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INTRODUCTION

he health care reform bill — America’s Affordable Health Choices Act of 2009, also known

as H.R. 3200 — has engaged the American public on both sides of the political aisle since it

was introduced July 14, 2009. From town hall meetings to talk radio broadcasts, the topic
dominated print, radio, network and cable TV, along with internet media coverage accounting for a
third of the entire newshole in mid-August.' It has continued to occupy the number one or number
two news story spot in the Pew News Coverage Index for the past two months.

Heated debates between citizens and congressional representatives focused on what the
1017-page bill —which is neatly as long as Tolstoy’s War and Peace and costs about $90 to print at a
copy store— would mean to patient groups such as the elderly, the poor, the underinsured, and the
illegal immigrant; how the bill would affect big and small businesses across the country; and what
mandated universal health care coverage with a public option would mean to the American economy
and to our current $11.7 trillion national debt.

Members of Congress are back in Washington D.C after the August recess and President
Barack Obama, who campaigned on a platform of health care reform, called a special joint session
of Congress last week in an attempt to further press his case for passage of this controversial and
divisive bill. This white paper looks at the background of health insurance coverage and the current
status of the nation’s health care situation and analyzes H.R. 3200 from the perspective of how the
bill may affect the people and the state of Iowa, a state ranked second nationally in providing low-
cost and high quality health care®, while its Medicare reimbursement rate is among the lowest in the

P03
nation.

'Data from PEW News Coverage Index. Pew Research Center
? State scorecard on health system performance (2007). The Commonwealth Fund.

3 Although Americans pay equal premiums to support Medicare, there is geographical disparity in Medicare reimbursements for
patient and physician services. According to the geographic Equity in Medical Coalition, Medicare reimbursement to lowa
physicians averages around 80 out of 89 payment localities. In 2008 lowa physicians were reimbursed about .87 for their
practice expenses by Medicare for every dollar they billed. According to the lowa medical Society, the rate is lower
for 2009 and is projected to be lower for 2010
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HEALTH INSURACE HISTORY
HISTORY

During the early years of the twentieth century medical care was primarily paid for privately
by individuals who had the money to pay for the services of a doctor, clinic or hospital out of their
own pocket. People who lacked the resources to pay for service either went without or relied on
philanthropy to cover their costs. Fraternal societies and other organizations such as unions and
benevolent societies offered members insurance plans to protect against lost wages when someone
became sick or injured.*’

Grinnell Community Hospital in Grinnell, Iowa offered the nation’s first prepaid hospital
care program in 1921 at an annual cost of §8 for a single person per year for free hospital care for 3
weeks; $12 per year for husband and wife, $5 for one child and $2.50 for each additional child.® In
the late 1920s a hospital in Dallas began offering the first modern pre-paid insurance plans for
individuals and work groups, beginning with 1500 school teachers. Other hospitals followed suit and
the model developed in Texas became the template for what would become the affiliated hospital
plans known as Blue Cross.

Formed in 1939, the Hospital Service Incorporated of lowa, later to become Blue
Cross/Blue Shield of Iowa, offered their first plan, costing $.75 annually for individuals and $1.50
for families. The plan covered 21 days of hospitalization a year with a $4 per day room allowance for
the subscriber, $3 per day for spouse and $2 for other dependents. This inaugural plan also provided
coverage for general nursing services, bed and board, operating room charges, surgical dressings,
and medicine and drugs of up to $15 per admission.

Due to federally mandated wage and price controls enacted during World War II, employers
began providing enhanced fringe benefits, including health insurance, to retain and recruit
employees. Between 1942 and 1945, enrollment in employer provided insurance programs grew
from less than 7 million to almost 26 million participants’ with Blue Cross having 59 percent of the

market share.

4 Stewart, J. (2004). The origins of prepaid group practice in the United States. In Enthoven, A and Tollen, L (eds.). Toward a 21st
century health system: The contributions and promise of prepaid group practice, San Francisco: Jossey Bass.

