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Foreword

By Senator Jay Rockefeller

Earlier this year, Congress passed sweeping health care
reform legislation — the most comprehensive health
care overhaul in more than 40 years. I truly believe

this groundbreaking new law will make a positive
difference in the lives of West Virginians.

It took the better part of a generation to get here.
Now, we have a profound opportunity to build a
strong new foundation for West Virginia and create
a more secure and reliable health care system that
works for all.

I know there are a lot of questions about this
new law, which is why this An Updated Guide to
National Health Care Reform and What It Means
to West Virginia is so important. As we begin
implementation, I hope this guide will serve as
a key resource to help explain what health care
reform will mean for you.

Is this legislation perfect? No. There are many who
thought we should go much further, and there are
many who thought we should do far less. However,
there has always been broad agreement that reform
is necessary because our current system is broken
and needs to be fixed. This legislation gets us much
closer to that goal.

The new law is an important step toward delivering
on the powerful promise of meaningful health
reform that hundreds of thousands of West
Virginians have prayed for and fought for, for so
long. This legislation will rein in costs, hold health
insurance companies accountable and fix our
current health system for the better.

West Virginians for Affordable Health Care

Senator Jay Rockefeller

There are so many benefits for West Virginians in
this new law. Here are just a few:

B Improving the Coverage West Virginians
Have Today and Keeping Health Insurance
Companies Accountable. Health reform
contains many important consumer
protections for West Virginians to make sure
that health insurance companies treat them
fairly. The new law eliminates pre-existing
condition exclusions — right away for our
children and as soon as the state health
insurance exchanges are up and running
for adults. The new law also makes it illegal
for health insurance companies to impose
arbitrary annual or lifetime dollar limits on
benefits and to kick people off of insurance
for getting sick.

B Premium Subsidies to Help West Virginians
Afford the Cost of Coverage. Individuals
and families in West Virginia currently spend
$1.8 billion out-of-pocket to cover premiums,
deductibles, and co-payments. Starting in
2014, this legislation will provide federal
premium subsidies to help with the cost of
health coverage for West Virginians between
133 percent and 400 percent of the federal
poverty level.



B Expanding Coverage to Uninsured

West Virginians. Health reform means that
32 million uninsured Americans will now
have access to affordable health insurance,
including as many as 184,000 uninsured West
Virginians. By expanding coverage to the
majority of uninsured West Virginians, health
reform will eliminate the uncompensated
care burden on West Virginians who already
have insurance.

Protecting the Children’s Health Insurance
Program (CHIP). Health reform continues
the successful, bipartisan Children’s Health
Insurance Program for an additional two
years — until 2015. For the first time, the
children of West Virginia’s state employees
will also be able to enroll in CHIP.

Eliminating the Medicare Prescription
Drug “Doughnut Hole” for Seniors. Under
the new health reform law, seniors who hit
the doughnut hole in 2010 will receive a
$250 rebate, and the doughnut hole will be
completely closed by 2020.

Providing Value for the Health Insurance
Premiums that West Virginians Pay. West
Virginians will also know that they are getting
value for their premium dollars because
health insurance companies will be required
to spend more money on medical care, not
fancy offices, executive salaries, and Wall
Street profits. The new law requires health
insurers to spend at least 80 cents of every
dollar on actual medical care.

B Tax Credits for West Virginia’s Small
Businesses. Health reform will help as many
as 20,000 small businesses in West Virginia
afford to offer health coverage. Starting this
year, small businesses in West Virginia will
have access to tax credits for up to
35 percent of the cost of health coverage
for their employees. The full credit will be
increased to up to 50 percent of employer
costs staring in 2014.

The list goes on and on: real, meaningful, life-
changing, and in some cases, life-saving new
laws and policies for West Virginians and for all
Americans.

Health reform would not have happened without
groups like West Virginians for Affordable Health
Care (WVAHC) and hundreds of organization like
them across the country. WVAHC worked tirelessly
to ensure that more West Virginians were covered
with health insurance, that insurance companies
were reformed, and that we began the difficult task
of controlling health care costs.

