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Healthcare Reform: Highlights & Opportunities for Action 
General Overview
What is healthcare reform?

As a general term, healthcare reform refers to President Obama’s and Congress’ joint effort to improve our healthcare system.  This eventually resulted in the passage of H.R. 3590: The Patient Protection and Affordable Care Act (PPACA).
Key changes resulting from PPACA:

· Requires most US citizens and legal residents to have health insurance
· Create state-based American Health Benefit Exchanges
· Premium and cost-sharing credits for those w/income between 133-400% Federal Poverty Level (FPL = $18,310 for a family of three in 2009)

· Exchanges for small business
· Expand Medicaid to cover those up to 133% of the FPL
Financing

Cost Estimates

· Net cost of $938 billion over 10 years 

· Reduce the Deficit $140 Billion The First 10 Years & $1.2 Trillion In The Next 10 Years 

· Average premiums will stay the same for the majority of Americans who get their insurance from their job 

· Costs will go down for those who buy in the exchange and qualify

Sources of Funding
· Excise tax on high cost insurance plans (saving ~$150 billion) starting in 2018 

· –Increase in the Medicare payroll tax for high income earners starting in 2013 

· •Additional 0.9% Medicare payroll tax on wages >$250,000 

· •3.8% tax on unearned income (interest, dividends) 

· –Restructures payments to Medicare Advantage HMOs (saving ~$150 billion) 

· –Savings in Medicaid and Medicare prescription drug costs (deal struck with Pharma industry) ($80 billion) 

· –Reduces Disproportionate Share Hospital (DSH) payments because of newly insured (saving ~$20-40 billion) 

· –Fees on certain device manufacturers, insurers, tanning salons and others 

Concerns still remain regarding insufficient cost containment measures, due to fragmentation of care – look out for AMSA’s action alerts on this issue!
Women's Health
Background: 

Women’s issues have emerged as central to the debate on health care reform. Access to abortion services is unsurprisingly one of the most controversial issues of the debate. This issue has been handled differently in both the bill that was approved by the House of Representatives, H.R. 3962, the Affordable Health Care for America Act, and the bill that was ultimately approved by the Senate, the Patient Protection and Affordable Care Act (PPACA), H.R. 3590 and signed into law. While both the House and Senate bills specified that abortion coverage would not be included in any essential benefits package, the House bill, H.R. 3962 and Senate bill, H.R. 3590 differed regarding the exact limitations on abortion coverage. Both bills placed restrictions on federal coverage of abortion, but ultimately the Stupak Amendment, which were the restrictions in the House Bill, were more severe.  The House bill proposed to establish a national health insurance exchange that would function as a marketplace in which individuals with incomes above 150% of the FPL can purchase insurance coverage. Of note is the Stupak Amendment, which was similar to the 1997 Hyde amendment restricting the use of federal funds to pay for abortions, but in this case, would have prohibited women from involving the abortion services offered by private insurers in the exchange program. 
The Senate bill (PPACA) expanded Medicaid to 133% FPL and creates state-based health insurance exchanges through which individuals and certain small employers can purchase coverage, and did not include the Stupak amendment.  In the end, this is the bill that passed, though not before Democratic Senator Ben Nelson said he would not support a bill that did not make it clear that it does not fund abortion with government money, and this resulted in the "Nelson Compromise" in the final version of PPACA.  

What Still Needs to be Done: The House Bill did not pass, so the Stupak Amendment is not a part of the current health care bill. Both the House and Senate bills included major expansion of the Medicaid program, extending coverage to qualifying uninsured individuals with incomes below 150% of the federal poverty line under the House version and up to 133% of poverty in the Senate. The Medicaid program serves millions of low-income women, and is a major payer of reproductive health services.   

The federal Hyde Amendment (which restricts state Medicaid programs from using federal funds to cover abortions beyond the cases of life endangerment, rape, or incest) is still in effect, and continues to prevent federal funds from being used to subsidize abortion access to low income women. However, under both the House and Senate bills, states could use their own funds to cover other “medically necessary” abortions. It is important at this time that the new health care bill (currently PPACA) should not restrict abortion coverage beyond the Hyde amendments currently in place. In the future, repealing the Hyde amendments would make abortion coverage a benefit to be included in a public health care plan. 