® Horrell, S. and Oxley, D. (2000). Work and prudence: Household responses to income variation in nineteenth century Britain.
European Review of Economic History 4:1, 27-58.

® Blue Cross Blue Shield, Golden Anniversary Issue (1989).

7 Starr, P. (1984). The social transformation of American medicine: The rise of a sovereign profession and the making of a vast
industry. Basic Books: New York, p. 311.
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After the war, employer provided insurance programs grew significantly when the 1947 Taft-
Hartley Act gave labor unions authority to bargain collectively over fringe benefits as a condition of
employment, a right challenged but upheld by the Supreme Court in 1949.° Between 1948 and 1954
the number of workers covered by health care plans negotiated by unions rose from 2.7 million to
12 million, with an additional 17 million dependents’ also covered.

In 1965 the federal government introduced Medicare, a social insurance program designed to
provide health coverage to people 65 and older, without regard income or health status. In 1973 it
was expanded to also provide coverage to the disabled. Medicare is funded from payroll tax
revenues, general revenues, and premiums paid by beneficiaries. Today, Medicare covers 45 million
people, including 505,000 Iowans.

At the beginning of 2009, the assets of the Medicare trust fund were $321 billion. The assets
are projected to be exhausted in 2017, two years earlier than previously anticipated and the 75-year
outlook estimates a $37 trillion unfunded liability."

Medicaid, created in 1965 through Title XIX of the Social Security Act, is a means-tested
program that covers 40 million people nationwide, including 296,000 Iowans. Medicaid’s funding
and eligibility requirements are determined by both federal and state governments. Federal law
requires Medicaid to cover certain groups such as all children under the age of 6 in families with
incomes up to 133 percent of the federal poverty line (FPL). However, states have the option to
cover children in families with incomes that exceed those minimum requirements.

The number of people who were covered by employment-based health insurance in 2008

was 176.3 million or 58.5 percent of all Americans, down from 177.4 million in 2007."

RISE IN COSTS
Over the past 60 years, the cost of both health care and health care insurance has risen
dramatically exceeding the GDP. In 1950, health care costs were 4.4 percent of GDP." In 1965 —
the year before Medicare began— health care costs as a percentage of GDP were 5.9; by 1970 they

8 Inland Steel Company v. United Steel Workers of American (CIO), 77 NLRB 4 (1948); Inland Steel Company v National Labor

Relations Board, U.S. Court of Appeals for the 7" Circuit, September 23, 1948. In April 1949 the Supreme Court upheld the ’q:':),
decisions of the lower court. E
o Starr, p. 313. 8
1% 2009 Annual report of the boards of trustees of the federal hospital insurance and federal supplementary medical insurance ";
trust funds (May 12, 2009). .9
n DeNavas-Walt, C., Proctor, B., & Smith, J. (2009, September). Income, poverty and health care. Current Population Reports, 3
P60-236. US Government Printing Office: Washington, D.C., p. 20. A
“Wado, D., Lazenby, H. & Helen, C. (1984, Fall). “Demogg

aged in the United States, 1977-1 9 8 Health Care Financing Review, 6, 1-29.
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had risen to 7.2 percent, or about $356 per person. In 1980 they had risen to 9.1 percent. Ten years
later they had increased to 12.3 percent, and by 2000, health care costs as a percentage of GDP had
increased to 13.8 percent. This year, health care costs are projected to be 17.6 percent.

Spiraling health care costs are attributed to several factors including new drugs, new
therapies and new technologies that have come on the market with high price tags reflecting the
costs of research and development. Lawsuits for medical malpractice and liability insurance
premiums add to the cost of practicing “defensive” medicine. Additionally, the population of older
Americans (65 or older), whose health care needs are generally greater than those of younger
individuals due to chronic health care conditions, has grown both in size and percentage from 12
million (8 percent of the US population) in 1950 to 37.2 million (12 percent of the US population) in
2006.” Treatment for chronic health care conditions —heart disease, cancer, stroke, diabetes and
arthritis— account for more than 75 percent of all health care costs."