Thankfully, because of the efforts of so many, we
now have a roadmap to a better America and a
better West Virginia.

Jay Rockefeller
United States Senator

An Updated Guide to National Health Care Reform
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CHAPTER |

Expansion of Health Insurance Coverage

On March 23, 2010 President Obama signed into law the Patient Protection
and Affordable Care Act (Affordable Care Act).! This historic piece of
legislation moves our nation toward a health care system that covers all
Americans, reforms the insurance industry, improves the quality of care and
curbs ever-rising costs. There has not been a more important health care
bill enacted since 1965 when President Lyndon Johnson signed into law the

Medicare and Medicaid legislation.

While Americans have different views about how
to best achieve health care reform, there is broad
consensus that reform is needed. Health care
costs are rising at unsustainable rates. Businesses
and individuals are being priced out of the health
insurance market, adding to the ranks of the
uninsured. While we have the highest health

care costs in the world, our health outcomes lag
behind many other countries that spend far less
than we do.

After more than a year of deliberation, Congress
has passed legislation to address these serious
problems that undermine our economy and
society. Some Americans are concerned that the
law goes too far, while others say the reforms aren't
deep enough. West Virginians for Affordable Health
Care views the legislation as a critical investment in
America’s future that can and should be improved
in the future. Like most sound investments, it will
require diligence and patience, with an eye on the
well-being of generations to come.

This guide was designed for health care consumers
as aroadmap to the new legislation and includes
an overview of some of the important federal
regulations that have been issued to date.

Additional information will be posted on the
website of West Virginians for Affordable Health
Care (www.wvahc.org) as it becomes available.

The three main goals of health care reform as
reflected in the new legislation are to (1) expand
coverage to nearly all Americans, (2) provide strong
regulation of the health insurance industry, and

(3) curb health care costs, particularly in Medicare,
while emphasizing quality.

This chapter focuses on expanding coverage.

The Affordable Care Act is expected to increase
the number of Americans with health insurance
by 32 million. As many as 184,000 West Virginians
will gain coverage? By 2016, nearly all Americans
(95 percent), excluding unauthorized immigrants,
will be covered by a health plan.

Expanding health coverage to the uninsured is
essential in both human and economic terms.
There is solid research that uninsured people
“live sicker and die earlier” than those with health
insurance? They typically put off seeking health
care until their illnesses are more advanced and
difficult to treat. They are likely to seek treatment
in the few places where they are guaranteed

| The Patient Protection and Affordable Care Act was amended by the Health Care and Education Reconciliation Act of 2010. Throughout this Guide these

two acts are treated as one, and referred to as the Affordable Care Act.

2 Claire McAndrew, Health Coverage in West Virginia: How Will Health Reform Help?, Families USA (March 2010). Accessed August 10,2010 at
http://www.familiesusa.org/assets/pdfs/health-reform/state-gains-20 | 0/west-virginia.pdf .

3 American College of Physicians, No Health Insurance? It’s Enough to Make You Sick (2000). See also Institute of Medicine, Care without Coverage:Too Little, Too Late

(May 2002). National Academy Press,Washington D.C.

West Virginians for Affordable Health Care



access: emergency rooms and hospitals, the most
expensive settings possible. The cost of treating
the uninsured is passed on to those who still have
health insurance. West Virginia families pay an
additional $1,000 in premiums annually to cover
the cost of treating the uninsured*

The Affordable Care Act aims to secure health
insurance coverage for nearly all Americans
through a combination of public programs and
private insurance plans. There are five main
strategies for expanding health insurance:
expanding Medicaid, establishing health exchanges
for individuals and small businesses, providing

tax credits to individuals and small businesses,
adopting an individual mandate, and encouraging
employer-sponsored insurance plans.