How YOU Can get involved: Look out for action alerts detailing coverage for women as health care goes into effect! There are many women's health issues including funding for abortion services that will become relevant as the bill is enacted. Also, start looking forward to the 2011 AMSA Academy Women's Empowerment Institute!

Race, Ethnicity, and Culture in Health – Health Equity
Background:
Communities of color are disproportionately represented among the uninsured, unemployed population
, which does not bode well for their health given the well-established links between socioeconomic status & health status. Moreover, the rising costs of health care make it even more difficult for these populations to access health care during difficult economic times. PPACA takes many small steps that lay the foundation for reducing health disparities. 

While we know, that minorities are generally underrepresented, we don't have enough sophisticated data on these populations. HCR will require the collection & reporting of data by race, ethnicity, sex & primary language for participants for health care centers receiving federal funds1,
. This will help generate reliable population estimates for future surveillance, research, & analyses. Minorities are underrepresented in the health care workforce. HCR addressed this issue by providing grants for training health care providers in culturally-appropriate care & services, while providing more opportunities for students from minority communities to enter the health professions via scholarships for disadvantaged students and faculty development & loan repayment programs to name a few. Moreover, it requires plans in the Health Exchanges to develop uniform explanation & summary of coverage documents that are culturally & linguistically appropriate1,2. 

Additionally, a majority (2/3) of patients using community health centers (CHC) in 2010 were racial or ethnic minorities1. HCR allots funding for training, support, and supervision of community health center workers. HCR permanently authorizes the Indian Health Care Improvement Act (IHCIA) and takes several measures to comprehensively revise IHCIA for the first time since 1992. Regarding prevention, HCR Calls for the development of a national prevention, health promotion, & public health strategy, establishes a National Prevention Council and Prevention Advisory Group, funds initiatives aimed at addressing chronic disease & reducing disparities, and establishes grants to test community-based prevention & disease management programs1,
.
What still needs to be done:

HCR took steps to increase funding for primary care & prevention and expanded coverage to the uninsured through Medicaid and Insurance exchanges. Under the new law, however, undocumented immigrants (~10.8 million)
 will remain ineligible for public benefits and are barred from purchasing insurance through exchanges. Legal immigrants are also ineligible to obtain coverage through Medicaid, unless they have been residing in the US legally for at least five years1,
.  Such a barrier continues to impede universal coverage of US citizens.

Many racial & ethnic minorities suffer disproportionately from chronic diseases such as heart disease, diabetes, stroke, and cancer1. Improving culturally-sensitive care to these minority communities will depend on research funding and data collection funded by HCR. While HCR made great strides in addressing lack of healthcare workforce diversity and providing funding for primary care physicians, more progress must be made along these fronts to eliminate health care disparities. Data collection will be approved among federally-funded programs1, but all the non-federally funded programs do not fall under this net. There will be be individual Offices of Minority Health (OMH) created under several Health & Human Services agencies1,2,. HHS needs to make an explicit framework for coordination among the respective OMHs. Coverage of language translation and interpreter services is required in the health care exchanges. However, language services in HCR are not specifically addressed with regards to Medicare & Medicaid1,5. 

How you can get involved:
 

· Apply for the 2011 Health Equity Leadership Institute co-sponsored by AMSA/SNMA/APAMSA/ANAMS/LMSA from April 1-3, 2011!

· Apply for the Health Equity Scholars Program coordinated by Erin Strong

· Have your chapter participate in the Cultural Sensitivity Skills Program coordinated by Maya Ragavan and Shuo Song (both MS3/MPH) from Northwestern University Feinberg SOM

· Call for medical curricular reform at your school with our Standardized Cultural Competency Model or self-educate with our after school train-the-trainer series

· Attend our Health Equity, Patient Centered Care/Cultural Sensitivity, and Minority/Immigrant health disparities webinars!