Not only has the cost of medical care grown, but the cost of health care insurance has risen,
outpacing the average workers’ wage increases and causing many businesses to drop or reduce their
participation in paying for their employees’ health insurance premiums. Here in Iowa, the average
cost of annual health care premiums paid by workers between 2000 and 2009 for family coverage
increased 78.6 percent from $1,505 to $2,688. Average premiums for individual coverage increased
60.5 percent from $500 to $802. Employers’ portion of annual premiums for family coverage rose
an average of 79.6 percent from $4,982 to $8,949, and 80.3 percent from $1,999 to $3,506 for

. .. 1
individual coverage. >

A CLOSER LOOKAT HR 3200

OVERVIEW
America’s Affordable Health Choices Act of 2009 provides an opportunity to look closer at
both the problems with the current state of health care financing and to carefully weigh and measure
not only the congressional proposal before the nation, but other proposals that are not addressed by

H.R.3200. Some of the bills proposals are sensible attempts to address some of the problems in the

13 Health, United States, 2008: With special feature on the health of young adults. (2009). Hyattsville, Maryland: National Center
for Health Statistics, 155.

% Chronic diseases: The power to prevent, the call to control, 2009. Department of Health and Human Services, National Center
for Disease Control and Prevention, Office of National Center for Chronic Disease and Health Promotion.

'> Data collected from Medical Expenditures Panel Survey, Agency for Healthcare Research and Quality. U.S. Department of
Health and Human Services, Tables II. C.1.-I.C.3.c.; Baily, K. (August 2998). Costly Coverage: Premiums Outpace Pay in lowa.
Families USA: New York.
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health care and health insurance industry today; some of the proposals are expensive and
burdensome; and some proposals are highly controversial.

H.R. 3200 begins by stating its purpose is, “to provide affordable, quality health care for all
Americans and reduce the growth in health care spending, and for other purposes.” It is a wide
sweeping bill, proposing many new mandates and regulations and makes significant changes to
Medicare and Medicaid.

The bill would establish new research mandates to assess the outcomes, effectiveness and
appropriateness of health care service and procedures, and also give the government widespread
access to collect data needed to carry out its research goals; require the collection of data about the
incidence of infections attributable to the health care setting with an annual report given to
Congress; encourage a reduction in hospital readmissions for patients through coordinated discharge
planning with post-acute care services; set up pilot projects to provide interpretation services for
patients who are not proficient in English and to test the independent and community-based
medical home models for primary care; and require new regulations relating to transparency in
nursing home management and ownership.

If passed, the government would negotiate medication prices, rebates and discounts with
pharmaceutical companies in an effort to control drug expenses. The bill includes financial
incentives for physicians and other practitioners who specialize in family medicine, general internal
medicine, general pediatrics and geriatrics; for those who practice in underserved geographical areas;
and for increasing opportunities for resident physician and graduate medical education in primary
care areas.

Specific provisions of the bill are described in more detail below and include information on

how these provisions will impact Iowa and an overall analysis of each provision.

MANDATING HEALTH INSURANCE
OVERVIEW
The bill states its purpose is to “provide affordable, quality health care for all Americans and
reduce the growth in health care spending” while “building on what works in today’s health care
system while repairing the aspects that are broken.” To that end the bill mandates that everyone will
be covered by health insurance that meets the government’s guaranteed minimum floor of

“acceptable coverage” through a QHBP.
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The bill mandates that businesses will provide health care coverage to their employees,
covering 72.5 percent of premiums costs for individual and 65 percent for families. Businesses can
opt out of providing insurance directly and pay a graduated tax penalty based on the size of their
payroll, from 2 percent for businesses with payrolls between $250,000 and $300,000; 4 percent for
businesses with payrolls between $300,000 and $350,000; and 6 percent for businesses with payrolls
between $350,000 and $400,000. Businesses with a payroll of more than $500,000 would have tax
penalty of 8 percent.

