost sharing schedule for 
high deductible package 

No cost sharing for preventive and prenatal services 

Board to establish criteria for medical necessity and appropriateness 

Board must seek parity for mental illness and substance abuse services, 
but cannot impose burdensome cost sharing on other services to do so 

Two types of supplemental health benefits plans may be offered; 
Supplemental health plans to cover benefits either excluded or covered in 
limited duration or scope in the standard benefits package; and 
supplemental cost-sharing plans to cover deductibles and co-insurance 
requirements of standard health plans. Health plans may not link the 
pricing of a supplemental plans nor link the pricing of supplemental plans 
to that of the standard health plan 

Supplemental health plans may be sold by any insurer to any individual. 
Supplemental cost sharing may only be sold by insurers to those persons 
enrolled in their own standard benefits plans 

Supplemental policies are subject to limited insurance reform rules 
governing standard benefits plans 

New Medicare coverage for prescription drugs (see below) 

New long term care programs for home and community based services 
and for nursing home care (see below) 

DOLE BILL 

Secretary of HHS will specify covered services under FedMed plans. 
Secretary will establish 3 cost sharing schedules for FedMed 

No provision 

Secretary will establish criteria for medical necessity and 
appropriateness 

Secretary must give priority to parity for mental health and substance 
abuse, needs of children and vulnerable populations, and prevention 

Health plans may offer supplemental packages to the FedMed package, 
but may not require the purchase of supplemental policies nor link the 
pricing of a supplemental package to that of the standard package 

Similar requirements 

No provision 

No provision 
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PROVISION 

Choice of Health Plans 
and Providers 

Health Insurance 
Purchasing Cooperatives 

Federal Employees 
Health Benefits Program 
(FEHBP) 

SUMMARY COMPARISON OF 
MITCHELL AND DOLE HEALTH CARE REFORM LEGISlATION 

MITCHELL BILL 

Employers must offer at least 3 health plans (fee for service, point of 
care, and HMO) if available 

DOLE BILL 

No provision 

Health Insurance Purchasing Cooperatives must offer at least 3 health No provision 
plans if available 

Health plans must contract with or pay every essential community No provision 
provider in their service area in category I; and one from each category in 
category II 

States may certify one or more Health Insurance Purchasing Cooperatives 
in each community rating area. Participation is voluntary and open to all 
individuals and to employers (and their workers) with fewer than 500 
workers 

States may establish small group purchasing cooperatives. Participation 
is voluntary and open to individuals and employers (and their workers) 
with fewer than 50 workers 

HIPCs must offer at least 3 health plans, including a fee for service plan No provision 
if available 

Community rated individuals may enroll in FEHBP beginning in 1997. 
Premiums will be community rated under rules set by OPM. If no 
cooperative exists in an area, OPM shall establish and administer one. 
Supplemental plans developed by OPM for federal workers shall also be 
offered to community rated individuals 

Federal workers: FEHBP subject to overall Health Security rules. By 
2005, OPM shall blend current premiums with community rates in each 
area 

Self-employed individuals and small employers (size 2-50) may 
purchase health plans offered through FEHBP at same premium 
charged to federal workers, plus administrative charge 

Federal workers: Program remains unchanged 
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PROVISION 

Insurance Reforms 

Health Plan Standards 

SUMMARY COMPARISON OF 
MITCHELL AND DOLE HEALTH CARE REFORM LEGISLATION 

MITCHELL BlLL 

Beginning with enactment, guaranteed renewability. Beginning in 1995, 
portability, guaranteed issue and availability, and a limit on pre-existing 
condition exclusions (6 months for previously uninsured people). Pre­
existing condition limits end with universal coverage. Starting in 1997, 
additional insurance reforms include standard benefits package, and 
elimination of lifetime limits 

Starting in 1997, community rating with variations based on age, family 
size and geography (age variation 2:1 through 2004; phased down to 0 by 
2010) 

Insurers required to cover unmarried children under 25 under family 
policies 

Risk adjustment across experience rated and community rated plans 

Health plans must meet insurance reform and delivery system reform 
standards which include: 

Quality assurance standards 
Consumer grievance process 
Comparative information to consumers 
Disclosure of UR protocols and financial incentives 
Marketing standards 

State anti-managed care laws preempted 

DOLE BILL 

Guaranteed issue and renewal of health insurance; portability, and a 
limit on pre-existing condition exclusions (up to 12 months waiting 
period for previously uninsured people) 

Modified community rating for firms with 1-50 employees -- rating 
variations based on age, family size and geography only, and age 
variation limited (4:1 for three years after implementation; 3:1 
thereafter) 

No provision 

Risk adjustment for small employer market (insured and self insured) 
only 

Similar. Secretary of HHS to develop guidelines for health plan 
standards to include: 

Quality assurance standards 
Consumer protection, including comparative information to consumers 
Reasonable access to vulnerable population 
Financial standards 
Marketing 
Utilization management 

Similar provisions 
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PROVISION 

Cost Containment 

Quality 

SUMMARY COMPARISON OF 
MITCHELL AND DOLE HEALTH CARE REFORM LEGISLATION 

MITCHELL BILL 

Competition among health plans is a primary mechanism. In addition, 
high cost health plans would be assessed 25% on the portion of their 
premium above a reference premium. If fewer than 35% of eligible 
enrollees are able to enroll in a plan with premium at/below the target 
rate for an area, Commission makes recommendations to Congress, which 
must act on them in an expedited fashion 

A "Fail Safe" limit in federal health care spending would start in 1997: if 
costs exceed projected baseline, reform spending would be reduced (with 
special treatment of subsidies for pregnant women and children) 

National Quality Council, private-sector oriented, with representation 
from consumers, providers, health plans and experts to develop standards 
and measures of quality 

Regional or State-based, non-profit, non-governmental Quality 
Improvement Foundations compete for grants to initiate quality 
improvement programs among health plans; focus on quality of care for 
entire populations; foster collaboration on quality among health 
professionals and consumers; disseminate information on best clinical 
practices; develop programs in lifetime learning for health professionals 

Health Plan Report Cards provide comparative information about quality 
of care and patient satisfaction for consumers 

State-based, private non-profit Consumer Information and Advocacy 
Centers disseminate Report Cards to consumers; assist consumers with 
enrollment and help resolve grievances. Authorization for funding in 
legislation 

Expands health care quality research by allocating 20% of the Health 
Research Fund for funding outcomes research and developing standards 
for practice guidelines that enhance patient decision making 

DOLE BILL 

By 1/15/98 the President would submit to Congress findings and 
recommendations on the effectiveness of private and public sector cost 
containment strategies 

A "Fail Safe" limit in federal health care spending would start in 1996: 
If costs exceed projects baseline, subsidy spending would be reduced 

Creates new agency within HHS to consolidate research activities on 
quality and consumer education 

No provision for quality improvement activities between health plans 

Creates State-based Consumer Value Program funded by unspecified 
demonstration grants including guidelines for consumer report cards 
States have six years to set up program 

No comparable non-governmental consumer information or advocacy 
program 

Creates a Nation Fund for Medical Research out of voluntary 
donations, but allocates none of it to quality research 
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SUMMARY COMPARISON OF 
MITCHELL AND DOLE HEALTII CARE REFORM LEGISIATION 

PROVISION MITCHELL BILL DOLE BILL 

Data/lnfonnation System Public/private multipurpose electronic health infonnation network Similar provision 

Secretary of llliS with outside private advisors adopts standards for data, Similar provision 
transactions, transmission 

Network intended to facilitate reduction of paper work, billing efficiency, Similar provision 
health care research, and education of providers on effective treatment 
patterns 

Strong protections for privacy of infonnation Similar provision 

State Responsibilities States must submit plans to operate health care systems to Secretary of States continue to regulate insurance and will have responsibilities 
IrnS by 1/1/97. States certify standard health plans, monitor perfonnance related to risk adjustment, pre-existing conditions amnesty period, and 
of plans, establish grievance procedures, establish conununity-rating areas developing and disseminating comparative infonnation on plans. States 
and health plan service areas, administer open enrollment periods, will certify health plans pursuant to Secretarial standards 
establish a risk adjustment methodology (including mandatory 
reinsurance), operate a Guarantee Fund 

State Flexibility State single pa~i:r s~sti:m: State-wide and/or community-rating area No provision 
systems allowed 

State reform timetable: States may implement employer-individual No provision 
responsibility on expedited basis 

Wai~ers: Continues existing state waivers granted for Medicare, No provision 
Medicaid, and ERISA 

State Hospital ea)'.Dlent S~stems: Allows certain existing reimbursement No provision 
control systems and insurance reform systems to continue 

Medicare Integration Individual election to remain in Medicare contracting health plans. Secretarial study of individual election to remain in Medicare 
Enrollment of new Medicare contracting health plans. Enrollment of new contracting health plans 
Medicare beneficiaries and those who move 



PROVISION 

Medicaid Integration 

New Medicare 
Prescription Drug 
Benefit 

8 

SUMMARY COMPARISON OF 
MITCHELL AND DOLE HEALTH CARE REFORM LEGISIATION 

MITCHELL BILL 

Integration of Medicaid AFDC and non-cash recipients into certified 
health plans on or after 1/1/97 

ssrmual Eligibles - Medicaid coverage for SSI and dual eligibles. 
States could opt to make capitated payments to plans for SSI recipients, 
but these emollees would not effect the community rate. If state opts 
capitated payments, individual recipients may choose to remain in fee­
for-service 

Federal/State Financing - States would make MOE payments for AFDC 
and non-cash based on 1994 baseline (includes non-cash DSH). Federal 
government funds premiums subsides for low income 

Wraparound SeIYices - Medicaid services as a secondary payer for 
supplemental coverage for current Medicaid covered services not included 
in the basic benefit package. Medicaid coverage for children under 19 of 
extra scope and duration for services in the basic benefit package 

Disproportionate Share Hospitals - Gradual phase-out of DSH payments 
related to uninsurance levels, beginning in 1997. Vulnerable population 
adjustment program makes payment to hospitals once DSH phases-out 

New Medicare Part B coverage for prescription drugs 

Deductible determined by the Secretary to meet spending target set in 
statute. Coinsurance of 20%, after deductible is met, up to a maximum 
limit 

