
Minutes of the meeting of the Board of Directors of the Cook County Health and Hospitals System held Friday, 
December 18, 2009 at the hour of 7:30 A.M. at John H. Stroger, Jr. Hospital of Cook County, 1901 W. Harrison 
Street, in the fifth floor conference room, Chicago, Illinois. 

  
 

I. Attendance/Call to Order  
 

Chairman Batts called the meeting to order.   
 
Present: Chairman Warren L. Batts, Vice Chairman Jorge Ramirez and Directors David A. Ansell, MD, MPH; 

Hon. Jerry Butler; David Carvalho; Quin R. Golden; Benn Greenspan, PhD, MPH, FACHE; Sister 
Sheila Lyne, RSM; Luis Muñoz, MD, MPH; and Heather E. O'Donnell, JD, LLM (10) 

 
Absent: Director Andrea Zopp (1) 
 
Additional attendees and/or presenters were: 
 
Salim Al-Nurridin 
Michael Ayres 
William T. Foley 
Betty Hancock Perry 
Helen Haynes 
Randolph Johnston 
Maurice Lemon, MD 

Randall Mark 
Stephen Martin, PhD, MPH 
Terry Mason, MD 
Hugh Murphy 
Linda Rae Murray, MD 
Michael Puisis, MD 
John Raba, MD 

Elizabeth Reidy 
Deborah Santana 
Deborah Tate 
Anthony J. Tedeschi, MD, MPH, MBA 
Bruce Washington 
Valerie L. Webb 

 
 

II. Public Speakers  
 
Chairman Batts asked the Secretary to call upon the registered speakers. 
 
The Secretary called upon the following registered public speakers: 
 
1.   Leslie Curtis  Midwest Director, National Nurses Organizing Committee  
2. George Blakemore Concerned Citizen 

    
 

III. Report from Chairman of the Board  
 

 
 

 Chairman Batts stated that due to the length of the agenda, he would not be providing a report at this meeting. 
 
IV. Report from Chief Executive Officer  

 
William T. Foley, Chief Executive Officer of the Cook County Health and Hospitals System, reported on the 
following subjects. 
 

 Cook County Health and Hospitals System 2009 Accomplishments and Future Vision (Attachment #1) 
 

Mr. Foley stated that this presentation contains the mission and information on the System Board, and 
provides an overview of the System and its accomplishments.  It also includes information on the 
challenges the System faces, and the imperatives to change.  It then leads into the strategic plan and the 
vision for the future. 

 
 Illinois Legislative Latino Caucus Conference in Rosemont 

 

Mr. Foley stated that Director Muñoz invited him to attend a recent conference of the Illinois 
Legislative Latino Caucus.  At this conference, Director Carvalho gave a presentation on the health 
reform bills which was very informative and concise; this presentation has been included in the 
Board’s meeting materials for their information (Attachment #2).   
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IV.   Report from Chief Executive Officer (continued) 
 

A. Strategic Plan update  
 

Mr. Foley provided an update on strategic planning efforts.  He presented an overview of the next steps 
and a timetable for the strategic plan process (Attachment #3).  He is recommending that the contract with 
Integrated Clinical Solutions be extended in order to continue with the next steps; he expects this proposed 
contract extension to be on the Finance Committee’s agenda for their January meeting. 
 
Mr. Foley introduced Salim Al-Nurridin, of the Healthcare Consortium of Illinois, who presented a report 
on the strategic planning town hall meetings (Attachment #4).  Mr. Al-Nurridin provided an overview, and 
discussed the input received as a result of these activities and meetings. 
 
Mr. Foley stated that a preliminary meeting was held last week with Dr. Lorrie Jones, who is the Director 
of the Division of Mental Health for the Illinois Department of Human Services.  He stated that the State 
is interested in discussing the possibility of doing something on the Oak Forest Hospital of Cook County 
campus.  He noted that they have a facility in Tinley Park that is closing.  The first alternative proposed is 
to pay for patient days for the State’s mental health patients in the System’s facility.  The second 
alternative proposed is to lease space in a unit at Oak Forest Hospital, where they would provide the 
services.  Mr. Foley stated that there has been only one meeting on the subject; they will be following up 
to study this possibility further. 
 
The Board discussed the subject.  Chairman Batts noted that input received from the town hall meetings 
indicates that there is a great need for mental health services in the community.  In response to a question 
from Director O’Donnell regarding whether the System has the capability to staff the type of services that 
would be necessary under the first option, Mr. Foley responded that, with the exception of Cermak Health 
Services, the System does not currently provide inpatient psychiatric services.  Mr. Foley stated that he 
prefers the second option, in which the State leases space at Oak Forest Hospital and provides their own 
services to their patients. 
 