Self-employed individuals will be mandated to carry “acceptable” insurance or they will pay a
tax penalty of 2.5 percent of their modified adjusted gross income up to the cost of the average
national premium for an individual or a family.

A surtax will be imposed on higher-income individuals; individuals earning $280,000 and
couples earning $350,000 or more would pay a tax penalty of 1 percent. Individuals with incomes of
$500,000 to $1,000,000 would pay a tax penalty of 1.5 percent and couples earning more than §1
million would pay a tax penalty of 5.4 percent.

Those who meet federal income eligibility guidelines for Medicaid, or who receive Medicare,
or whose insurance is provided through the Veterans Administration or other government agencies
ot through the military will already be channeled into one of the government’s acceptable health
plans.

IMPACT ON IOWA
The “play or pay” mandate that requires businesses to either provide insurance or be
penalized based on their size payroll will have negative consequences on small Iowa businesses. It
creates a disincentive for businesses with a payroll in the $400,000 range to grow larger which would
subject them to the next higher tax penalty group. There are approximately 259,671small businesses
in Towa that employ 500 or few employees, and 56,400' firms in particular that employ fewer than

20 employees, many of which would be directly affected by this earnings ceiling.

ANALYSIS
Businesses should neither be mandated to provide insurance nor penalized for not providing
it. Instead of more government regulation, businesses should be given incentives to help transition
employees over a period of time from employer provided insurance to the free market where as

individual customers they would purchase their own health insurance in the same manner they

'8 Small Business Profile: lowa (2008). U. S. Small Business Administration Office of Advocacy.
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purchase their own auto insurance and home owners’ insurance, based on their income and family
needs.

As businesses transition from paying for health care premiums, they will be able to offer
employees higher wages and salaries. Government can encourage consumer-friendly ways for
individuals and families to purchase health care insurance and provide incentives for choosing to

establish health savings accounts.

THE PUBLICO OPITON 6
OVERVIEW

H.R. 3200 calls for the creation of a public option that would provide citizens with the
choice between purchasing their mandated health insurance through a private, free-market provider,
or purchasing it through the government run Health Insurance Exchange. The government’s
argument for the public option is to create increased competition for private health insurance

companies in order to regulate costs.

IMPACT ON IOWA

The insurance business is a highly consolidated, highly regulated field that ranks 86" among
American industries with net profit margin of 3.3 percent and dividend yields of 0.1 percent.” Less
than a handful of carriers sell approximately 90 percent of all health insurance in Iowa, including
Wellmark Blue Cross and Blue Shield, Coventry Health Care; Principal; and United Healthcare. If
health insurance was an easy business in which to make money, and if federal and state regulations
didn’t place interstate commerce restrictions on health insurance providers, there would be more
competition both in pricing and in coverage options, as well as greater portability for the health
insurance customer. The way the insurance regulatory system operates, we effectively have 52

insurance cartels, including Washington, D.C. and Puerto Rico, regulating insurance carriers.

ANALYSIS
In his address to Congress on September 9, 2009 President Obama likened the public option
to the difference between how public and private colleges and universities offer students “choice

and competition.” The comparison is not a good one because both private and public institutions

7 Yahoo Finance, http://biz.yahoo.com/ic/522.html.
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of higher education are run as non-profit, tax-exempt organizations that rely on government
subsidies and private donations. Private health insurance companies will be hard-pressed to compete
against a not-for-profit public insurance option that would require government funding and support
despite claims that it would be self-sustaining.

Perhaps a more accurate analogy would have been to have compared the difference between
public and private elementary, middle and high school. Tax money supports the public “option” and
only those who can afford to “pay twice” — once through their tax dollars and the other through
private tuition — are able to afford the choices and academic advantages offered by private schools.