Beneficiaries may choose to receive benefits from health plan, traditional 
fee for service, or capitated drug benefit plans 

Part B premium increased to cover 25% of drug benefit costs; remaining 
costs financed through other Medicare savings 

DOLE BILL 

Integration of Medicaid AFDC and non-cash recipients into certified 
health plans (if funding is available) by 1/1/2000 

Similar coverage except integration of SSI into managed care programs 
or certified health plans limited to no more than 15% each first 3 years 
and 10% each year thereafter. Premium rate negotiated. Once state 
opts for managed care, SSI recipients lose fee-for-service option 

States would make MOE payments for AFDC and related eligibles 
based on cost of providing defined benefit package services in year 
prior to implementation. Federal/State payments for integrated 
emollees capped at Federal/State share of average premium 

Medicaid would provide supplemental coverage to those receiving 
premium subsidies for benefits not in the basic benefit package. States 
would determine which classes and categories of subsidized individuals 
would be eligible. Funding would be through a capped state 
entitlement 

National DSH limit lowered to 9% (from 12%), high DSH states 
reduced to 75% of current allotment in 1/1/97. Secretary would make 
recommendations for phase-in elimination of DSH 

No provision 



PROVISION 

New Long Term Care 
Program for Home and 
Community Based 
Services 

Voluntary Public 
Insurance for Nursing 
Home Care 

Medicaid Long Term 
Care Expansion 

Tax Credit for Working 
Disabled 

Private Long Term Care 
Insurance Standards 

SUMMARY COMPARISON OF 
MITCHELL AND DOLE HEALTII CARE REFORM LEGISIATION 

MITCHELL BILL 

Eligibility based on level of disability, not age or income 

States establish programs, receive federal matching payments. New 
program coordinated with Medicaid, other long term care programs, and 
health plans 

Cost sharing for home/community-based services set at zero for 
individuals up to 150 % of poverty; gradually increases to $600 
deductible and 40% coinsurance for individuals above 400% of poverty 

New programs phases in over 7 years beginning in 1998 

New Lifecare program under which individuals may elect to purchase 
public insurance for nursing home care. Benefits indexed to CPI. 
Actuarial premiums established to cover program costs. A 3-year 
waiting period for benefits applies to policies purchased in the first year. 
Thereafter, the Secretary of lllIS has authority to establish waiting 
periods if necessary 

Secretary of lllIS shall establish prospective reimbursement system for 
nursing homes 

Asset limit increased from $2000 to $4000 for long term home care and 
personal care services 

No provision 

No provision 

No provision 

Home and community based a waiver program liberalized (elimination of Same provision 
"cold bed rule" and institutionalization requirement for rehabilitation 
services) 

DOLE BILL 

No provision Permits state plan option for home and community-based services in 
addition to waivers 

$7500 maximum tax credit for up to $15,000/year of costs incurred for 
personal assistance services by working disabled 

Secretary of HHS, with NAIC, develops minimum standards for private 
long term care insurance. Standards include nonforfeiture of benefits, 
inflation protection options, limits on pre-existing conditions, marketing 
standards etc. 

Same provision 

Minimum consumer protection standards not established for all plans, 
only for those eligible for favorable tax status. Some marketing 
requirements apply to all long term care insurance policies 
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PROVISION 

Medical Savings 
Account for Long Term 
Care 

Investments in Health 
Care Delivery/Public 
Health 

Expanded Access for 
Vulnerable 
Populations 

Capital 

Enabling Services 

Supplemental Services 

Telemedicine 

Full Funding of WIC 

SUMMARY COMPARISON OF 
MITCHELL AND DOLE HEALTH CARE REFORM LEGISLATION 

MITCHELL BILL 

No provision 

-Funding: $1.787 billion over 9 years. Grants and contracts are awarded 
to eligible health providers to develop community health groups to 
provide the standard benefits package in HPSA or directly to medically 
underserved populations. Grants and contracts are also made to expand 
existing health delivery sites and services and to develop new ones 

-Funding: $261 million/9 years. Grants and loans are awarded for the 
capital cost of developing community health groups and expanding or 
developing new health delivery sites 

-Funding: Authorizes $1.859 billion/9 years or transportation, community 
and patient outreach, patient and family education, translation, case 
management and home visiting 

Funding: $1.179 billion/9 years to cover services that would be otherwise 
excluded from coverage in the standard benefits program, e.g. mental 
health and dental services 

Grants to develop telemedicine capacity, including establishment of 
systems, transmission, training, equipment maintenance, etc. In addition, 
demonstration project to test Medicare reimbursement/coverage of 
telemedicine services 

Supplements existing appropriations for the supplemental food program 
for women, infants and children (WIC) with 2.4 billion in direct 
appropriations which will allow the program to serve all of the pregnant 
women, infants and children eligible for WIC benefits 

DOLE BILL 

Establishes medical savings accounts that may be used, subject to 
limits, to pay for long term care services or insurance premiums 

-Funding not specified; 1) Medicare and Medicaid waiver 
demonstrations to promote network development; 2) Grants to private 
entities for use in planning and development of providers and plans. 
Technical assistance and grants to help establish networks, in 
underserved areas 

Secretary may make loans for capital projects. ·Funding not specified 

Funding for medical transportation in frontier and rural areas (funding 
not specified); Frontier states may implement proposal to preventative 
services including mobile preventive health services 

Secretary studies the need for and design of a "Supplemental Rural 
Benefits Package" 

1) Creates Telemedicine Federal Interagency Task Force 

2) Demonstration projects to promote telemedicine (500 million/year 
with 20% match from the entity) 

No provision 
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SUMMARY COMPARISON OF 
MITCHELL AND DOLE HEALTII CARE REFORM LEGISLATION 

PROVISION 

Domestic Violence 

Core Public Health 

Health 
Promotion/Disease 
Prevention 

MITCHELL BILL 

Prevention of domestic violence is included as one of the priorities for 
core public health funding. In addition, grants are available for the 
purpose of implementing and developing curriculwn for identification, 
treatment and referral of victims of domestic violence. 

-Funding: $2.23 billion/9 years 
-Grants to States for core public health activities (for example health 
monitoring of populations, support for poison control centers, public 
information programs reduce risks to health including, tobacco, alcohol, 
etc) 

-Funding: $709.21 million/9 years 
-Grants to states for health promotion/disease prevention 

School Health Services -Funding: $2.4 billion/9 years 
-Grants to develop school-based or school-linked health services sites 

School Health -Funding: Authorizes $180 million (95-2000) 
Education -Grants to develop and integrate comprehensive school health education 

programs for K-12 

Biomedical and -Dedicated fund financed by 0.25% surcharge on all private health plan 
Health Services premiums for NIH biomedical and behavioral research and for AHCPR 
Research health services research on quality and outcome of care 

-Funding: $522 million/9 years 
Mental -Requires states to integrate state mental health/substance abuse services 
Health/Substance with those offered by health plans by 2001 
Abuse -Grants to states for comprehensive managed mental health/substance 

abuse integrated with general health delivery systems 

DOLE BILL 

No provision 

-Funding: $400 million f96-99) Grants to FQHCs and look-alikes to 
expand services to vulnerable population 

Grants are awarded to states to develop and implement programs to 
improve maternal and child health. Funding not specified 

No provision 

-Grants to states to establish comprehensive school health education 
and prevention programs for pre-school and elementary school 
-Funding: Authorizes such sums as may be necessary in '96-2000 

-Establishes a National Fund for Medical Research from voluntary 
check-off of overpayment of taxes. Allocates this· fund to NIH. No 
fund for quality or outcomes research 

No comparable provision 



PROVISION 

Support for Graduate 
Medical Education 

National Health 
Service Corps 

Tax Credit for 
Primary Care 
Providers 

Fraud and Abuse 

SUMMARY COMPARISON OF 
MITCHELL AND DOLE HEALTII CARE REFORM LEGISIATION 

MITCHELL BILL 

All payer support for residency training in addition to Medicare funds 

All payer support for indirect education costs of teaching hospitals, in 
addition to Medicare funds 

Payments to assist schools with costs of medical, dental and public health 
student education 

National Council on Graduate Medical Education established within HHS 
Council makes recommendations to Secretary on needed changes in 
specialty mix ratios. Council allocates residency positions to achieve 
specialty mix goals. Voluntary achievement of goals by specialty 

Phase in to 55% of residents entering primary care training by July 1, 
2001. Number of first year residents reduced to a number more closely 
related to the number of U.S. medical graduates 

Payments to support graduate nurse training programs. National Council 
on Graduate Nurse Training provides advice 

-Funding: $1.09 billion/9 years 
-20% of awards to advanced practice nurses; 15% for psychiatrists, 
psychologist or clinical social workers 

DOLE BILL 

No provision. Continued reliance on Medicare 

No provision. Continued reliance on Medicare 

No provision 

Advisory Commission on Workforce appointed by OT A. Makes 
recommendations only 

No provision 

No provision 

Appears to limit funding for NHSC scholarships and loan repayment 
program to $20 million/year for '95-2000. (Current funding is $79.3 
million). Similarly, limits AHEC funding to $20 million per year 
(current FY 1994 funding at $24 million per. year) 

Tax credit ($1,000/mo. for MDs, $500 for non-MDs) for primary care Similar provision 
providers iri HPSAs for up to 5 years 

Creates Fraud and Abuse Control Program coordinated by HHS and DoJ Similar provision 
Establishes Anti-Fraud Account to fund program 

Authorizes AG/HHS to issue advisory opinions Requires the issuance of interpretive rulings, additional safe harbors 
and fraud alerts 
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PROVISION 

Medical Malpractice 

Financing 

SUMMARY COMPARISON OF 
MITCHELL AND DOLE HEALTH CARE REFORM LEGISIATION 

MITCHELL BILL 

Limits attorneys contingency fees 

Periodic payments of awards 

Mandatory non-binding ADR, as adopted by the States 

No provision 

Mandatory certificate of merit 

No provision 

Medicaid savings 

Medicare savings and receipts (summarized next page) 
(primarily to finance new prescription drug and long term care benefits) 

Tobacco excise tax increase 

Exclusion of health benefits from cafeteria plans 

Assessment on high-cost health plans 

Surcharge on health plan premiums to finance academic health centers 
and medical research 