· Sign up to have your chapter participate in Health Equity Week of Action in January 2011

Community & Environmental Health:
Background:

The Patient Protection and Affordable Care Act (PPACA) included a number of provisions that will impact primary care and preventive medicine, two important facets of the CEH committee. The main improvements that primary care practitioners will see in the near future include increased payment rates from both Medicare and Medicaid, pilot programs for quality improvement and the Patient Centered Medical Home, increased funding for the National Health Service Corps and community health centers, and continued funding of primary care academic departments and residency programs  (through reauthorization of Title VII of the Public Health Service Act).
,

What Still Needs to be Done:

In the coming year, the CEH committee will be interested in following some key areas where PPACA fell short, including:

· Physician reimbursement 

· PPACA failed to address the Sustainable Growth Rate (SGR), the formula used by Medicare to determine payment rates, which has given way to a potential 21% payment cut. 

· The primary care bonus of 10% is only set for the next 5 years and is skewed to leave out more rural family physicians, who may have to provide more specialty services than their urban counterparts. 

· Medicare and Medicaid payment parity is only in place for 2013 and 2014, and the increase is being covered by the federal government.

· Quality improvement 

· PPACA is moving toward using outcome measures, which may be problematic themselves, and also in the context of Patient Centered Medical Homes. 3,

How YOU Can get involved:

· Keep an eye out for action updates from the CEH committee or other organizations such as the American Academy of Family Physicians. As the details of physician reimbursement fall into place in the coming months, it will be important to let your representative know how you feel about how YOU will get paid in the future! 

· Participate in our programming for Primary Care Week, Nov 1-5, 2010 (http://www.amsa.org/AMSA/Homepage/Events/NPCW.aspx), which will provide more resources about primary care in general, as well as the effect of PPACA on primary care.
Patient Safety
Background:

HR 3950 made many advances in terms of patient safety; it directs the Secretary of Health and Human Services to create programs for hospitals with a high severity adjusted readmission rate to improve their readmission rates through the use of patient safety organizations
.  In addition it amends the Public Health Service Act to direct the Center for Quality Improvement and Patient Safety of the Agency for Healthcare Research and Quality (AHRQ) to conduct or support activities for best practices in the delivery of health care services and support research on the development of tools to facilitate adoption of best practices that improve the quality, safety, and efficiency of health care delivery services
. This new director will award grants or contracts to eligible entities to provide technical support or to implement models and practices identified in the research conducted by the Center. Lastly, it authorizes the Secretary to award grants to eligible entities or consortia to carry out demonstration projects to develop and implement academic curricula that integrate quality improvement and patient safety in the clinical education of health professionals
.

Last but not least, The American Recovery and Reinvestment Act of 2009 laid the groundwork for the expansion of electronic medical records (EMRs) technology. HCR needs to do a better job of synchronizing EMRs across and within the public and private sector, especially with respect to clinics and hospitals serving underserved communities.

What Still Needs to be Done: 
Many agencies already perform many tasks the legislation calls for, including comparing the effectiveness of drugs and treatment therapies, collecting patient safety information and publishing an annual health safety and quality report. However, what this bill does not mandate reporting of medical errors and, based on those reports of medical errors, systemic changes to prevent future mistakes.