We have a national crisis in many of our public schools' which are failing to educate and
graduate”” American children. Private schools —which operate in the free market system and
compete for consumers’ education dollars by offering a high quality educational product—
consistently rank higher in national test scores, graduation rates and college admissions than public
schools. Putting the nation’s health care system in the hands of the government with a public
“option” may lead us closer to a model resembling a public health care system that graduates only 70
percent of its students with a high school diploma.

Government management is not known for efficiency. It is burdened with layers of
bureaucracy and many government programs are larded with waste and mismanagement. On
September 12, 2009, President Obama told a crowd gathered at the Target Center in Minneapolis
that “hundreds of billions of dollars” in health care waste and inefficiency would be eliminated as
part of his overall health care plan beginning with Medicare and Medicaid.

Considering that more than 45 percent” of all Americans currently have health coverage
provided for in full or in part by taxpayer dollars in the form of Medicare, Medicaid, Veterans
Administration, active duty military, local, state and federal employees, and federal contract
employees, it would seem that government’s involvement in providing health care has failed to

provided a ballast to private for-profit insurance companies.

¥ 0on May 11, 2009, President Obama announced that he wanted to spend $5 billion on 5,000 failing public schools over the
next five years, or $1 million per school. To turn these public schools around, which are located in urban, suburban and rural
areas, a rigorous intervention plan would involve closing them and brining in new teams of teachers and administrators, or
restructuring them as a charter schools according to U.S. Education Secretary Arne Duncan.

% About 1.2 million high school students drop out annually. Half of all U.S. high school dropouts come from 2,400, or 12
percent, of American public hi gh aRa1v,Re9New York enfesop-ede d t o
“ The lowa Policy Institute estimates that there are at least 138,672,304 people who receive their health care through
Medicare; Medicaid; the Veterans Administration; as active-duty military or as active reservists; through employee-benefit
programs as federal, state, local, contract and grantee employees; through state and local prison programs, through tribal
health services on Indian reservations, and through high risk state pools. This estimate does not include the number of people
who are covered as dependents on government employee-benefit programs, military dependent benefit programs, or survivors
or dependents of eligible veterans.

“dr
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In his first inaugural address, President Ronald Reagan said, “In this present crisis,
government is not the solution to our problem; government is the problem.” By inserting itself into
the insurance market through excessive regulation and the creation of insurance entitlement
programs, the government may be far more responsible for the current state of escalating health care

COSts.

IMPACT ON IOWA
Towa’s state population is 3,002,555 and about 283,000 Iowans, or 9.5 percent of the state’s
population is uninsured, compared to the national average of 15.4 percent.”” Under H.R. 3200, Iowa
taxpayers would pay to support larger percentages of the uninsured in other states —some of which
receive greater Medicare reimbursement rates— while Iowa’s Medicare reimbursement rates for

physician services and other medical care, remain among the lowest in the nation.

MEDICARE
OVERVIEW
H.R. 3200 proposes more than $500 billion in cuts in Medicare spending over the next ten
years, including cuts to hospitals, skilled nursing facilities, and inpatient rehabilitation facilities;
ambulance services, surgical centers, lab and imaging services, durable medical equipment, home
health care services, hospice care and Medicare Advantage. Some of these cuts will be offset by

spending in some areas.

IMPACT ON IOWA
There are 444,500 Iowans 65 years of age or older, accounting for just over 14 percent of the
state’s population. Iowa ranks fifth in the percentage of its residents over 65. Changes to Medicare
that could reduce payments to health care providers and to facilities will affect seniors directly and

have a negative impact on the state’s economy.

ANALYSIS
Many older American’s are concerned that Medicare won’t have enough money to cover

their health care needs in the long run, and that the cuts proposed in the health care bill to pay for

21 U.S. Census Bureau State and County QuickFacts (2008).
22U.S. Census Bureau News Release (September 10, 2009). Income, poverty, and health insurance coverage in the United

States: 2008.
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reform will put their medical benefits in jeopardy in the short run. Many of the cuts as well as the
new spending will be related to the performance of health care providers and facilities and therefore
individual beneficiaries will not be aware of these because as “beneficiaries” they are not
“customers.”