DOLE BILL 

Similar provision 

Similar provision 

No provision 

Caps non-economic damages and limits punitive damages 

No provision 

Reduces statute of limitations in malpractice cases 

Medicaid savings 

Medicare savings (summarized next page) 

No provision 

No provision 

No· provision 

No provision 
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PROVISION 

Medicare Savings 

Part A 

Part B 

Part A and B 

14 

SUMMARY COMPARISON OF 
MITCHELL AND DOLE HEAL1H CARE REFORM LEGISIATION 

MITCHELL BILL 

Reduce annual hospital update/reduce payments for hospital capitaVrevise 
DSH hospital adjustment/ extend OBRA 93 SNF update freeze/long-term 
care hospital moratorium/termination of separate IME payments/Extend 
Medicare-Dependent rural hospitals; extended MAFs and RPCHs 

ADDITIONAL PROVISIONS: rural transition grants; sole community 
hospitals with teaching programs payments; revised payment for rehab 
and long-term care hospitals/subacute care study/psychology services in 
hospitals/termination of separate IME payment/repeal Medicare/Medicaid 
data bank 

Reduce 1995 physician update/MVPS to real GDP/separate payments for 
physician assistants and nurse practitioners/part B premium at 25% of 
costs 

ADDITIONAL PROVISIONS: MVPS upward bias; resources-based 
practice expense RVUs/high cost medical staffs/changes in underserved 
area bonuses/State MVPS demos/out patient department (OPD) formula 
driven overpayments/eye and ear hospital OPD special payments/ 
laboratory coinsurance/competitive bidding for other Part B items and 
services/prohibits extra billing/reduce durable medical equipment 
updates/changes to orthotics and prosthetics regulation 

Medicare secondary payer provisions/adjust home health payment 
methodology; extend Medicare Select to all States 

ADDITIONAL PROVISIONS: Establish home health copayments to 
20%/extend centers of excellence/income related Part B premiums/extend 
Health Insurance (HI) tax to state/local workers/terminates GME 

DOLE BILL 

Similar provisions: Reduce annual hospital update/reduce payments for 
hospital capitaVrevise DSH hospital adjustment/extend OBRA 93 SNF 
update freeze/long-term care hospital moratorium/lower IME 
payments/telemedicine grants to test payment improvement/extend 
Medicare - dependent rural hospitals/authorize MAF and RPCH 
expansions 

Similar provisions: reduce 1995 physician update/MVPS to real 
GDP/separate payment for physician assistants and nurse 
practitioners/part B premium at 25% of costs 

ADDffiONAL PROVISIONS: Cumulative growth targets for MVPS 
establishes PPS system for hospital outpatient services 

Similar provisions: Medicare secondary payer provision; adjust home 
health payment methodology; extend Medicare Select to all States 
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SUMMARY COMPARISON OF 
MITCHELL AND DOLE HEALTH CARE REFORM LEGISLATION 

PROVISION MITCHELL BILL DOLE BILL 

Managed Care Uniform open enrollment period/enrollment through third party/uniform Similar provisions; uniform open enrolment/no enrollment through third 
termination of enrollment, extended lock-in party/optional extended lock-in 

Individual election to remain in certain health plans. Enrollment of new Secretarial study of individual election to remain in certain health 
medicare beneficiaries and those who move (see Medicare Integration) plans. (See Medicare integration) 

ADDITIONAL PROVISIONS: Comparative information materials/ 
change in geographic area for AAPCC computation/change in basis of 
computation/50/50 rule modification/cash rebates/competitive pricing 
demonstration/social HMO demos extended 
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FINAL 8/3 

Coverage 

Subsidies 

Employer I 
Individual 
Requirements 

A COMPARISON OF THE HSA, GEPHARDT, AND MITCHELL BILLS 

Health Security Act 

Universal coverage achieved by 1998. 

Individual costs capped at 3.9% of wages. 
Workers earning up to 150% of poverty 
level and nonworkers with incomes of up 
to 250% of poverty eligible for subsidies. 

Employer costs would be capped at 7.9% 
of payroll; firms with fewer than 75 
workers and average wages of less than 
$24,000 eligible for caps of between 35% 
to 7.9% of payroll. 

Employers required to contribute 80 
percent of the average price plan in a 
geographic area. Subsidies available for 
small, low-wage firms (see above ). 
All individuals required to have insurance 
and pay 20% of the premium, with 
subsidies available for low-income 
individuals. 

House Democratic Leadership 

Universal coverage achieved by 1999. 

Individuals under 100% of poverty would receive a full premium 
subsidy, which phases out between 100 and 240% of poverty. 
Employers with 50 or fewer workers and average payroll of less than 
$26,000 would be eligible for a tax credit which would reduce their 
liability for health premiums. Firms with under 25 workers would be 
eligible for a maximum credit of 40 percent of the Medicare Part C 
premium (50% of the employer share); firms wi1h 26 to 50 workers 
would be eligible for a credit equal to 30% of the premium. 

Employers required to contribute 80% of the cost of employees 
premiums by 1997; small (100 or fewer workers) firms not required to 
contribute until 1999. Subsidies in the form of tax credits available to 
firms of 50 or fewer workers, based on average payroll. Small 
businesses could enroll workers in Medicare Part C. Individuals 
required to buy insurance. Employees of small (100 or fewer) 
businesses could choose expanded FEHBP or Medicare Part C (if Iow­
wage). Unemployed covered under new Medicare Part C or private 
plan. 

l 

Senate Democratic Leadership 

If 95% of the population is not covered by 2000 thrr>Ugh voluntary measures, a 
Commission makes recommendations to achieve universal coverage, which Congress 
must consider on a fast track. If Congress does not act on the recommendations, 
then a 50-50 employer-individual mandate goes into effect for firms with 25 or 
more workers in States with less than 95% coverage. Firms with less than 25 
workers are exempted. If 95% coverage is achieved through voluntary measures, 
then the Commission makes recommendations to achieve universal coverage, which 
Congress must consider in an expedited fashion. 

Individuals: Subsidies available for low-income individuals (up to 200% of poverty) 
beginning in 1997. Pregnant women and children up to 300% of poverty are also 
eligible for subsidies on a sliding scale. Temporarily unemployed people are eligible 
for enhanced income protection subsidies for up to 6 months. Employers who 
expand coverage to all employees also eligible for subsidies beginning in 1997 for 
currently uninsured employees and available for 5 years; firms pay the lesser of 50% 
of premium or 8% of newly-insured workers wages. 

No required employer contribution until possibly 2002 (see Coverage). States could 
enact their own reforms, which could include employer requirements. Large 
employers (500 or more) must offer a choice of at least three plans (FFS, POS, 
HMO) to their employees and have option to self-insure; small firms must offer 
their employees option to join a HIPC and may provide choice of at least three "plans 
through private insurer. Employers who contribute for any workers must contribute 
for all. No individual mandate until possibly 2002. However, workers must buy 
policies through employer-offered plans or their local HIPC to qualify for premium 
contribution from their employers. 



Cost 
Containment 

Financing 

Insurance 
Reform 

Medicare 

Health Security Act 

Competition among health plans is the 
main cost control mechanism. Limits on 
premium increases through a national 
health care budget, reducing to CPI plus 
per capita over 5 years for covered 
services. Incentives for individuals to 
choose lower cost plans. Slowdowns in 
growth of Medicare and Medicaid. 

Cigarette tax increased $. 75; assessment 
on self-insured plans; tax deductibility of 
cafeteria plans phased-out; savings in 
Federal programs. 

Interim insurance refonns, including 
portability, guaranteed renewal, and pre­
existing condition limitations, all begin 
right away. Guaranteed issue, community 
rating, standard benefits package and 
elimination of lifetime limits begin when 
a State phases in to universal coverage 
(outside date: January 1, 1998). 

Retained and strengthened through added 
coverage for prescription drugs. Medicare 
savings 1996-2000=$118.3 billion. 

House Democratic Leadership 

Competition among health plans is the main cost control mechanism, 
but this bill contains stronger public (Medicare Parts A,B, C held to 
strict spending targets) and private (backup of a hard trigger of 
Medicare-like fee schedules) cost containment than the Senate bill. A 
National Health Cost Commission would monitor national health care 
costs and make recommendations to Congress in 2000 to control costs 
if expenditures were exceeding targets. Congress must either approve 
cost containment provisions along the lines of Medicare's payment 
methods or pass alternate measures to hold down health spending. 

Cigarette tax increased $.45. 2% surcharge on private premiums (not 
Medicare Part C). A portion of the premiums paid by non-enrolling 
employers would be retained during a transition period. Tax 
deductibility for health benefits which are part of cafeteria plans also 
eliminated. 

Insurance refonns include guaranteed issue, guaranteed renewal, 
standard benefits package, ban on pre-existing condition exclusions and 
an end to lifetime limits. Insurers selling in individual and small 
group insurance markets must offer insurance at community rate (no 
age bands). Finns above 100 can self-insure Not clear when refonns 
implemented. 

Retained and strengthened through added coverage for prescription 
drugs, mammography and mental health services. Medicare expanded 
through new "Part C option for employees of small businesses, 
unemployed and others who don't receive insurance through the 
workforce, effective in 1999. Savings levels not yet clear, but are 
likely to be more than the Senate proposal. 
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Senate Democratic Leadership 

Competition among health plans is the main cost control mechanism. High cost 
health plans would be assessed 25% on the portion of their costs above a target. A 
National Cost and Coverage Commission would issue annual reports starting in 1999 
on national and State trends. If fewer than 35% of eligible enrollees are able to 
enroll in a plan with premium al/below the target rate for an area, a Commission 
makes recommendations to Congress, who must act on them in an expedited fashion. 
A "fail safe" limit in Federal health care spending starting in 1997 included as 

back-up protection; if costs exceed projected baseline, refonn spending (except 
subsidies for pregnant women and children) would be reduced. (Also see Financing) 

Cigarette tax increased $.45. Includes an assessment on premiums of high growth 
plans. Also eliminates tax deductibility of health benefits as part of cafeteria plans. 
1.75% surcharge on private premiums. 