Expansion of Medicaid

The Affordable Care Act creates the largest
expansion of Medicaid in its 45-year history.
Sixteen million Americans, including up to
157,000 low-income West Virginians, will gain
Medicaid coverage beginning in 2014> The
nonpartisan Congressional Budget Office (CBO)
projects the cost of this expansion at $441 billion
between 2014 and 2019.

Medicaid is a joint federal and state program.

The amount contributed by the federal government
varies according to the economic condition of

each state. West Virginia receives one of the most
favorable federal medical assistance percentage
(FMAP) rates in the country. With a current rate

of 73.2 percent, West Virginia receives $2.85 from
the federal government for every dollar we invest

in Medicaid.

The FMAP increases dramatically for all states
under the Affordable Care Act. The rate of federal

TABLE |
Federal Medical Assistance Percentages (FMAP)
for Medicaid Expansion: 2014 through 2020

Federal Share

Year (FMAP)
2014 100%
2015 100%
2016 100%
2017 95%
2018 94%
2019 93%
2020 and beyond 90%

reimbursement for newly eligible people will be
100 percent in 2014 through 2016, 95 percent in
2017, and then gradually decreases to 90 percent in
2020 and beyond. (See Table 1.)

If West Virginia has a standard enrollment process,
and enrolls 122,000 low-income West Virginians,
the federal government will pay 95.9 percent of
the expansion from 2014 through 2019. If there

is an enhanced enrollment process, and we enroll
157,000 West Virginians in Medicaid, the federal
government’s share will decrease slightly to

95.1 percent, according to the Kaiser Commission
on Medicaid and the Uninsured. Under this
enhanced enrollment, West Virginia will receive
$4.4 billion from the federal government between
2014 and 2019 to provide health care to these low-
income West Virginians?®

Low-wage workers will be the primary beneficiaries
of this expansion. Currently, the federal government
sets minimum eligibility standards for children
covered by Medicaid. For example, state Medicaid
programs must cover infants up to 150 percent of
the FPL. But for adults (other than those who are
disabled or pregnant), the federal government does
not establish minimum eligibility levels, and states

4 Kathleen Stoll and Kim Bailey, Hidden Health Tax:Americans Pay a Premium, Families USA (May 2009). Accessed August 10,2010 at

http://www.familiesusa.org/assets/pdfs/hidden-health-tax.pdf .

5 John Holahan and Irene Headen, Medicaid Coverage and Spending in Health Reform: National and State-by-State Results for Adults at or Below 133% FPL,
Kaiser Commission on Medicaid and the Uninsured (May 2010). Accessed on August 10,2010 at:
http://www.kff.org/healthreform/upload/Medicaid-Coverage-and-Spending-in-Health-Reform-National-and-State-By-State-Results-for-Adults-at-or-Below- | 33-FPL.pdf

6 Ibid.

An Updated Guide to National Health Care Reform



Long-term care

The Act establishes a national Community Living
Assistance Services and Support (CLASS) program.
The CLASS program is a voluntary, self-funded,
public, long-term care insurance program to fund
community living assistance services and support.
After a five-year vesting period, the program will
provide at least $50 a day to qualified individuals
to purchase services and support in order to

stay in their home, community setting, or in a
nursing home.

Racial Disparities in Health

Despite notable progress in the health of Americans
overall, serious and persistent disparities remain

in the health status of African Americans and

other racial minorities as compared to the U.S.
population as a whole. To address this issue, the
Office of Minority Health at the National Institute
of Health is elevated to an Institute instead of a
Center. In addition, Offices of Minority Health will
be created at the Center for Medicare and Medicaid
Services (CMS), the Food and Drug Administration
(FDA), Center for Disease Control and Prevention
(CDC), and several other federal agencies.
Additionally, there will be greater data collection
on race and ethnicity in order to reduce racial and
ethnic disparities.