Medicare beneficiaries would see an average increase in premiums for Medicare Part D of
about 5 percent in 2011, rising to about 20 percent in 2019. Depending on the medications an
individual takes, some beneficiaries would see their out-of-pocket drug expenses rise under HR

3200, while others would see their drug costs decrease due to closing the current “donut hole”

coverage gap.

ADVANCED CARE OR END OF LIFE PLANNING
OVERVIEW
Patients are routinely asked today by hospital admission clerks if they have a living will or
Power of Attorney when they are admitted to a medical facility. Often this conversation occurs in a
matter of seconds during the admission process as a clerk hands the patient or their loved ones a
pamphlet about “advanced directives.” The provision in HR 3200 encourages the conversation
about a patient’s end of life care choices, such as a ““do not resuscitate” order, to occur at various
times during the course of the doctor-patient relationship. The bill also allows doctors to be
compensated for consulting with patients about these matters.
ANALYSIS
Too often the hardest conversation in life, and in health care, either don’t happen, or they
happen in a rushed context when the timing could be better. Decisions about when a patient may be
ready for palliative versus aggressive care need to occur when a patient can still participate in their
own health care choices. In no way should the provisions in HR 3200 about end of life care be

construed as suggesting any form of euthanasia.

ABORTION
OVERVIEW

Nowhere in the 1017-pages of the bill is abortion addressed. However, an amendment of an
amendment to the bill introduced by Rep. Lois Capps on July 30 and adopted by the House Energy
and Commerce Committee may have opened the door to federal funding for abortion available
through the public option. This provision, dubbed the Capps-Waxman amendment, may serve to

circumvent the Hyde Amendment, the annual provision to the Health and Human Services
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appropriations bill that disallows abortion funding except in the case of rape, incest or the health of
the mother.

Individuals choosing the “minimum” essential benefits package will not have abortion
coverage, but those selecting the “premium” option and who opt to pay an additional fee would be
able to select a QHBP through the Health Insurance Exchange that includes coverage for abortion
on demand.

ANALYSIS

It is possible that the language of the Capps-Waxman amendment opens the door for federal
funding of abortion particularly through the mechanism of health insurance subsidies that will be
provided to low-income individuals to help them purchase a health benefit plan through the Health

Insurance Exchange. Effectively this is a backdoor way for tax dollars to be used to fund abortion.

MEDICAID
OVERVIEW
H.R. 3200 would dramatically change the number of American citizens who qualify for
Medicaid. The bill would set a federal requirement for states to cover all non-disabled childless
adults under the age of 65 with incomes up to 133 percent of the FPL under Medicaid. The house
bill specifies that the federal government will cover the costs of all new enrollees, while the senate

version requires states to cover 7 percent of the costs.

Another provision would allow states to cover nurse home visiting services under Medicaid.
Trained nurses would be able to make home visits to families with a child under the age of 2 or to
first time pregnant mothers. These nurses would provide services in one or more of the following
ways:

1 “Improving maternal or child health and pregnancy outcomes or increasing intervals
between births”

1 Reducing child abuse, intimate pattner violence and maternal or child involvement in
the criminal justice system

1 Increasing self-sufficiency, school readiness, and educational achievement

1 Reducing dependence on public assistance

For more analysis on home visiting programs see the section below on home visiting.
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The Congressional Budget Office estimates that 11 million new people will be covered by
Medicaid.**** Moving such a large number onto the Medicaid rolls is not without cost. The
Congressional Budget Office estimates that the proposed changes would increase federal spending

on Medicaid by $428 billion for total of $2.2 trillion combined state and federal spending.”