Beginning in 1996, portability, guaranteed renewal and a limit on pre-existing 
condition exclusions (6 months for previously uninsured) Starting in 1997, 
insurance refonns include guaranteed issue, standard benefits package, elimination of 
lifetime limits and community rating (modified until 2002 for age with a band of 
2:1). Insurers required to cover unmarried children under age 25. Firms/groups 
above 500. can self-insure or buy experience-rated policies. Risk adjustment across 
experience-rated and community-rated plans. 

Retained and strengthened through added coverage for prescription drugs. Medicare 
savings 1995-1999 = $55 billion; 10 year figure= $278 billion. 



Medicaid 

Benefits 

Alliances/ 
Purchasing 
Cooperatives 

Health Security Act 

All current Medicaid recipients choose 
from among community rated plans 
available through the regional alliance 
system. If a low cost sharing plan 
(HMO) is available at or below the 
weighted average premium, then AFDC 
and SSI recipients who choose that plan 
have their cost sharing reduced to $2 for a 
physician visit and $1 per prescription; 
the HMO must absorb this extra cost­
sharing subsidy. If no low cost sharing 
plan is available al or below the weighted 
average premium, AFDC and SSI 
recipients can choose a high cost sharing 
plan and be subsidized down lo the $2/$1 
level. State and local governments pay 
the plan for most of this subsidy. 
"Wrap-around" benefits extended lo 
AFDC and SSI recipients and "non cash" 
children. 

House Democratic Leadership 

Medicaid recipients with modified adjusted gross incomes under 100% 
of poverty would receive a full premium subsidy; those with incomes 
above 100% of poverty would be required to pay part of their premium. 
Medicaid recipients, like other individuals, could enroll in Medicare 
Part C or could apply a voucher toward the purchase of a private plan. 
All AFDC and SSI recipients get a full subsidy and they are eligible 
for supplemental benefits currently covered by EPSDT. Non cash 
recipients will receive the same subsidies as low-income people. 
Payments for supplemental would be made out of the Part C trust fund. 

Similar to benefits offered in HSA. Includes benefits currently covered 
under Medicare as well as preventive services for children (with no cost 

Comprehensive benefits include hospital 
and health professional services, 
preventive services (w/ no cost sharing), 
prescription drugs, mental illness and 
substance abuses services, pregnancy­
related services (including abortion) and 
family planning. Tiuee kinds of cost 
sharing offered: lower (HMO), higher 
(fee-for-service) and combination (PPO). 
Out-of-pocket costs capped at 
$1500[mdividual and $3000/family. 

•, ~ sharing), preventive services for adults (some without cost sharing), 
prescription drugs, mental illness and substance abuse services, 
pregnancy-related services (which appear to cover abortion) and family 
planning services. Out-of-pocket costs capped at $1500/individual and 
$3000/family. 

Individuals in firms with 5000 or fewer 
workers must belong to a single, 
mandatory regional health alliance, which 
collects premiums and pay health plans on 
behalf of enrollees. Firms above 5000 
have option to self-insure. 

States could establish voluntary or mandatory health cooperatives. 
Health plans sold through a health cooperative would be sold at the 
community rate that would otherwise apply, adjusted by an 
administrative discount. 
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Senate Democratic Leadership 

AFDC and non-cash recipients with incomes below 100% of poverty and pregnant 
women under 185% of poverty receive a full premium subsidy. Non cash recipients 
with incomes above 100% of poverty (who are not pregnant women or children) pay 
for part of their premium if they want coverage. AFDC recipients in HMOs pay 
20% of the cost sharing amount otherwise required. "Cost sharing is absorbed by the 
plan or paid for by the government. 

Sixteen categories of covered services in the standard package are specified in the 
bill, including nearly all those in the HSA package. Abortion and family planning 
are covered. A National Benefits Board will define scope and duration of services 
and can seek parity (ie some cost sharing) for mental illness and substance abuse 
services. Three cost-sharing schedules (as in HSA) will be specified by the Board. 
Individuals also have option of purchasing an "alternative standard" package with a 
high deductible. The actuarial value of the package is the value of the FEHBP Blue 
Cross/Blue Shield Standard Option. 

Health Insurance Purchasing Cooperatives (HIPCs) set up·as voluntary competing 
non profit agencies responsible for contracting with plans and employers, enrolling 
individuals, collecting and distributing premiums and publishing information on 
plans. HIPCs must accept all enrollees and offer choice of at least a fee-for-service 
plan. a point-of-service option, and an HMO. If a HIPC not available in 
community-rated area, then FEHBP is required to sponsor a HIPC in that area. (see 
FEHBP) 



FEHBP 

Choice of 
Plan/Provider 

State Duties 

Health Security Act 

Terminates on December 31, 1997 (except 
for employees abroad). 

Individuals guaranteed choice of menu of 
health plans, including one fee-for­
service plan and a point-of-service option 
for HMOs. Any willing provider who 
accepts the fees, terms and conditions of 
any fee-for-service plan guaranteed the 
right to contract with that plan. 

Must establish alliances, asswe eruollment 
and eligibility, regulate budgets, monitor 
quality standards and implement risk 
adjustment mechanisms. States could opt 
for single-payer, all-payer or other 
mechanism so long as coverage levels 
attained. 

House Democratic Leadership 

An expanded "Universal" FEHBP established after insurance reforms 
take effect and will contract on a competitive basis with community­
rated plans. A small (less than 100 employees) employer has option to 
offer coverage through UFEHBP. 

Individuals have choice of at least one fee-for-service, and one 
managed care plan, depending on what employer offers: Medicare Part 
C (for individuals not connected to the workforce, part-time and 
seasonal workers and low income persons and their dependents in firms 
with under 100 employees), UFEHBP (for employees of firms with Jess 
than 100 workers), vouchers lo buy a private plan or a catastrophic plan 
with a medical savings account. Medicare Part C option will offer at 
least a fee-for-service and an HMO. Modified any willing provider 
clause: any qualified provider willing to accept the fees, terms and 
conditions of any plan (other than staff-model and group-model 
HMOs) is guaranteed the right to contract with that plan, though 

States can design individual reform programs, including a single payer 
option, so long as they meet coverage and cost control targets. States 
are responsible for implementing a long-term care program, an 
eruollmenl assistance program and solvency standards for self-insured 
plans. 
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Senate Democratic Leadership 

OPM contracts with a local HIPC, or will establish one, in each coverage area for 
federal employees. Premiums for federal workers will be based on current 
methodology and will not be age-adjusted. Workers in firms with less than 500 
employees, nonworkers, AFDC recipients, and self-employed may purchase 
coverage through the FEHBP HIPC al an age-adjusted community rate. Federal 
workers and nonfederal individuals will pay same community-rated premium after 
the phase-out of age-rating in 2002. 

Individual have choice of at least 3 health plans, including 1 fee-for-service plan. 
Small and medium sized employers must offer workers the chance to buy a policy 
through a HIPC and may also offer a choice of 3 plans, including a fee-for-service 
plan, and HMO, and a POS plan. Workers in firms with less than 500 workers, 
nonworkers, AFDC recipients, and self-employed may purchase coverage through 
the FEHBP H[PC at the age adjusted community rate. No any willing provider 
provision for any plan. 

States have ability to implement federal ·reforms on a "fast track", and could 
recapture federal savings from Medicaid integration. States could choose the 
single-payer option, and existing state waivers would be grandfathered. 
Responsibilities include certification of HIPCs and maintenance of effort for certain 
Medicaid recipients; States can pay per capita amount for SSI/Medicaid recipients 
who go into certified health plans. 



8/3 4:30 

Mandates 

Subsidies 

Cost 
Containment 

PROVISIONS OF INTEREST TO SMALL BUSINESSES IN 
THE HEALTH SECURITY ACT, GEPHARDT, AND MITCHELL BILLS 

Health Security Act 

Employers required to contribute 80 percent of 
the average price plan in a geographic area. 
Subsidies available for small, low-wage firms 
(see below). 

Firm costs would be capped at 7.9% of payroll; 
firms with fewer than 75 workers and average 
wages of less than $24,000 eligible for caps of 
between 3.5% to 7.9% of payroll. 

Competition among health plans is the main cost 
control mechanism. Limits on premium 
increases through a national health care budget, 
reducing to CPI plus per capita over 5 years for 
covered services. Incentives for individuals to 
choose lower cost plans. Slowdowns in growth 
of Medicare and Medicaid 

House Democratic Leadership 

Employers required to contribute 80% of the cost of employees 
premiums by 1997; small (100 or fewer workers) firms not 
required to contribute until 1999. Small businesses could enroll 
workers in new Medicare Part Coran expanded "Universal" 
FEHBP. 

Employers with 50 or fewer workers and average payroll of less 
than $26,000 would be eligible for a tax credit which would 
reduce their liability for health premiums. Firms with under 25 
workers would be eligible for a maximum credit of 40 percent of 
the Medicare Part C premium (50% of the employer share); firms 
with 26 to 50 workers would be eligible for a credit equal to 30% 
of the premium. 

Competition among health plans is the main cost control 
mechanism, but this bill contains stronger public (Medicare Parts 
A,B, C held to strict spending targets) and private (backup of a 
hard trigger of Medicare-like fee schedules) cost containment 
than the Senate bill. A National Health C...ost Commission would 
monitor national health care costs and make recommendations to 
Congress in 2000 to control costs if expenditures were exceeding 
targets. Congress must either approve cost containment 
provisions along the lines of Medicare's payment methods or pass 
alternate measures to hold down health spending. 
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Senate Democratic Leadership 

No employer contribution required until possibly 2002, after which time a 50-50 
employer-individual mandate goes into effect only if 95% of the population is not 
covered and Congress has not acted on a coverage commission's recommendations. 
Firms with less than 25 workers are exempted from the mandate. 

Employers who expand coverage from existing levels to all employees eligible for 
subsidies for five years; firms pay the lesser of 50% of premium or 8% of newly­
insured workers wages. 

Competition among health plans is the main cost control mechanism. High cost 
health plans would be assessed 25% on the portion of their costs above a target. 
A National Cost and Coverage Commission would issue annual reports starting in 
1999 on national and State trends. If fewer than 35% of eligible enrollees are able 
to enroll in a plan with premium at/below the target rate for an area, a 
Commission makes recommendations to Congress, who must act on them in an 
expedited fashion. A "fail safe" limit in Federal health care spending starting in 
1997 included as backup protection; if costs exceed projected baseline, reform 
spending (except subsidies for pregnant women and children) would be reduced. 