Pharmaceutical Marketing

The Affordable Care Act boosts transparency in
pharmaceutical marketing with a requirement

that drug manufacturers report the amount of
payment to a physician or teaching hospital. This
information is reported to the Secretary of HHS
and will be posted on the Internet. If your physician
is being paid as a consultant to a drug company,

or his or her office gets free lunches so that the
drug rep can encourage doctors to prescribe

brand name drugs, the amount of payment will be
publicly available. The first reports will be made on
March 31, 2013 and will cover calendar year 2012.

West Virginia collects this data, but only on an
aggregated basis. We know that drug companies
are providing millions of dollars to thousands

of physicians, but we do not know how much
individual physicians are receiving. The national
law will be a significant improvement over

West Virginia’s law.

Nonprofit Hospitals

Nonprofit hospitals will be required to adopt and
widely publicize a financial assistance policy that
explains who is eligible and how patients can apply
when they cannot afford to pay for needed medical
treatment. Charges to patients who qualify are
limited to the amount charged to insured patients.

In addition, nonprofit hospitals will be required to
conduct a community needs assessment and develop
an implementation strategy to meet the community’s
needs every three years beginning in 2012.

An Updated Guide to National Health Care Reform | 21



Early Retirees

Employers that provide health insurance benefits
to early retirees (ages 55 to 64) will qualify for a
reinsurance program that will pay 80 percent of
the retiree’s claims between $15,000 and $90,000.
Payments from the reinsurance are used to reduce
the costs for enrollees in the employer’s plan. The
reinsurance program begins September 23, 2010,
and ends on January 1, 2014, when the exchanges
are up and running.

Medical Malpractice

Fifty ($50) million is appropriated for states to
experiment with alternatives to resolving medical
malpractice disputes. The alternative method

of resolving disputes should focus on reducing
medical errors and improving patient safety

and the quality of health care.

i

= _{;p_.:.f-‘-'
Free clinics are also given the same protection from
medical malpractice claims that community health

centers currently have.

22 | WestVirginians for Affordable Health Care



CHAPTER 5

Conclusion

Of all the forms of inequality, injustice in health care

is the most shocking and inhumane.
— Reverend Martin Luther King, Jr.

The Affordable Care Act is a remarkable piece of legislation that warrants

the description “historic.” No legislation since the adoption of Medicare

and Medicaid 45 years ago will have as much impact on the health care of
the American people as Affordable Care Act will have: 32 million additional
Americans will have health insurance; comprehensive reforms will be made
in the health insurance industry; significant steps will be taken to control
costs, particularly in Medicare; and major investments will be made in
prevention, primary care and public health. All of these are monumental
achievements that will impact the health and financial security of our nation.

Some have expressed concern that there will not be
enough primary care providers available to provide
services to the 32 million newly insured Americans.
Provider capacity is not the only legitimate concern,
however. Does the West Virginia state government
have the capacity to implement the Affordable
Care Act? For example, can our Medicaid agency
actually enroll and manage the care of 122,000

to 157,000 new, low-income beneficiaries? Is the
Office of Insurance Commission adequately staffed
to enforce the complex insurance reforms in the
Affordable Care Act?

Two key decisions need to be made by the Governor
and the legislature about the health exchanges.
First, what is the mission of the health exchange?

Is it merely a web site and an 800 call center

that dutifully post the increases in the insurance
company'’s premium increases? Or will the health
exchange be operated for the benefit of consumers
and aggressively negotiate with insurance
companies for better quality and lower cost? The

second and related decision is who will govern the
health exchange? Will it be governed by a majority
of consumers, or will consumers be a token
minority unable to affect changes that will improve
quality and lower costs? WVAHC will work diligently
to ensure that the health exchange is operated by
and for the benefit of consumers.

Beyond the issues involved with state
implementation, does the new legislation go far
enough? What about the 23 million Americans
who are expected to fall between the cracks of the
Affordable Care Act? Will the tax incentives for
small businesses, if they are limited to two years
beginning in 2014, be enough to spur more small
employers to purchase health coverage for their
employees? Will there be enough competition in
health exchanges to rein in spiraling costs?