IMPACT ON IOWA

Medicaid enrollees in Iowa typically come from four population groups; 1) children, 2) adults
with dependent children, 3) the disabled, and 4) adults over the age of 65. Of those groups, children
account for 54 percent of the enrollees (171,000) but only 17 percent of expenditures. Iowa has seen
a large increase in both the number of Medicaid enrollees and the amount of state spending in
recent years. In 2000, the number of Medicaid enrollees in Iowa was under 200,000 and as of August
2009, that number had risen to 318,000. From 2000-2008, state spending on Medicaid doubled from
$423.1 million to $849 million. In 2008, the federal government spent an additional $1.9 billion on
Towa’s Medicaid program, accounting for 62.4 percent of the overall cost to operate Medicaid in the
state. The Legislative Services Agency, a division of the Iowa Legislature, says the increased
spending is due to not only the increase in new enrollees but the cost of providing care for the
disabled and elderly.”

How the bill as currently written will impact state budgets, including Iowa’s, is unclear at this
point. The CBO estimates that the proposed changes will actually reduce state spending by $10
billion because of the federal responsibility of picking up the tab for new Medicaid enrollees.”

However, the final bill may look very different and require states to pick up some of the
costs of covering the new enrollees (as the senate version of the bill currently states). A recent article
in the New York Times highlights the concerns of governors on both sides of the aisle who are very
concerned that indeed, a final bill will require the states to pick up some of the costs of expanding

Medicaid coverage and states simply cannot afford to absorb any more Medicaid costs.”

2 Elmendorf, D.W. (July 17, 2009). Letter to Chairman Charles Rangel, Table: preliminary analysis of the insurance coverage
specifications provided by the house tri-committee group. Washington, DC: Congressional Budget Office.
** Congressional Budget Office. (July 21,2009).{ LISY RAY 3 I yR Sy NRff YSyd RSfddidatl. T2 NJ
Retrieved from http://www.cbo.gov/budget/factsheets/2009b/medicaid.pdf
25 .

Ibid.
% Legislative Services Agency (2008). Fiscal topics: Medicaid. Des Moines, IA: Author.
27

Ibid.
8 Sack, K., & Pear, R. (2009, July 19). Governors fear Medicaid costs in health plan. The New York Times. Retrieved from
http://www.nytimes.com/2009/07/20/health/policy/20health.html?_r=1
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ANALYSIS

States should be concerned with how the proposed changes to Medicaid will impact their
state budgets. With Iowa increasing its spending on Medicaid beneficiaries who qualify under
current eligibility requirements, any additional costs of providing services to new beneficiaries under
new eligibility requirements will be burdensome to the state budget. Overall, expanding Medicaid
using the new eligibility requirements seems to contradict proponents of the bill and their defense of
mandated coverage as described above. Why not just add the projected 11 million new Medicaid
beneficiaries to the public option? And as the Heritage Foundation notes, the changes to Medicaid
undermine the purpose of the mandate.” Proponents of the individual mandate believe that a public
option will allow risk to spread across the insurance pool and therefore lower costs. However,
keeping the 11 million new Medicaid beneficiaries out of that pool does not make sense if

proponents want to spread risk across the insurance pool.

HOME VISITING
OVERVIEW
Home visiting programs utilize paraprofessionals, social workers, and public health nurses to
educate parents and children about child development, health, and parenting practices. Division B,
Title IX Section 440 of H.R. 3200 establishes a home visitation program for families who have
young children or are expecting children. States will be allowed to apply for grants in order to
establish new home visitation programs and/or coordinate to expand existing home visitation
programs. Examples of existing home visiting services would be Early Head Start and Parents as
Teachers. Home visitation services are to be voluntary and have to demonstrate that they are of high
quality. States are required to identify “high need” communities, particularly those with large
percentage of low-income families or high levels of child maltreatment incidences. Here is a list of
what the home visitation programs would be required to do:
1 Implement evidence-based models of home visitation that have been show to have positive
effects on child and parenting outcomes (e.g. reducing child abuse)
1 Have “well-trained and competent” staff
Link to other community resources and support