·-

Health Security Act House Democratic Leadership Senate Democratic Leadership 

Self- Self employed can deduct 100 percent of health Self-employed can deduct 80% of health insurance premium. Self employed individuals not eligible for employer-subsidized health insurance 
employed insurance premium from taxes. can deduct 50% of cost of premium for standard benefits package beginning in 

1996 (remains 25% from 1993 to 1996). The 50% deduction will be reduced by a 
proportionate share if a self-employed individual with at least one full-time 
worker (who has been working for 6 months) provides less than 50% coverage to 
his worker. 

Alliances/ Individuals in firms with 5000 or fewer workers States could establish voluntary or mandatory health cooperatives. Health Insurance Purchasing Cooperatives (HIPCs) set up as voluntary competing 
Purchasing must belong to a single, mandatory regional Health plans sold through a health cooperative would be sold at non profit agencies responsible for contracting with plans and employers, enrolling 
Cooperatives health alliance, which collects premiums and the community rate that would otherwise apply, adjusted by an individuals, collecting and distributing premiums and publishing information on 

pay health plans on behalf of enrollees. (Firms administrative discount. plans. HIPCs must accept all enrollees and offer choice of at least a fee-for-
above 5000 have option to self-insure). service plan, a point-of-service option, and an HMO. U a HIPC not available in 

community-rated area, then FEHBP is required to sponsor HIPCs in that area. 

Independent Treasury Department would issue prospective Treasury Department submits a legislative proposal providing Same as in House Democratic version. 
Contractor regulations for worker classification. statutory standards for the classification of workers as independent 

contractors to the Congressional tax writing committees by 
January 1, 1996. 

Subcbapter S Anyone owning over 2% of stock and materially Net earnings from self-employment would include 80% of a The self-employment tax base will be modified to 1) include 80 percent of an 
Corporations participate in a service business would be treated shareholder's 2% pro-rata share of taxable income from a service owner-service provider's service related provider's share of an S corporation's 

as having net earnings from self-employment. related business. income derived from service-related businesses in the case of shareholders owning 
more than 2 percent of the stock of the corporation; 2) provide similar rules for 
limited partners who provide significant services to partnerships; and 3) provide 
special exclusion for 40 percent of income derived from inventory for all 
taxpayers. 
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collecting premiums, paying plans -- that most small businesses and individuals must do on 
their own today. 

• To give consumers choices among purchasing cooperatives as well as among plans, there 
may be more than one purchasing cooperative formed in the same area may to compete for 
business on the basis of choice, quality, and price. · 

Section 1323 -Ensuring The Maximum Choice Of Health Plans And Doctors 
• In order to guarantee consumers a choice of plans, each purchasing cooperative must offer 

at least three types of plans: a fee-for-setjce plan, in which consumers may choose any 
doctor, a managed care plan, and a combination plan -- which has higher cost shanng for 
doctors outside of the network. Purchasing cooperatives are not limited to offering only 
three plans and may contract with any number of plans that meet the quality requirements. 

• In rural areas which may not have enough people to support three plans, there must be at 
least a fee-for-service plan -- allowing rural residents to choose any doctor they want. 

Section 1341- Guarantee Individuals and Small Businesses the Same Choices as Federal 
Employees-and·Meinbers of Congress 

• Individuals and employees of businesses with 500 or fewer employees may join any health 
plan offered under the Federal Employees Health Benefit Program -- which currently offers 
more than 300 plans nationwi~e. Over time, private purchasers and Federal employees will 
all be charged the same (community-rated) premium. 

• In.order to ensure that this will be an option-for all Americans, the Office of Personnel 
M~gement--- which currently administers the Federal Employee program -- must contract 

.. with a purchasing Cooperative in every area or, if one does not.exist, must establish a 
purchasing cooperative thfough .which consumers would have access to the choices offered 
through the FEHBP. Employers who make contributions on behalf of their employees 
would have to continue to make this contribution to any plans their employees choose 
_!hrough the FEHBP. ' . 

Sections 1461-1468-Essential Community Providers 
• In some areas of the country, health care services are harder to access and providers 

typically serve low income and/or uninsured populations. In order to guarantee choice and 
continuity to patients and access in fulderserved areas, these providers are designated as 
"essential" to the conimunities they serve, and all area plans must reimburse them for 
services they provide. · 

• Sec. 1462 - Providers in underserved areas, including Rural Health Clinics (RHC) are 
protected as Essential Community Providers. Health plans will either negotiate a provider 
agreement with them or pay them their cost-based rate. Health plans will also contract with 
at least one Medicare-dependent small rural hospital (those which have 60% Medicare 
admissions)' in their service area. Other health professionals or institutional providers may 
be certified as Essential Community Providers if they offer essential services to 
wl.derserved areas or populations. 
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Sections 2111 - Developing Links with Hospitals for Ongoing Care in the Home and 
Community 

• New grants will help hospitals develop programs aimed at discharging P":tients backto the 
community rather than to nursing homes or hospitals. (Today, patients are often discharged 
to long-term care facilities simply because there was no family member availaple to help 
with post-hospital care, and no one to arrange professional services or supervision for a 
patient returning home alone.) With better information ai:id assistance, hospitals can 
implement programs aimed specifically_ at helping disabled patients organize and arrange 
post-hospital care in the home and community. 

Sections 2201-2218-Strengthening Consumer Protecti~ns in Long-Term Care Insurance 
Policies 

• Enhances protection for consumers of long-term care insurance by setting new standards 
that must be met by all private long-term care policies. New standards will include clearly 
defined inflation protection, uniform eligibility determination, and standards for other 
aspects of insurance. 

• Proposed premium-increases for long-term care policies Wil~ have to go through an approval 
process, and no unjustified increases will be approved., All policies -will have to be sold in 
"good faith and fair dealing" -- unfair or discriminatory sales practices known as twisting, 
high pressure tactics, and cold lead advertising will be prohibited~ ' 

• And long-term care policies must be renewed-'- no iong.:.terill care.policy can be canceled or 
nonrenewable for any reason other than nonpayn1e1:1tPf.PieiJtlUriiS qdraud~ :Benefits will · 
be clearly anp uniformly defined and descri~,so thaf¢pn~·oti.1,iSUta:cice coverage are 
clear and understandable to individwus buYi1!g p0)i~i~~;"._-bidiYiCi~~icannot be denied 
coverage due to history Qfillriess, and pre~xistiiig ~Iidi#~n>e#;~\1Sion5_.iu;elimited. (Italso 
clarifies tax rules. so that long term care ~ervices '$d fuStir~te prehii.Uins can be deducted 
from taxable incoriie - see Sections 7401-7402)~ ::.'.· :-,··y· ' { -~· .>; ,.. ·· . 

.. -

Section 2701-Life Care: a Public Insurance'ProKi-amf~./iJurs~g-Ho~ Care 
• The Mitcheil bill also esfublishes a federal long te~ car~' llisurance program to cover the 

costs of extende_d nursing home stays. People_ will have tlieoption to ptirchase coverage 
when they reach age 35, 45, 55, or 65.. .. 

7 



TITLE Ill --HEALTH PROFESSIONS WORKFORCE AND PUBLIC 
HEALTH INITIATIVES 

Section 3001 -- Broad-Based Advisory Council on Workforce Training: 
• Creates National Council on Graduate Medical Education: made up of a panel of 

consumers, primary care M.D.s, specialists, and representatives from health plans and 
purchasing cooperatives. The purpose of the panel is to assist and advise the Secretary on 
ways to increase number of primary care physicians. 

Section 3013 -Increase in Primary Care Physicians.; 
• Increases the number of physicians being trained in primary care from 39 percent to 55 

percent between 1998 and 200 I. Sec. 3014 allows for some ~odification (by the Council) 
' of the percentage of primary care vs. specialty physicians beginning in 2001. {Section 3061 
builds in a guarantee of substantial emphasis on primary health care education for 
physicians.] 

. . 

• Outlines how reducing the numbers of specialists can be done voluntarily, by the training 
programs. 

Section 3031 -3033 - Funding o/Graduate Medical Education 
• Provides for long-term, sufficient and stable funding for GME. (Arni~ will add) 

Section 3051-3055 - Fund~itgf<J~ Academic Hialt/i Cen!_ets . . 
• Provides for long-term, sufficient, and stable funding.for these .centers, both .to support the. 

costs of training and tiansitio~ • ct?~;fo.r tfaipji)g ~.red\lce t11e number pf trajti~s: ·~. 
Recognizes Unique needs and eontributions of these eenters~ including research, t~~hing 
costs, high-tech high.,cost-s~iat~ cilr~. , · ;. ·--·. '-: :. _ . _ -· 

~ ' . ·.·· .' I ,• : . ' r. . ":. . ~ . ·.. • 

·. ( ... 

section 306J ~FundingforMe~lfa(~~;,~_~'Is< : ..• ~- ._;/.<.-, _. - · - ; - . · ... 
• - P~ovide~i fundmg for~Jji~dical s~h~o)s~:' Tfue~··qUartefs'.offue funding is directed f~rth~ 

support of primary Care. educatio~ an~ ~es~h. . .. ,. . - .· 
. . ·; 

... -< • .-

SectiOn 3071-Fundin~for Gr~d~atel~'urs~ Tr~inlng _ .·. _ 
• Provides grant support for gnlduate nurse training programs includes those for nur5e 

midwiv'es, clinical nurse _specialistS, Iiurse ane~etists and n~e practitio11ers. . .. 

Sections 3081-i-Fundingfor_Speda-, Programs . _ 
• Provides funding to train additional primary eare physicians and physician assisµmts; 

retrain mid-career specialists; expand the supply ofphysician_s in rural andjnner-city areas; 
and delivers primary care to those With mental? physiCal._ de~eJopi:µental disabilities. · -

' . . . 

• Provides funding to increase the.number of minorities and disadvantaged persons in 

l -

medical professions and encourages the retention of health .professionals in rural 
underservec\ areas. 
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• The Mitchell bill contains ne~ initiatives to increase the number of rural area residents 
accepted into training programs, and it incorporates other programs to improve the retention 
of rural doctors through telemedicine systems, inter-disciplinary team building, and 
providing temporary practice coverage while doctors are away for vacations and continuing 
medical education. 