Controlling cost is probably where the

shortcomings of Affordable Care Act are most
evident: The Act does not do enough to control

An Updated Guide to National Health Care Reform
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costs in the private insurance market, where
almost 160 million Americans receive their
health insurance.

There are efforts to control insurance company
administrative costs. Both the establishment of
the health exchanges and requiring rebates to
businesses and other consumers when health
insurance companies spend too much on
administrative costs will undoubtedly restrain
the administrative costs of insurance companies
and force them to be more effective. Review of
insurance companies’ premium increases by the
Secretary of HHS and specifically allowing states
to deny insurance companies access to the health
exchanges if they adopt unreasonable premium
increases will likely dampen future premium
increases. But this process leaves it to private
insurance companies to control the underlying
increases in medical costs, and so far insurance
companies have been ineffective at controlling
the medical rate of inflation.

Comparative effectiveness, portrayed by some

as rationing of health care, actually holds great
promise in understanding what drugs and
procedures will produce the best patient outcomes,
and therefore reduce cost. But the results of this
research are years away, and implementation of the
findings are severely hampered in the Act in order
to avoid the “r” word — rationing.

One possible strategy is to have private insurance
companies and government payers collaborate.
Both the public payers and the private payers
should be partners in payment reforms. If
accountable care organizations are successful in
improving patient outcomes for Medicare patients,
they are also likely to be successful in improving
patient outcomes for Blue Cross Blue Shield
patients. It should not just be the public payers that
do experiments to determine what works and what

doesn't. It should be a combined effort by all payers.

Ultimately, we should pool the resources of both
private and public payers (Blue Cross Blue Shield,

West Virginians for Affordable Health Care

WellPoint, Medicare, Medicaid, etc.) in order to
negotiate reimbursements with doctors, hospitals,
and pharmaceutical companies. This is similar to the
Wellness Funds used in Germany and other countries
to effectively control cost. Over time, reimbursement
rates paid to doctors and hospitals by Medicaid and
Medicare could be equalized to the reimbursement
rates paid by private insurance companies, or at least
the huge disparity could be reduced.

This proposal would face certain opposition from
providers and pharmaceutical companies. One of
the prices paid by the Obama Administration for
the pharmaceutical companies’ support of health
care reform was the decision not to allow Medicare
to negotiate prices for drugs. Combining Medicare,
Medicaid and private insurance companies would
surely be unacceptable to the pharmaceutical
industry as well as many hospitals and doctors.

However, the current rate of medical inflation

is unsustainable. Left unchecked, the nation’s
expenditures on health care are expected to more
than double from $1.4 trillion in 2001 to $3.1 trillion
by 2012. During the same period, the percentage

of our gross national product consumed by health
care will rise from 14.1 percent to 18 percent, leaving
in its wake shrinking resources for education and
other urgent national priorities. At some point we
will be forced to rein in health care costs or accept

a diminished standard of living and quality of

life overall.

But even with its shortcomings, the Affordable
Care Act is a huge step in the right direction. The
foundation for meaningful reform has been laid by
this landmark legislation, and now the hard work
of implementation begins. We hope this guide will
help inform consumers and businesses of the new
opportunities contained in the Act so that they
can take advantage of them. West Virginians for
Affordable Health Care will closely monitor and
report new developments on our website, as well
as advocate for additional policies that will assure
every resident in the United States access to quality,
affordable health care.



