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T H E  P E R S P E C T I V E 

With the recent passage of the health care reform bill, 

it has become the topic of discussion nearly every-

where I go.  While you and I realize that being a doctor 

or medical student doesnõt automatically make us 

experts on reform, our patients, family and friends 

donõt!  If you havenõt already had someone approach 

you, at least once, asking what it all means, then itõs 

only a matter of time.  Given that we are increasingly 

looked to as experts on health care reform, I thought it 

would be fitting to use my last segment as President 

to make sure that you are well prepared for the ques-

tions you will undoubtedly be asked.  I have pulled 

information from several sources, including the actual 

reform bill itself and from the Kaiser Family Founda-

tion (www.kff.org) and chosen 8 specific areas on 

which to focus.  This is by no means all-inclusive, but  

it does include what I felt to be the meat of each sec-

tion, and is a representation of what is present in the 

bill, free of bias or personal opinion. 

How does the health care reform bill affect existing 

federally funded programs like Medicare and Medi-

caid? 

Medicare 

It closes the òdonut holeó in Medicare prescription 

plan D by 2020, and allows those who have already 

reached the donut hole by 2010 to receive a $250 

rebate 

It will get rid of all co-payments and deductibles for 

preventive services effective January 1, 2011 

Medicaid 

It expands coverage to all individuals under age 65 

at 133% of the federal poverty level (~$29,327 for 

a family of 4) and will require no state contribution 

of funds (100% federal funding) to cover newly 

eligible individuals from 2014 to 2016. 

Illegal immigrants will not be eligible for cover-

age. 

How does the bill affect existing insurance com-

panies? 

Starting 6 months after enactment, insurance 

companies cannot deny coverage to children 

with preexisting conditions. 

As of 2014, insurance companies cannot deny 

coverage to anyone with a preexisting condi-

tion, and cannot drop individuals if they be-

come sick. 

It will ban lifetime caps on coverage and also 

restrict annual limits on coverage (especially 

important for patients who become ill with 

diseases that require expensive treatments, 

such as cancer). 

If you already have coverage through an insur-

ance company you will not be required to 

change. 
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How exactly will the bill create insurance coverage for those 

currently uninsured? 

Health Insurance Exchanges 

Health insurance exchanges, which allow individuals to 

pool risk and therefore benefit from lower premiums, will be 

created for individuals and/or the self-employed and self-

insured.   These exchanges will be separate from those 

created for small businesses . 

Subsidies will be available for individuals making 100-

400% of the federal poverty level to purchase in the ex-

change (but they cannot be eligible for Medicare, Medicaid, 

or insurance coverage through an employer.) 

Individual contribution caps will be based on a sliding scale. 

Illegal immigrants will not be eligible to participate even if 

they are willing to pay 100% of the cost of coverage. 

The bill will require the Office of Personnel Management to 

contract with insurers to offer at least 2 multi-state plans in 

each exchange.  At least one must be offered by a non-

profit entity and at least one must NOT cover abortions.  

Multi-state plans must be licensed by each state, must be 

offered separately from the federal employeeõs health 

benefits program and must have a separate risk pool. 

Consumer Operated and Oriented Plan (CO-OP) Programs 

The bill will create CO-OP programs to foster the formation 

of non-profit, member-run health insurance companies in 

all 50 states and the District of Columbia that will offer 

qualified health plans. 

A CO-OP program must not be an existing health insurer or 

be sponsored by state or local government 

Governance must be subject to majority vote of members, 

operate with a strong consumer focus, and any profits must 

be used to lower premiums, improve benefits, or improve 

the quality of healthcare delivered to its members. 

~$6 billion will be allotted to finance programs and award 

loans and grants to establish CO-OPs by July 1, 2013 

What specific plans will be offered?   

Bronze ñ minimum coverage and provides essential bene-

fits; covers 60% of benefit costs with out of pocket limit 

equal to the current Health Savings Account (HSA) law limit 

(~$5,959 for individuals and $11,900 for families). 

FROM THE DESK OF THE PRESIDENT, CONTõD 

Silver ñ provides essential benefits and  covers 70% of 

benefit costs  of the plan with HSA out of pocket limits. 

Gold ñ provides essential benefits and covers 80% of bene-

fit costs of the plan with HSA out of pocket limits. 

Platinum ñ provides essential benefits and covers 90% of 

benefit costs of the plan with HSA out of pocket limits. 

Catastrophic coverage ñ only available for those up to age 

30 or those exempt from the mandate to purchase cover-

age. Coverage level will be set at the HSA law levels except 

prevention benefits and coverage for three primary care 

visits would be exempt from the deductible. 

How will the government mandate coverage? 

By 2014 everyone must purchase health insurance. Failure 

to do so will result in a $695/year (or 2.5% of the house-

hold income) fine.  Some exceptions would be made for 

very low income individuals. 

Employers of >50 employees must provide insurance or 

pay a $2,000 fine per worker per year if any employee re-

ceives government subsidies instead. 

How will the healthcare reform bill affect quality? 

This bill will establish a nonprofit Patient-centered Out-

comes Research Institute to identify and conduct research 

that compares clinical effectiveness of medical treatments. 

It will award 5 year demonstration grants to states that 

develop, implement, and evaluate alternatives to amend 

tort litigation. 

It will establish a national Medicare pilot program to de-

velop and evaluate paying a bundled payment for an epi-

sode of care spanning 3 days prior to hospitalization to 30 

days after discharge. 
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How does the healthcare reform bill address prevention of 

disease? 

It will establish the National Prevention, Health Promotion 

and Public Health Council to coordinate federal prevention, 

wellness and public health activities.  It will also develop a 

national strategy to improve the nationõs health and create 

a Prevention and Public Health Fund to expand and sustain 

funding for prevention and public health programs. 