Section 3082 - Retraining and Workforce Adjustment: 
• Establishes a program for health care industry job banks and one-stop c~eer centers to 

assist displaced health care industry workers .. Establishes a program for skills upgrading 
and occupational retraining. 

Section 3101 -Support/or Rural Hospitals . 
• The Mitchell bill contains a new initiative to link academic health centers with rural . . . . 

providers and health plans. This provision wiJl help establish and operate information and 
referral systems necessary to as~ure rural access to specialized services at academic health 
centers. 

Sections 3201-2 - Stable Funding/or Health Services, Research 
• Provides that 0.25% of private inslirance premium5 (in addition to current funding) be 

directed to biomeqicalarid behavioral rese_arch -.. including prevention, quality of care, 
consumer choice; administrative simplification, anq improving access to health care for 
yulnerable populations'. · · · 

Sections 3341,'3411;3471-New Grants/or Rur~Ne.iworks 
• .Rmal hospitals and tjther p~blic and privat~ pro\iider{are eligibl~ for n~w grantS to expand 

.. , 
_Servtce Corps~ ,Currently~ rural areasrecewe ~ut-6.0. ~~tofthe doctors, nurses, and 
other he3Ith-pro(~~~i0nats placed by:tlie ;ccirps~~:;flji~:'J>fi)Yisi~ri\\rquld re$tilt in 4,000 new 
doctors·intheCorpsby_theyear2000 .. '- · ·:::Z:/'; .. ,_ -- -:·.. · ._- ·-· -

.• ,·· 1 • .. 
\-

Sections 368l and3?fJ2~ Special Programs t~Enltiz~ce-Co~un!JY-based Health Care -
. . . . .. . . . . . • .J -".;.,7f .~- , ·.. .. . . . . 

• · Ruial eominunities are eligible for fun_ding to dey~1op;~d operate school-based or school-
. linked health-service programs targeted to the n~s ofrurat communities through 
- 'partnerships between schools and heaith care pr()viders. -

• New funds are provided for the coniI:llunity sc~ol~hip program, under which State may 
contract with confuiUnity-based .organiz.8.tion to :pi-~~d~ scholarships ill the health 
professions for local residents. ' . - .... -·. · .. 
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TITLE IV -- MEDICARE AND MEDICAID 

Sections 4105 - 4111 -Special Assistance for Rural Hospitals 
• The Act updates and extends the special payment treatment for Medicare-dependent small 

rural hospitals through September 1999. These protections were sc~eduled to expire this 
year. 

• The Rural Health Transition Gran~ Program -- which provides transitional assistance to 
rural hospitals --is extended through 1999. Rural Primary Care Hospitals are made eligible 
for funding. 

• The Act greatly expands programs to help small rural hospitals convert from acute care to 
more primary care services. The new limited-service hospital program in the bill will 
·provide new resources to support alternative rural healf.4 care models. Two programs 
specifically tailored for rural hospitals -- Rural Primary Care Hospitals and Medical 
Assistance Facilities -- will be authorized to expand to all States wishing to participate. 
Many technical and payment amendments are included to make the programs more useful. 
for rtrral communities. · 

Sectipns 4204, 4212 -Bonus Payments to Rural Providers 
· • Medicare bonus payments for rural doctors in underserved areas are doubled from I 0 

percent to 20 percent for phmary care services, and they are retained at 10 percent for non-
'_primary care services. 

. . . .. 't . - . .· ~ . . 

•. . Payments for physician assistants and nurse practition~rs are expanded to include services 
. . , provid~ iI>. a hospital settirig. . . 

··_·· ...... : .. •, 

<· ., 

. '·: .~ . . . .:. 
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TITLE VII -- REVENUE PROVISIONS 

Sections 7101-7103 - Tobacco Tax 
· Raises revenues to fund subsidies by gradually increasing the tax on tobacco products from 

25 to 45 cents a pack by 1999. 

Section 7111 - Supports Workforce Training And Researc/1 
• . Revenues from this assessment are dedicated to funding workforce training, academic 

health centers and research. · 

Sections 7112....;. Penalizes High Cost Health Plans. 
• · For community rated plans taX is based primarily on co-st of the plan relative to a federally 

defined baseline or "reference premium". For experience rated plans the tax is based more 
on the rate of growth in the premium of the plan relative to the federally-,defined target rate 
of growth (4511). 

· Section 7131 -Raises Funds/or Subsidies By Taxing Handgun Ammunition. 

Section 7203 - Increased Deduction.for th~ Self~Employed 
• Under the _Mitchell bill, self-employed individuais can dedu~t up to 50% of the cost of a 

. certified.standard health plan3, up from the.25%_.allowed the self-employed today. 

Sectioiis 7401-2 ~ TaxDeductibilityforung;..Tenn <;are·_ , . . .. . . 
-•. -Increases tax deductibility of long.,-'term care expenditures and insurance. LOng-tenn care 
·. · exp~ri~tures:wowd,be treated a5 llleai~31 expen,ditures'.toriax p\irposes; qualifying them as 

. .... , ~ ~~~~~~~~·· tks#(e''.!lo~~ ~:~°f; ~yeSit the sam~ 'Bx.• 

· - :- ·Sections ZS/1.'."-2_: ~,1'.~!~cen(iv'!S-for_Rura(frovid,~t:S -_.::·;;<>.·:~:-'.',(_~:.· ·· ..... _ ... ·. . 
· • ·. ~·· ·.~ · :The 'MitFhel{hiit 6ff'e1i t8x credliS'-Cit µp_'io' $f~po0' per ~onth r~f dh.b~oi'S'an<l $sod per . -•.· ·· · 

·. ·•· . '_ - moliii;}rc>f:iionphysician providers wilo hew. p~ci;_ce iiidesi~a~e<Luiiderserved areas for. 
·- - ;' - up to ·3 y~·. Phy~i~ians already practicirig_ fu _thes,e ar~ illay\eceive tax. credits of $500 

, '. : per inonth~ · , - - . - - ·- · · · · - · -· ~ .-
... 

'•, The Act raises PY s'rn,ooo' the amount that rural prinlary care doctors may ciailli on their 
· . taxes. for ~ed_I~ eqwp~ent. ·· · ' · · 

.. ' ' . .' ' \ ' ' '• 

TITLE VIIl - OTHER FEDERAL PRQGRAMS .· 

Sections Bi OJ to 8142 - Inlproving the Healih ~/American Indi~ns and Alaska Natives 
• The Mitchell bill reeognizes the unique trust responsibility of the federal government to · 

Indian people. All health services ~n·continue tO be provided at110 cost to the indiv1dual; 

3 The 50% deductibilitj is consistent with the level ofeoiptoyer coptribution if Title X becomes effective, and 
with the 11linimulll contribution for eligibility for eriiploy~r-bilse<(subsidies. ' ' 
>. • • ••..• ' 

/ 

:.\5 ' ... , . 
··, ,: .. · 

.. . -.··: . .. ··. 
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and federal officials are required to maintain active and ongoing ~onsultatiol1 With Indian 
people about Indian health programs. 

• Tribes~ tribal organizations and the Indian Health Service are given the authority and 
flexibility to form health plans. 

• New funding sources -- including an Indian Health Care Investment Fund that provides 
$133,330,000 each fiscal year between 1996 and 2004 in addition to other appropriations -­
can be used to expand and improve Indian health care facilities and should enable the Indian 
Health Service to provide the broad range of servi,ces in the standard benefit package. 

• The bill also preserves the Wide range of supplemen~l ~ervices -- including education, 
outreach and public health services -- that are provided today. 

Se<;tion 8202 - Maintaining Our Commitment to Our Nation's Veterans 
• The Mitchell bill maintains our commitment to our nation's v·eterans by preparing the 

- Department of Veterans Affairs for health 'Care reform while preserving the right of veterans 
to receive supplemental services that meet their special needs at no charge. The bill relieves 
the Department from purdensome regulations and gives the VA the authority and flexibility 
necessary to form health plans to compete to serire veterans. -· 

• New funding sources should make it poss~ble for VA facilities· to serve all veterans who 
wish to ~nroll, ending today's arbitrary eligibilify requirements. 

• The VA may receive premium payments from employers and some veterans. 

• -- For the first time, v A facilities can re~ei\ie Medicare reimbursement for all Medicare"' 
eligible veterans who_ enroll in a VA health plan. -

• A Veterans Health Care htvestmentFUnd]:irovides. approxiniately $3.5 billion over a 
three · year period to expand and improve facilities and-to help YA health plans 

- become competitive. - '• ·' - - ' ' 

• All veterans remain eligible to receive suppiemeiitaI 'benefits -- such, as treatment for post­
traumatic stress synchome and long-term care ser\rices -- that are provided today at no cost 
to the individual. 
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The House plan includes six initiatives to eliminate these barriers and to make access to health 
care a reality for people in inner-city and rural areas. 

o Grants will be available to all fifty states to help them develop health care networks in 
underserved areas. 

o A new grant program will be made available to local governments and health care facilities 
to help them expand or establish primary and acute care networks in underserved areas. 

o Financial assistance will be provided through a new federal trust fund to inner city and rural 
medical facilities to help them meet their capital financing needs. 

o The resources available to primary care doctors practicing in rural areas will be increased 
by doubling Medicare bonus payments, and by providing tax incentives to primary care 
doctors, nurse practitioners, and others who locate in rural and urban underserved areas. 

o Substantial new federal funding would be provided to support the operation of community 
and migrant health centers. 

o Additional funding for the National Health Service Corps would be provided . 
- .. . . :.. ~ - . ;_ .. ; _; 

JQuestion:· : . Will-the tax treatmento/hea/Jh.benefzts be"dumged? • · · · 
' ~ . I . (' , 

. ., . . 