APPENDIX A

Health Insurance Tax Credits

The three charts below show the effect that tax
credits for individuals and families in the Affordable
Care Act will have on premiums, cost sharing (the
amount paid in deductibles and copayments)
expressed as an actuarial value, and out-of-pocket
maximums. An actuarial value is the percentage
that the insurance company pays of the claims for
the average consumer. For example, a 94 percent
actuarial value means that the insurance company
will pay 94 percent of the claims and the patient
will pay 6 percent in copayments and deductibles.
An out-of-pocket maximum is the most that an

Tax Credits to Subsidize Insurance Premiums

Income as a percentage of

individual or family has to pay in deductibles
and copayments. After the individual or family
reaches the out-of-pocket maximum, the
insurance company pays 100 percent of all
addition claims for the year. The protection

in out-of-pocket maximums is based on a
percentage of the deductible allowed in a high
deductible plan, called a health savings account
(HSA). The values shown in the out-of-pocket
maximum are the 2010 amounts. In 2014,
when they become effective, these amounts
are expected to be higher.

Percent of income paid by an

the federal poverty level
Up to 133% of FPL

2% of income

individual or family in premiums

133 - 150% of FPL

3 - 4% of income

150 - 200% of FPL

4 - 6.3% of income

200 - 250% of FPL

6.3 - 8.05% of income

250 - 300% of FPL

8.05 - 9.5% of income

300 - 400% of FPL

9.5% of income

Actuarial Value of Health Insurance Policy

Actuarial value

(percentage that
insurance company pays)

Income as % of

federal poverty level

Consumer share
of insurance cost

100 - 150% of FPL 94% 6%
150 - 200% of FPL 87% 13%
200 - 250% of FPL 73% 27%
250 - 400% of FPL 70% 30%

Out-of-Pocket Maximums

Based on highest deductible allowed in a health savings account (HSA)

Income as % of % of HSA Individual Family
federal poverty level deductible limit (for 2010) (for 2010)
100 - 200% of FPL 1/3 $1,963 $3,967
200 - 300% of FPL 112 $2,975 $5,950
300 - 400% of FPL 2/3 $3,927 $7,933
400% and above 100% $5,950 $11,900

An Updated Guide to National Health Care Reform
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APPENDIX B
Federal Poverty Levels

Federal Poverty Levels (FPL)* for 2009

Family 100% 133% 200% 250% 300% 350%
Size of FPL of FPL of FPL of FPL of FPL of FPL
| $10,830 $14,440 $21,660 $27,075 $32,490 $37,905 $43,320
2 $14,570 $19,378 $29,140 $36,425 $43,710 $50,995 $58,280
3 $18,410 $24,352 $36,620 $45,775 $54,930 $64,435 $73,240
4 $22,050 $29,326 $44,100 $55,125 $66,150 $77,175 $88,200

* Poverty levels are re-calculated every year. By the time, the proposed reforms take effect in 2014, actual incomes will be higher.

26 | WestVirginians for Affordable Health Care



APPENDIX C

Annual Premiums and Subsidies

for Individuals and Families Who Purchase Insurance
in the Health Exchanges by Income and by Age.

What a Single Person Pays aYear

Income as a ‘ Age

percent of FPL 20 30 40 50 60
100% Medicaid Medicaid Medicaid Medicaid Medicaid
150% $690 $690 $690 $690 $690
200% $1,450 $1,450 $1,450 $1,450 $1,450
250% $2,315 $2,315 $2,315 $2,315 $2,315
300% $3,279 $3,279 $3,279 $3,279 $3,279
350% $3,391 $3,440 $3,826 $3,826 $3,826
400% $3,391 $3,440 $4,372 $4,372 $4,372

Beyond 400% $3,391 $3,440 $4,500 $6,978 $10,172
Subsidies for a Single Policy
Income as a ‘ Age

percent of FPL 20 30 40 50 60
100% Medicaid Medicaid Medicaid Medicaid Medicaid
150% $2,700 $2,700 $3,810 $6,288 $9,481
200% $1,941 $1,991 $3,050 $5,529 $8,722
250% $1,075 $1,125 $2,185 $4,663 $7,856
300% $112 $161 $1,221 $3,699 $6,893
350% 0 0 $674 $3,153 $6,346
400% 0 0 $128 $2,606 $5,800

Beyond 400% 0 0 0 0 0
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What a Family of Four Pays aYear