How YOU Can Get Involved: 
Sign up for updates from AMSA Patient Safety Campaign which will send happening in legislation and events in patient safety or attend the Patient Safety and Quality Leadership Institute also organized by AMSA.  Also you can stay up to date by checking out IHI.org, NPSF.org, and safetyleaders.org
Lesbian, Gay, Bisexual, and Transgender (LGBT) Health
Background:  Health disparities affecting LGBT individuals and their families are currently recognized by the U.S. Department of Health and Human Services
. Particularly of concern is research showing that LGBT individuals are twice as likely to be uninsured than the general population
. This gap in insurance coverage is attributed to the disproportionate rates of unemployment for the LGBT community, the lack of consistent federal and state recognition of LGBT families1, and higher tax burdens on the extension of employer-sponsored health care benefits for same-sex couples and their children
. Despite recognition of these disparities, most federally-funded research does not include the collection of information regarding sexual orientation or gender identity, making it difficult to properly identify the extent to which disparities exist and what might cause them2. Factors creating these disparities include, but may not be limited to, the lack of LGBT cultural competency training programs for health professionals, high rates of uninsurance, a shortage of LGBT individuals in the healthcare workforce, and the lack of a unified and informed federal public health plan4.  Unfortunately, many proposed provisions for PPACA that would address LGBT health were not preserved in the final language of the bill. However, opportunities exist alongside the implementation of PPACA to address LGBT disparities.
What Still Needs to be Done: Many of the issues discussed above can be directly addressed with federal legislation.  High rates of uninsurance can be addressed by the passage of the Employment Non-Discrimination Act
, which would expand the definition of "spouse" and "family" to be generally inclusive of LGBT families for the purpose of Medicare and Medicaid eligibility and coverage, and PPACA programs2, and revising the Internal Revenue Code for the tax exclusion of employment-provided health care benefits to eligible beneficiaries of the employee and the qualifying children of such beneficiaries to include LGBT families. The Secretary of Health and Human Services should take many actions, including establishing official recognition of the LGBT community as a health disparity population in future studies, the revision of federal demographic  health surveys to include questions on sexual orientation and gender identity, the creation of guidelines and criteria for LGBT cultural competency training for all health professionals, and the formation of a thorough federal public health plan3. This process should be completed while consulting LGBT health care providers and experts. The PPACA also creates a National Health Care Workforce Commission, which should be used to address the shortage of LGBT individuals in the health care workforce, while specific guidelines should be created by the Secretary of Health and Human Services to recruit LGBT individuals for health professions1. In this sense, it is important to continue to be engaged in health policy during PPACA implementation, as there are many avenues in which we could move toward greater equity for LGBT populations.
How YOU Can get Involved:  Lobby for the Ending LGBT Health Disparities Act (H.R. 3001) and the Employment Non-Discrimination Act (H.R. 3017). Participate in the AMSA/GLMA LGBT Leadership Institute (February 17-20, 2011 in Baltimore, MD).

Student Wellness/Debt: 
Background: 

Throughout AMSA’s history, one of AMSA’s earliest initiatives stands out against the rest – the mushrooming problem of medical student indebtedness.  The average American medical student graduates with more than $140,000 of debt (aamc.org). With each continuing year, this number only continues to expand. In the past decade, medical school tuition has grown about 1% faster than inflation over the past 20 years with no signs of stopping. Between 1998 and 2008, tuition at public medical schools increased 83% on average, while tuition at private medical schools increased 27% on average after controlling for inflation.[1] As the nation faces a shortage of primary care physicians, it is critical that health care reform legislation invest in the development of a robust primary care physician workforce by ensuring medical school graduates are not constrained by educational debt and making medical school affordable for all students. 

To complicate matters, in 2007, the president signed the College Cost Reduction & Access Act which redefined economic hardship deferment. Furthermore, it implemented the new Income Based Repayment Plan (IBR) which caps monthly loan payments at 15% of discretionary income (income above 150% of the Federal Poverty  Level). Interest accrues on subsidized loans after the first 3 years of IBR, and interest still accrues on the unsubsidized portions.[2] Plus, loan forgiveness for individuals is eligible after 120 payments provided that that person work full time in a public service job while making payments. Residents qualify for this repayment plan. However, eligibility for economic hardship deferment changed to income below minimum wage or less than 150% FPL. Previously residents qualified if their debt burden was >20% of their income.  Also, their income minus their debt had to be <220% of the Federal Poverty Level (FPL) for a family of two. About 67% of residents qualified for what was called “the 20/220 Pathway.”

PPACA, alongside President Obama’s additional focus on education reform seems to help financial matters for medical students. It helped to save the Pell Grants by halting the subsidization of private lenders (Sallie Mae, CitiGroup, etc.). The CBO states that bypassing the banks will save taxpayers $61 billion in bank subsidies over the next decade and cut the deficit by at least $10 billion. However, though some of this money will be used to increase the amount the Pell Grants offer students, some of it will help to pay for the new health care plan. Pell grants could easily offer more money to students. Over the long term, the power of the Pell Grant diminished significantly. Though the new health care legislation adds more money to the Pell Grant program, it is not keeping up with inflation. Just 30 years ago, Pell grants covered 77% of the average tuition. Now they cover just 35% of the average tuition.
 