1 Monitor program implementation

» Smith, D.G. (2009). Medicaid expansion: The impact of the house and senate health bills. The Heritage Foundation:
Washington, DC.
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1 Provide parents with information and knowledge on:
0 Children’s cognitive, language, social, emotional, and motor development that is age-
appropriate
Language acquisition for families that are English language learners
Age-appropriate behavior
Health and wellness issues

Parenting practices, through the use of modeling, coaching, and consulting

O O O o o

Identification of developmental delays

IMPACT ON IOWA
The direct impact of this provision on Iowa’s families hinges on whether or not the state would
apply to receive the grant money and how much additional money that state would be willing to

invest such programs.

ANALYSIS
It is questionable as to why such a provision is in the overall health care bill. While the goals of the
home visiting programs may be noble (e.g. preventing child abuse), these concerns would be best
addressed through other legislation. Even then, the ability of home visiting programs to produce
large-scale positive results for children and families is debatable among scholars. Programs like the
Nurse Family Partnership and Early Head Start have shown positive impacts on child and family
outcomes™”"”. However, meta-analyses of the home visiting literature shows mixed effects of such
programs on child and family outcomes.™* Overall, the literature shows such programs do reduce

child abuse but do not show any other consistent findings.

SUMMARY

30 Olds, D., Robinson, J., Pettitt, L., Luckey, D., Holmberg, J., Ng, R., Isacks, K., & SheffK. (2004). Effects of home visits by
paraprofessionals and by nurses: Age fourfollow-up of a randomized trial. Pediatrics, 110(3), 1560-1568.

*Olds, D., Robinson, J., O'Brien, R., Luckey, D.am,Ret't
(2002). Home visiting by paraprofessionals and by nurses: A randomized controlled trial. Pediatrics, 110(3), 486-496.

32 Raikes, H., Green, G..L., Atwater, J., Kisker, E., Constantine, J., & Chazan-Cohen (2006). Involvement in Early Head Start home
visiting services: Demographic predictors and relations to child and parent outcomes. Early Childhood Research Quarterly, 21, 2-
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This is a large and wide sweeping bill that tries to cover a lot of ground. Not all the
provisions appear to be directly related to address the needs of the uninsured and the underinsured.
The bill imposes many new mandates and administration regulations — such as research and data
collection, new services, and penalties for non-compliance that will add more layers to the already
cumbersome medical and federal bureaucracies without ameliorating many of the problems that do
exist in today’s health care delivery and insurance systems.

The CBO estimates this bill will add another $239 billion to the current $11.7 trillion
deficit.” The cost alone of this bill is hard to swallow. And as recent polls show, most Americans
agree. It is in our national best interests, that any health care reform bill passed by Congress does not
contribute to the growing national debt and reforms the health care system to meet the needs of the
uninsured and underinsured in the most cost-effective manner.

Just as alarming as the added bureaucratic measures and costs of the bill, is the underlying
ideology of many of its provisions. Proponents of HR 3200 have defended the need for the bill by
saying it will reduce the number of uninsured and reduce medical costs. If that is the case, then the
bill has many added provisions that do not address these issues? Why does the bill have a provision
to increase the number home visiting programs whose proposed goals do not have anything to do
with health insurance or health care? Similarly, why do the home nurses described under the changes
to Medicaid have any right to help low-income families “increase intervals between births?”” Does
the American public really want their tax money to pay for nurses and other professionals who are
required to help influence the reproductive decisions of American families?

The need to untangle insurance from employment and come up with a new paradigm for the
21" century that affords more personal responsibility and choice to the consumer, putting at the
center rather than to treat them as a entitled dependent on a government run system is imperative in

moving forward to giving Americans access quality, cost-efficient health coverage.

» Elmendorf, D.W. (July 17, 2009). Letter to Chairman Charles Rangel, Table: preliminary analysis of the insurance coverage
specifications provided by the house tri-committee group. Washington, DC: Congressional Budget Office.
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