Income as a ‘ Age
percent of FPL 20 30 40 50 60

100% Medicaid Medicaid Medicaid Medicaid Medicaid
150% $1,405 $1,405 $1,405 $1,405 $1,405
200% $2,952 $2,952 $2,952 $2,952 $2,952
250% $4,714 $4,714 $4,714 $4,714 $4,714
300% $6,676 $6,676 $6,676 $6,676 $6,676
350% $7,789 $7,789 $7,789 $7,789 $7,789
400% $8,901 $8,901 $8,901 $8,901 $8,901

Beyond 400% $9,139 $10,108 $12,130 $16,858 $24,042

The Annual Subsidy for a Family of Four
Income as a ‘ Age
percent of FPL 20 30 40 50 60

100% Medicaid Medicaid Medicaid Medicaid Medicaid
150% $7,734 $8,703 $10,725 $15,452 $22,637
200% $6,188 $7,157 $9,179 $13,906 $21,091
250% $4,425 $5,394 $7.416 $12,143 $19,328
300% $2,463 $3,432 $5,454 $10,182 $17,366
350% $1,351 $2,320 $4,341 $9,069 $16,254
400% $238 $1,207 $3,229 $7,956 $15,141

Beyond 400% 0 0 0 0 0

Source: Kaiser Family Foundation calculator at: http://healthreform kff.org/SubsidyCalculatoraspx
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APPENDIX D

Preventive Services Required
Under the Affordable Care Act

If you have a new health insurance plan or insurance policy beginning on or
after September 23, 2010, the following preventive services must be covered
without having to pay a copayment or coinsurance or meet your deductible,
when these services are delivered by a network provider.

Covered Preventive Services for Adults
B Abdominal Aortic Aneurysm one-time
screening for men of specified ages who
have ever smoked
B Alcohol Misuse screening and counseling
B Aspirin use for men and women of certain
ages
B Blood Pressure screening for all adults
B Cholesterol screening for adults of certain
ages or at higher risk
B Colorectal Cancer screening for adults
over 50
B Depression screening for adults
B Type 2 Diabetes screening for adults with
high blood pressure
B Diet counseling for adults at higher risk for
chronic disease
B HIV screening for all adults at higher risk
B Immunization vaccines for adults — doses,
recommended ages, and recommended
populations vary:
¢ Hepatitis A
* Hepatitis B
¢ Herpes Zoster
* Human Papillomavirus
e Influenza
* Measles, Mumps, Rubella
* Meningococcal
* Pneumococcal
* Tetanus, Diphtheria, Pertussis
e Varicella
B Obesity screening and counseling for all
adults

Sexually Transmitted Infection (STI)
prevention counseling for adults at higher risk
Tobacco Use screening for all adults and
cessation interventions for tobacco users
Syphilis screening for all adults at higher risk

Covered Preventive Services for Women,
Including Pregnant Women

Anemia screening on a routine basis for
pregnant women

Bacteriuria urinary tract or other infection
screening for pregnant women

BRCA counseling about genetic testing for
women at higher risk

Breast Cancer Mammography screenings every
1 to 2 years for women over 40

Breast Cancer Chemoprevention counseling
for women at higher risk

Breast Feeding interventions to support and
promote breast feeding

Cervical Cancer screening for sexually active
women

Chlamydia Infection screening for younger
women and other women at higher risk

Folic Acid supplements for women who may
become pregnant

Gonorrhea screening for all women at
higher risk

Hepatitis B screening for pregnant women at
their first prenatal visit

Osteoporosis screening for women over

age 60 depending on risk factors
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Rh Incompatibility screening for all pregnant
women and follow-up testing for women at
higher risk

Tobacco Use screening and interventions

for all women, and expanded counseling for
pregnant tobacco users

Syphilis screening for all pregnant women or
other women at increased risk

Covered Preventive Services for Children

Alcohol and Drug Use assessments for
adolescents

Autism screening for children at

18 and 24 months

Behavioral assessments for children of all
ages

Cervical Dysplasia screening for sexually
active females

Congenital Hypothyroidism screening for
newborns

Developmental screening for children under
age 3, and surveillance throughout childhood
Dyslipidemia screening for children at higher
risk of lipid disorders