~er:. F~Nnost people, the way ~eir:health.eoverage is tr~~ fQiJii~ p~~,~iwll · 
retajl.in'tbe. ~e~ Just like now, employer oontributions to h~$.~~~;WP,l>{!gpJ>.¢;-; ·. 
counted as fucabie income for inclividuaJs:.;aD.d" : : · 10· '&i\vill ~bb ilblc{tO'deaticniiefrilF ·. : 

. ····:·:·.-" ·.:··.-... ·:"' ... , .. ,, ... ·. . . . '· .· .~ .. ~. . .. ·. .· -·· ... · .. ':· ·-· ·. 

cost Of· :cozitriblttions niade to their workers' coverage. . · 
.. ·· ~*~~--#~~~~-~#ff_ii·~:·-~·-.:·::. y.~.--.!. ·/ ... /.~ -J-~.;~~:\1_·.~::.?_.;:~ --~~!-~:~.~~::-:·::~-::>~ .~ --~~--~ f~_~·~~-.. ·~·. ··~···:"".;--.~: -., : : . . ·. :_~--'~·-

Forthosc'--- · .. ai'le who are~elf..:C. lo. e.d;howevet·:1he:tax treatmebt1<>f·health7' •· .· . , .. ce-
Wi11~~%w~tlwer~·these·~iJJ11a]s:ltfi~ently'j1~i~(@~~;:~~i_~i· 
of thc;.coSt: C?f.their health coverage, undet-the House· pilipc)sa(~s"blf-:dnpioyed people 
willbe able 1o deduct the full cost of the employer share of their coverage. 

. . . -- . ! ; .. , . -
·, ·.·~~:(~-- J~~~·:.;·:-~;_: . .: ·-' .··~,~.-:; ,~·>_.;.:_:,:..-. . . ~. :..-.•.-_;_:_~_· ·. 

IQuestion: · : <.:How will do.don @d hospitiils' lie:tiffedid by the- plan? . · .. · . .' .:.•. 

'·:.-:~···~. . .. -~ ·_,;:, - .. ' . . :·· . - .: -~ - _.:.._ . L.' 

Answer: o Hospitals that are curte~tly ovemurdened by indigent care and other 
:unreimbursed costs will see-ti.dramatic iedUctloti mthese 

. . 

costs. 

o Those hospitals that are ah,"eady making innovative changes in the 
delivery system will be able to continue pursuing these 
innovations. · 
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o Burdensome billing and administrative procedures will be 
eliminated for both doctors and hospitals by the use of unifonn electronic 
claims, medical records, and entitlement verification systems. 

o Doctors and hospitals who currently serve Medicaid patients 
will see a significant increase in reimbursement for care 
provided to these patients as they are brought into private plans and. the 
new Medicare Part C program. 

o Hospitals that serve the vital function of training our nation's 
doctors will receive needed assistance in meeting the costs 
associated with providingthis service 

o New national health plan standards will ensure that no 
qualified doctor willing to meet a health plans terms and 
conditions can be denied participation in the ·plan. · · 

!Question: How will small employers be abk to afford to pay? · 

Answer: More than half of all employers with fewer than 100 empl9yees already contribute to 
tlie c0Si of heaiili:COveiigeJor their workers~· . Among :smailemploy~!S ~Q ~<! ~~~p pay, the 
a~erage-coiitilbution in 1'992 .was abOUt $2,300~ (EBRl Sp~~s of Health lmurallce and 
Chczrp~~ristj~ <Jffhe lfni~~,·l.Q94)., forth~~.,and p~cul~ly for those that . 
CUfn?iiq~i~ffer,ftii~J~c:l~f ~K~~ j~ -~~fli~- ef#~~~i~~:f#oVidillg coverage wider'.the · 
House .Ian.will.result iri. . inimal:if. · · ,8aditio~F a" entS~d·· '· ·. . .. · .... ·:i .. ·' r 

'·"'" R~. ,_~~··-·" - ·: ···: m_._..~ · ~ .. -Tt11~r~;~:;;1~·;Wj~'.,i ~:~-~;:, ·. ·: :~ uc ·• · . 

ThQSCSoWLb1JSiri"~Cs. ~~ ~ ~yJ~JiJ¢clyi() ~elp pay for their emp,oyees 
h~~Sf>~~~JQ~fll.~U.W~{cij$f{~~-~g-~9yces. ,. ,:JPer¥o~' · · · 

· lan;Willher lcf .: · -e, · · · litJSin · .. · Mio-.wolil40ihcrwis¢.1iave .a: difficult:time·. · 

~iJS~~~~=~~.,~ ,,,-,,'., . , 
Subsidies ~ill be provided ~o -~. low-Wagebusin~ to reduce the amount_they 
musfooirtnoutetO~~~~'}r9~~:J>~~vms:;-.jjiiiiS -~:is.:-Or.fewer.eiD.pfoyees 
would be:..eligiole fotamaximumStibsidy\;rsopercen~ andfufuS with 26-50 ..... 
employ~ would be eligii>~e fqr;a~µip subsidy of3j.5 percent. For companies 
with 25.or fewer'employ~, ~~:~~dy"Will rCd~ce $e.employcr obligation for an 
individual premium· from abOUt:. $.85 per liour to about $.42 per hour. F01: companies 
with 26-50 employees, the subsidy will reduce the obligation to about $.53 per hour. 

The new Medicare Part C plan and .the expanded Federa1 Employee Health Benefits 
Program will offer small en:iployern two simple and affordable ways of providing high 
quality coverage for their employees. 

. . .- : ~:: . . 



system meets the national goals of universal coverage and cost contairunent. Those 
states who have already started reforming their systems will be able to continue with 
these reforms, and those who would like to establish their own system -- including 
single payer, managed competition, or employer mandate systems -- will be able to. 

States may also see a significant reduction in their health care spending under the 
proposal. As their uninsured residents are brought into the health care system, the 
increasingly large share of state and county resources being consumed by 
uncompensated hospital care and indigent health care programs should be reduced. 

\Question: What does the plan do about long-term care? 

Answer: Meeting the long-term care needs of disabled and elderly individuals is one of 
the most important challenges we face. This requires both ensuring the well-being of 
existing long-term care programs, and creating new programs to serve those who don't 
qualify for these programs. 

The House plan will significantly expand the availability of long-term care for disabled 
individuals. Under the plan, a new federal program will provide home and community 

· based .services - ·including personal assistance serVices, home modifications, and home 
health services ...;. to people with severe disabilities, regardless of their age or income. 
The plan1will 81so presetve Medicaid's existlng long~term care prograril for low-inoome 
AmetiCSiis:' .. : ·. ,' :·.. . . . . . . . . 

Question: How will the plan be paiflf or? And !Jaw will it affect the 
·: t::::!f•·i#.~~; ;:=.r.;.~: . .iB;cittJ;_;;~·= :TN. ~>>) l);f.){i •'.:n ;_ .· ... ·.. .. : · ·· ·. 

,: .. _!·~·.' --~~~~· .. ~.-.~-'{;\.~j:-··~rtt'~~-:.f~~~~>--~}=-/1;...: ;.:..:r·-::-:.---~~~ .~ .. ~=-·7.~ :. >; - - ·. ; _ .. -

AtiSW~#:~o~~tih~Cb'stbr1bfJpfugra1fi'~lft>e ·ci>vel:¢ b · ··c0htrihu'1ons ~in · · 
eiilpfoy~~iffi~diia't~?Wa'ditibh111fitt1& ~ffbi°fuq~ to pay for iinp~vements 
:!~~t=~t~·~~~~Jt~~~~~:~s~bf!~!~low 
mediciil ~} ¥Wic3s-,td cov&'tliese co5tS wilt'& kise<i in four sensible and fair 
wa.};i~is!vlrig§ {fu1IlSiowmg-t1ie)ite nf:·gr:o~\iri ~edi&ire and MC<iicmd costs; a 
graduatihcrease iif thetfX C>ii.1obaccdproductS; ·e~ting the tax subsidy for health 
benefits .provided'tbiough'Cafeforfa plalis(and a. 2.~pcrcent tax on private health insunmce 1>1ans·. · ·· 

.As proposed by the House, the plan will reduce the deficit by about $2 billion in the 
first five years of the program, and will provide additional long term savings as costs 

{j are h~ld·below current projections. 

· .. 
. . ·.:-· .... : ' ...... : 
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Question: Are fee schedules for medical services "price controls" and 
don't they have the same problems as price ccntrols ? 

Answer: No! Fee schedules for medical services and supplies are not price controls, and 
the four common concerns raised about price controls do not apply to limits on medical · 
fees. 

The first concern is that price controls require a large bureaucracy in order to communicate 
prices to millions of buyers and sellers, and to make sure everyone is charging ruid paying 
the right amounts. Fee schedules for medical services, however, do not require any 
"bureaucracy" beyond the few payers - public and private insurers -- themselves. Each of 
these payers has a strong incentive to know and pay only the right price. and each of the 
sellers - doctors and hospitals - has a strong incentive not to jeopardize a relationship that 
pays the bills for hundreds of patients. In fact. the vast majority of private insurers already 
use some form of fee schedule to establish the amounts they. will pay for each service 

The s~nd con~m is .that ptjce controls make the buying and selling of goods more 
comp~~ied.. Fee schedules, ho\\'ever, . p.Ctuany simplify the administrative aspects of 
"Sellirig:· ~d "p~ing".Jie8.i.'th care..~ In a system without m.3ximwn payment rates, 
doc!9~ff.l~~h~~~s.ii.8:v7.:jo ~~i.Uf"ti;~iji; ~kt di{f erent W.~~ ~t pay for their. services, 
insUiCi:Sliave to figrire ouf proViders' "cliarges", and di5agreements have to be fought over 
and resolyoo. With fee schedules, evezyon~ knows what they can charge and what they will 
b~~to~y. . . 