[1] GAO, Graduate Medical Education: Trends in Training and Student Debt, 2009, http://www.gao.gov/new.items/d09438r.pdf

[2] http://www.aamc.org/programs/first/repaymentsummary.pdf 

 

What Still Needs to be Done:

With the job market in it's present state, a growing number of people are enrolling in school. Compounded with the fact the current economy, many more families qualify for public loans. In order to adequately compensate this, Congress must not make any more cuts to the Pell Grant. It must actually increase funding for it and other similar programs

How YOU Can Get Involved:

Keep track of your federal loans at www.nslds.ed.gov  

For more information:

AMSA’s Legislative Action Center

◦All of our action alerts are released here:

�http://www.capwiz.com/ams/home/
Policy page –

◦Find us on Inspiration Exchange! Blog, engage in discussions, and find out about our latest events!

◦AMSA external site: http://www.amsa.org/AMSA/Homepage/About/Committees/HealthPolicy.aspx 

Contact us! (
AMSA’s Legislative Directors:

jrld@amsa.org
AMSA Policy Team

◦Policy Chair: policy.chair@amsa.org
◦Policy Coordinators:

–Global: global.policy@amsa.org
–Women’s Health: womens.policy@amsa.org
–LGBT: lgbt.policy@amsa.org
–Comm & Environ Health: ceh.policy@amsa.org
–Race, Ethnicity, and Culture in Health: reach.policy@amsa.org
–Wellness and Student Life: wsl.policy@amsa.org
–Medical Professionalism: mp.policy@amsa.org
� HYPERLINK "http://www.dhs.gov/xlibrary/assets/statistics/publications/ois_ill_pe_2009.pdf" ��http://www.dhs.gov/xlibrary/assets/statistics/publications/ois_ill_pe_2009.pdf�


� HYPERLINK "http://www.diversitypreparedness.org/What-s-New/40/" ��http://www.diversitypreparedness.org/What-s-New/40/�


�       � HYPERLINK "http://www.aamc.org/workforce/healthcarereformleg.pdf" ��http://www.aamc.org/workforce/healthcarereformleg.pdf�


� � HYPERLINK "http://www.ncbi.nlm.nih.gov/pubmed/20379843?dopt=Abstract" ��http://www.ncbi.nlm.nih.gov/pubmed/20379843?dopt=Abstract�


� � HYPERLINK "https://www.cms.gov/MedicaidGenInfo/downloads/MedicaidAtAGlance2005.pdf" ��https://www.cms.gov/MedicaidGenInfo/downloads/MedicaidAtAGlance2005.pdf�





� White, Brandy. How Health Care Reform Will Affect Family Physicians. April 13, 2010. 


� The House Committees on Ways and Means, Energy and Commerce, and Education and Labor. Affordable Health Care for America. March 18, 2010.


� American Academy of Family Physicians. What's missing from health reform legislation? Accessed on June 13 2010 at http://www.aafp.org/online/en/home/policy/federal/hcrleg2010/missing.html.


� Holmboe ES, Arnold GK, Weng W, Lipner R. Current yardsticks may be inadequate for measuring quality improvements from the medical home. Health Aff. 2010 May; 29(5): 859-66.


� HR 3950, PPACA. Sec. 3025.


� HR 3950, PPACA, Sec. 3501


� HR 3950, PPACA. Sec. 3508


� � HYPERLINK "http://www.cdc.gov/lgbthealth/" ��http://www.cdc.gov/lgbthealth/�


� Baker, Kellan. Recommendations for Implementing the Affordable Care Act. Accessed July 22, 2010. http://lgbthealth.webolutionary.com/content/lgbt-priorities-reform


� http://tammybaldwin.house.gov/issues_LGBT.html#6


� http://www.hrc.org/issues/workplace/enda.asp





[image: image2.png]