Fluoride Chemoprevention supplements
for children without fluoride in their water
source

Gonorrhea preventive medication for the
eyes of all newborns

Hearing screening for all newborns

Height, Weight and Body Mass Index
measurements for children

Hematocrit or Hemoglobin screening for
children

30 | WestVirginians for Affordable Health Care

Hemoglobinopathies or sickle cell screening
for newborns
HIV screening for adolescents at higher risk
Immunization vaccines for children from
birth to age 18 — doses, recommended ages,
and recommended populations vary:

* Diphtheria, Tetanus, Pertussis

e Haemophilus influenzae type b

¢ Hepatitis A

e Hepatitis B

* Human Papillomavirus

* Inactivated Poliovirus

e Influenza

e Measles, Mumps, Rubella

e Meningococcal

* Pneumococcal

¢ Rotavirus

* Varicella
Iron supplements for children ages
6 to 12 months at risk for anemia
Lead screening for children at risk
of exposure
Medical History for all children
throughout development
Obesity screening and counseling
Oral Health risk assessment for young
children
Phenylketonuria (PKU) screening for this
genetic disorder in newborns
Sexually Transmitted Infection (STI)
prevention counseling for adolescents
at higher risk
Tuberculin testing for children at higher risk
of tuberculosis
Vision screening for all children



APPENDIX E

Medicare Prescription Drug Changes

Phasing Out the Doughnut Hole for Brand-Name Drugs

Drug Federal

Year Manufacturer’s Government’s Ri::;:sl?bei:.i’:y
Discount Contribution

2010 0 $250 100% less the $250 rebate
2011 50% 0 50%

2012 50% 0 50%

2013 50% 2.5% 47.5%
2014 50% 2.5% 47.5%
2015 50% 5% 45%

2016 50% 5% 45%

2017 50% 10% 40%

2018 50% 15% 35%

2019 50% 20% 30%

2020 50% 25% 25%

Phasing Out the Doughnut Hole for Generics Drugs

Federal
Government’s
Contribution

Consumer’s

Responsibility

2010 $250 ':205/‘(’) 'f:;:t';e
2011 7% 93%
2012 14% 86%
2013 21% 79%
2014 28% 72%
2015 35% 65%
2016 2% 58%
2017 49% 51%
2018 56% 44%
2019 63% 37%
2020 75% 25%

Source: Medicare Rights Center, Health Reform and Medicare: Closing the
Doughnut Hole (April 1,2010), as modified by WVAHC.
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APPENDIX F

Acronyms Used in this Guide

ACO - Accountable Care Organization

CDC - Centers for Disease Control and Prevention

CHIP-Children’s Health Insurance Program

CO-0OP - Consumer Operated and Oriented Plan

CPI - Consumer Price Index

ERISA - Employee Retirement Income Security Act

FMAP - Federal Medical Assistance Percentage

FPL - Federal Poverty Level

GAO - Government Accountability Office

HSA - Health Savings Account

HHS-U.S. Department of Health and Human Services

Affordable Care Act (ACA)-Patient Protection and Affordable Care Act
Secretary - Secretary of the U.S. Department of Health and Human Services
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Guiding Principles of

West Virginians for Affordable Health Care

Health care should be a right of citizenship or residency
rather than a privilege of employment.

Our health care system should use limited resources wisely.
Health care cost containment is essential.

Communities, providers, and individuals all have important
responsibilities to promote and protect health.

Quality health care depends on the conscientious, explicit
and judicious use of current best evidence in making
decisions about the care of individual patients.

For more information about our work, please visit our website:

www.wvahc.org
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West Virginians for Affordable Health Care

1544 Lee Street
Charleston, WV 25311
(304) 344-1673
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