It will establish a grant program to support the delivery of 

evidence- and community-based prevention 

and wellness services designed to 

strengthen prevention activities, reduce the 

rates of chronic diseases, and address 

health disparities, especially in rural areas. 

It will improve prevention by covering only 

proven preventive services and eliminating 

co-payments and deductibles for preventive 

services in Medicare and Medicaid.  It will 

also require qualified health plans to pro-

vide, at a minimum, coverage without co-

payments or deductibles for preventive ser-

vices such as recommended immunizations, 

preventive care for infants, children, and 

adolescents and additional preventive care 

and screenings for women. 

It will provide Medicare beneficiaries with access to a com-

prehensive health risk assessment and creation of a per-

sonalized prevention plan.  It would also provide incentives 

to Medicare and Medicaid beneficiaries to complete behav-

ior modification programs. 

It will provide grants for up to 5 years to small employers 

that establish wellness programs, and will permit employ-

ers to offer employee rewards (in the form of premium dis-

counts, waivers of cost-sharing requirements, etc) for par-

ticipating in a wellness program and meeting certain health

-related standards.  Employers would be required to offer 

alternative standards to individuals who cannot reasonably 

meet the standard. 

It would require disclosure of nutritional content from chain 

restaurants and manufacturers of foods sold from vending 

machines. 

FROM THE DESK OF THE PRESIDENT, CONTõD 

Lastly, how are we supposed to pay for this? 

Funding will come from several sources: 10% excise tax on 

indoor tanning, 40% excise tax on high-end insurance plans 

(>$27,500 families/$10,200 individuals)  

Also, Medicare payroll tax will include unearned income as 

of 2010 (3.8% tax on investment income for families mak-

ing >$250,000/yr or individuals making >$200,000/yr) 

It would also increase taxes on distributions from Health 

Savings Accounts (from 10% to 20%)  or Medical 

Savings Accounts (from 15% to 20%) not used 

for qualified medical expenses 

It would impose new fees on the pharmaceu-

tical manufacturing and insurance sectors and a 

2.3% excise tax on any taxable medical device 

While not all-inclusive, this list of details hope-

fully includes many of the questions that are 

most frequently on the minds of our patients 

and friends ñ and maybe even our own.  The 

topic of healthcare reform is a heated one, and 

understandably, we as health care providers 

tend to be especially opinionated about the is-

sue.  Whether the current plan will be as effec-

tive as the creators have promised is yet to be 

seen. Until then we are left with only our best guesses and 

opinions.  My only hope is that we will be well-informed so that 

each of our opinions is based on facts and not sound bites 

from our favorite news channels.  So now when our patients, 

families, friends and colleagues ask us about healthcare re-

form, regardless of whether we agree with the plan or not, we 

can provide them with an informed opinion, as is expected of 

us as physicians. 

òIt will improve 

prevention by 

covering only 

proven preventive 

services and 

eliminating co-

payments and 

deductibles for 

preventive services 

in Medicare and 

Medicaid.ó   

Med -peds named in  health 

care reform  

Internal Medicine and Pediatrics was included in 

the definition of a primary care residency pro-

gram in the new health care reform legislation.  

Thanks for your advocacy efforts! 
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U P D A T E  F R O M  T H E  N M P R A  M E D W E S T  R E G I O N A L  CO N F E R E N C E 

B Y  J E S S I C A  W I L S O N ,  M . D . 

This years NMPRA Midwest Regional conference was phe-

nomenal!  Our theme for this year was transitional care.  We 

started out the meeting with brief introductions to NMPRA 

and Med-Peds. 

Our keynote speaker was Dr. Mary Ciccarelli, who spoke to us 

on the importance of the role of Med-Peds providers in tran-

sitional care.  We learned that Med-Peds providers are per-

fect for transitional care given our dual training.  However, 

there are not enough Med-Peds physicians to cover the 

needs of transitioning patients.  We learned at we need to 

educate other physicians on the needs of complex pediatric 

patients and the importance of proper transition. 

Morning breakout sessions allowed attendees to choose 

between didactic sessions with the following topics: transi-

tioning cystic fibrosis patients into adulthood, congenital 

heart disease survivors transitioning into adulthood, and 

childhood cancer survivors and adult health maintenance.  

After a quick coffee break, the group divided into half for 

pediatric or internal medicine board review. 

Lunch served as a time for networking and a career fair.  

There were several hospitals and recruiting firms present to 

talk with the Med-Peds residents about potential career op-

tions. 

Afternoon sessions started with a lecture on how to talk to 

parents about transitioning pediatric patients into adulthood, 

as well as a Med-Peds update by Dr. Allen Friedland.  Break-

out sessions included global health topics, actuary science, and 

financial planning for both medical students and residents.  The 

conference concluded with a Med-Peds career panel including 

hospitalists, traditional outpatient practice, academic physicians, 

and non-traditional career pathways. 

The evening was wrapped up with a post-conference party at the 

Milwaukee Ale House.  We learned about the process of making 

beer and enjoyed tasting the expansive appetizer menu that was 

served. 

Overall, the Midwest conference was a great success and a time 

for learning and networking.  We are looking forward to next 

yearõs event!  Stay tuned for more information on next yearõs con-

ference. 

Students, residents, and attendings at the Midwest Regional Conference in Milwaukee.  Jessica Wilson, pictured far left,  is 

a PGY-4 at  the Medical College of Wisconsin and the NMPRA Immediate Past President.   

Midwest Regional Conference 

Saturday, November 7th, 2009 

Milwaukee, Wisconsin 

at the Medical College of Wisconsin 