····-~~~;;!::a~~~fr~: 
· ·, '.···,_•.,;;:;-' ,,.,·:~·.·~""1"'UWKJ<od.rtn~ fy,~:~;~• t>N~~U '-"'~:~ · ·.·' • · berc~.c~-y.):¢~:~ ... ~. ~ii"~th~.m .. ,1* is~ll~.Tf"'~er:or.awuil'~.-,~ sL·~~$l ~~o~ , 

· z1nt~''•·t-'L~·t1n ··01 -'tlifl-"' ·r.Oll'J}l~ ~l:· • ·Ct?.~ R (~'""17r,_;u. · ····· ·· •-· 

TueioiJfil~h~~t\kt~:k~~iiifu~;i€ad~:J~i1 ~'<·~i;·b~~ ... ~~~ -: 'es". Fee 
·schedUtes.·f'or~~~\~~'~!f~li9w~y~~'.;(J.~~-4~t~~g , .. s~ ~::;kind ~~traint or 

aroitis:ifi_iJt,i·t~~~1(m~~;~~#'~~tf#~tY;~:p~~~~~£mc; .The~~ no ~ut-
offpomts·aftet Wh.ic}i Cl()Ct9rs~<! hosp,\(;.cilS wilJ. n,Qt be_ paid,~~ there.~ no incentives 

.J 1 ~. ~ • .,. ·•·· . i . . - . ; ".· ,, '.:.; . -· :'=' •· • - • . • . .· . . ., i. •• :· ..... • '·~'- . • ..•. • • • 

to. not proVicle needed ·~e. Uild,Cr thellouse plan, ifspending exceeds the 
"expenditure target" ui a~cwai year. the fees paid to providers the next year will 
simply be allowed to rise less. 

!Question: .. Will/eischeduks work to colttrol costs? 

Answer: Some argue that fee schedules will not provide an effective means of 
controlling_ costs 1>ecanse proVideis will increase the number of services they provide to 
make up :for 16st revenues . 

. ,·: :." ._. )'. -- . :_ .. . - -:~ "•; :·· , ... ·: .- ~ .~- .: :·. 
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increase some, fee schedules provide an extremely effective way of controlling costs. 
There are two reasons why this is the case. 

The first is that there are several factors that "naturally" limit how much the volume of 
services and goods will increase. While physicians may well be able to tell a patient to 
come back in for an "extra office visit", other providers who do not 11prescribe what 
they provide" -- like hospitals and drug companies -- are not so easily able to create 
extra demand for their services. Even among those providers who can "induce 
demand" though, the majority would not choose, for financial reasons, to do 
unnecessary procedures and tests. 

The second is that most fee schedule systems -- like the system in the House proposal -
- have a mechanism built in to adjust fees to volume so that the total cost stays within 
the target. Under the House plan, as in other effective fee schedule systems, if the 
volume of services rises more than expected in a particular year, increases in the fees 
paid for these services will be allowed to rise less. 



Robert A. Koshnick, M.D. 
1017 Summit Avenue 
Detroit Lakes, MN 56501 

Dear Dr. Koshnick: 

September 9, 1994 

Congressman Collin Peterson forwarded to me the testimony 
that you prepared for the Great Plains Health Care Summit. I 
found your comments interesting and thought provoking. 

You mentioned in your testimony that changes to the-'mal~ 
,,practice system should be a central part of heal th care reform. 
Senator Mitchell and Congressman Gephardt have introduced health 
reform bills with malpractice provisions that will minimize friv­
olous lawsuits while compensating deserving individuals. Both 
bills establish an alternative dispute resolution process to 
resolve malpractice claims in a fair, efficient and timely way. 
An individual may bring a case to court only after participating 
in the process. In addition, before filing a lawsuit, a lawyer 
must obtain a "certificate of merit" verifying that there is 
reasonable cause for filing an action. Both bills also limit 
attorneys' contingency fees. Congressman Gephardt's plan limits 
contingency fees to one-third of an award, and Senator Mitchell's 
plan limits contingency fees to one-third of the first $150,000 
and 25 percent of any additional award. In addition, the plans 
permit damage awards to be paid by a defendant over a period of 
time. 

Finally, as you well know, practice guideline~ produced by 
professional societies are essential tools for phy~icians in 
making treatment decisions. To make guidelines more available, 
both the Gephardt and Mitchell bills provide for coordination of 
the development and dissemination of clinical guidelines at the 
federal level. Evidence that a physician has followed appro­
priate practice guidelines will be a complete defense in mal­
practice actions. 

You also stated that this nation overutilizes expensive 
medical services because many people do not get preventive care. 
As I have listened to physicians and other health professionals 
share their views about the current health care system, I have 
heard again and again that too many Americans are unable to get 
primary and preventive health care. I have also learned that too 
many physicians and hospitals are forced to absorb the costs of 
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providing emergency care to uninsured individuals who wait until 
their illnesses are serious and costly before seeking care. The 
Gephardt and Mitchell bills include a broad range of preventive 
services -- such as immunizations, tests and regular check-ups -­
at no cost to the individual. 

Thank you again for your testimony on health care reform. 
Members in both the House and Senate have made great progress in 
proposing a less bureaucratic and less governmental approach to 
health care reform, while preserving the President's fundamental 
goal of guaranteeing private health insurance to American fam­
ilies. The President and I look forward to continuing to work 
with Congress to pass real health reform legislation. 

Sincerely yours, 

Hillary Rodham Clinton 

cc: The Honorable Collin C. Peterson 



Mr. Richard Gross 
Chief Executive Officer 
Gross Electric Inc. 
2807 North Reynolds Road 
Toledo, Ohio 43635-2377 

Dear Mr. Gross: 

September 7, 1994 

Thank you for participating in the event at the White House 
for small business owners and for your letter on health care 
reform. 

I appreciated learning that you support the President's 
fundamental goal of guaranteeing private health insurance 
coverage for all Americans. I was also pleased that you welcome 
many of the changes that are so important to the President -­
including ending cost shifting, requiring shared responsibility 
between employers and employees, and reforming the insurance 
market to eliminate unfair practices. 

To reach his goal of health security, the President supports 
shared responsibilit~ for health care costs between employers and 
employees. Because n~ne out of ten Americans with private health 
insurance get it through their employers, the President believes 
that reform should build on that tradition by asking employers to 
help pay for their workers' health insurance premiums. Further, 
by requiring that all employers offer health insurance to their 
employees, cost shifting will cease between those employers who 
provide health care and those that do not. The State of Hawaii 
has successfully brought health care coverage to 98 percent of 
its population primarily through a mandated employer benefits 
plan that includes cost sharing between employers and employees. 
Hawaii's employer mandate, combined with programs to serve the 
unemployed, has resulted in virtual universal access to health 
care coverage and possibly the lowest health care costs in the 
nation. 

As you noted in your letter, health insurers today often 
charge small businesses~higher prices than large companies or 
deny them coverage altogether. Congressman Gephardt and Senator 
Mitchell have introduced health reform bills that will prevent 
these discriminatory practices. First, both bills eliminate 
preexisting condition exclusions, lifetime limits and other 
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Page Two 

practices that prevent those who need health care the most from 
getting it. Second, the bills will make insurance more 
affordable for individuals and small businesses by including 
subsidies for small, low-wage businesses to limit their premium 
contributions. Under Senator Mitchell's bill, firms paying 50 
percent or more of their employees' premiums will receive a 
subsidy of up to 50 percent of the premium. Under the Gephardt 
bill, employers with 50 or fewer workers and average payroll of 
less than $26,000 will be eligible for a tax credit and a subsidy 
of up to 50 percent of the employer's share to reduce the amount 
they must contribute toward their workers' premiums. Further, 
both bills give individuals and small businesses the opportunity 
to bargain for and purchase health insurance on the same basis as 
large employers by allowing them to join voluntary, non­
governmental purchasing cooperatives. 

Again, I appreciate your support for the President's effort 
to reform the health care system. As you stated so well in your 
letter, small businesses stand to gain the most and lose the 
least from health care reform -- they gain affordable, quality 
health care for themselves and for their employees and lose the 
discriminatory insurance practices that make health care in­
accessible today. The President and I look forward to continuing 
to work with Congress to pass real health security for all 
Americans. 

Sincerely yours, 

Hillary Rodham Clinton 



June 22, 1994 

To: Jennifer Klein 

From: Stephanie Cutter 

Subject: Florida Hospital Merger 
'?·J 

As you requested, below is a brief summation of the 
settlement between the U.S. Department of Justice, the Florida 
Attorney General's office, Morton Plant Hospital and Mease Health 
Care regarding the merger of the two Florida hospitals. This is 
the first settlement of a case in the health care industry since 
last fall's release of the Statements of Antitrust Enforcement 
Policy in the Health Care Arena. 

On June 17, the Justice Department and the Florida Attorney 
General's Office filed a proposed Final Consent Judgment barring 
the merger of Morton Plant and Mease, which account for nearly 60 
percent of the market in the area. The Judgment, however, 
permits the two hospitals to form a "Partnership", allowing the 
consolidation and joint operation of certain administrative and 
patient care services. The "Partnership" will own and operate 
such services, independent from Morton Plant and Mease, and will 
sell each service to the two hospitals on the same terms and 
conditions. A listing of eligible joint services appear on pages 
two through four of the Judgment. 

Further, Morton Plant and Mease may appoint members of their 
respective boards to a "Partnership" board. Independent 
services, managed care contracting for Morton Plant or Mease, or 
the marketing or pricing of any services, including "Partnership" 
services, may not be discussed by the "Partnership" board and its 
executives. The "Partnership" board may request Morton Plant and 
Mease to contribute capital, but each hospital is to determine 
independently the amount of capital to contribute. 

In return for this "Partnership", the proposed Final Consent 
Judgment decree requires Morton Plant, Mease and the 
"Partnership" to undertake certain measures to preserve 
competition in the market. The "Partnership" must establish 
adequate protections, including employee confidentiality 
agreements, to keep information regarding pricing, managed care 
contracts, negotiations with managed care plans, and marketing 
and planning of the two hospitals separate. Further, Morton 



Plant and Mease will continue as separate and competing entities, 
and will maintain an antitrust compliance program to formally 
inform their officers, directors, trustees and administrators 
about the Final Consent Judgment, and to educate them on the 
meaning of the Judgment and antitrust laws. Finally, to monitor 
compliance with the Final Consent Judgment, representatives from 
the Justice Department or the Florida Attorney General's Office 
are permitted access to Morton Plant and Mease during regular 
business hours. 

Sixty-days after the Justice Department files a Competitive 
Impact Statement and gives sufficient public notice regarding the 
Judgment and the Statement, a Final Consent Judgment may be 
entered by the Court. The Judgment expires five years from the 
date of entry. However, before the expiration date, the Justice 
Department or the Florida Attorney General's Office may extend 
the Judgment at their own discretion for an additional five 
years. 