 
B. Introduction of new Chief Medical Officer, Dr. Terry Mason  
 

Mr. Foley introduced and welcomed the new Chief Medical Officer for the System, Dr. Terry Mason. 
 
C. Progress Report on Facilities Planning Board Settlement Agreement for Project #94-072 

 
Prior to this presentation, Director Carvalho stated for the record that he is a member of the Health 
Facilities Planning Board, so he has abstained from anything relating to this subject when it came before 
the Health Facilities Planning Board or the System Board. 
 
Randall Mark, Director of Intergovernmental Affairs and Policy for the Cook County Health and Hospitals 
System, presented a progress report on the Facilities Planning Board Settlement Agreement for Project 
#94-072 (Attachment #5).  He noted that the Health Facilities Planning Board is now known as the Health 
Facilities and Services Review Board.  He provided an overview of the history surrounding the subject, 
and reviewed the progress that has taken place. 
 
Director Greenspan inquired whether a recent response has been received from the State.  Mr. Mark 
responded that an email response to the May report was received, and he has had a verbal conversation 
with staff on the November report.  
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V. Final Report from Interim Chief Medical Officer  
 

Dr. John Raba presented his final report (Attachment #6) to the Board as Interim Chief Medical Officer.  He 
highlighted several subjects; these subjects included progress on service integration, work on drafting a single 
set of System By-Laws, approval of the 2010 System Quality Plan, efforts towards Cermak’s reaccreditation, 
and physician productivity benchmarking. 
 
The Board and Mr. Foley thanked Dr. Raba for his hard work as the Cook County Health and Hospitals 
System’s first Chief Medical Officer.  Chairman Batts requested that a resolution be drafted for the Board’s 
meeting in January in honor of Dr. Raba. 

 
 

VI. Board and Committee Reports 
 

A. Minutes of the Board of Directors Meeting, November 19, 2009  
 
During the presentation of these minutes, Director Carvalho referenced a discussion at that meeting 
relating to the System’s mandatory policy on employee H1N1 immunizations.  He asked if an update could 
be provided. 
 
Mr. Foley responded that as of December 17, 2009, 51% of the System’s total employees have received 
the vaccination.  Following is data relating to specific affiliate employee vaccination totals:  John H. 
Stroger, Jr. Hospital of Cook County-48%; Cermak Health Services-75%; Cook County Department of 
Public Health-79%; Oak Forest Hospital of Cook County-46%; Provident Hospital of Cook County-60%. 
 
Dr. Stephen Martin, Chief Operating Officer of the Cook County Department of Public Health, provided 
additional information.  He stated that, due to the shortage/delivery slowdown, the date by which all 
employees must receive the vaccine has been extended to March 1, 2010; the goal for March 1st is 100% 
compliance with this policy.  He noted that the data presented needs to be adjusted for those exempted 
from the policy due to medical contraindications.  
 
Director Ansell stated that similar delivery issues have been experienced at Rush, specifically with regard 
to seasonal flu vaccines.  He suggested that the Quality and Patient Safety Committee discuss and track the 
subject further and in more detail. 
 
Vice Chairman Ramirez referenced a recent H1N1 vaccine recall, and asked if that recall affected the 
System.  Dr. Martin responded that the System did not receive any of that lot number which was recalled. 
 
Director Butler, seconded by Director O’Donnell, moved the approval of the minutes of the Board of 
Directors Meeting of November 19, 2009.  THE MOTION CARRIED UNANIMOUSLY. 
 
 

B. **Minutes of the Human Resources Committee Meeting, November 23, 2009 
 
Director Carvalho, seconded by Director Butler, moved the approval of the minutes of the Human 
Resources Committee Meeting of November 23, 2009.  THE MOTION CARRIED UNANIMOUSLY. 
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VI.   Board and Committee Reports (continued) 
 

C. Minutes of the Finance Committee Meeting, November 23, 2009  
 
Director Carvalho, seconded by Director Ansell, moved the approval of the minutes of the Finance 
Committee Meeting of November 23, 2009.  THE MOTION CARRIED UNANIMOUSLY. 
 
 

D. **Minutes of the Quality and Patient Safety Committee Meeting, November 24, 2009 
 
During the presentation of the minutes, Director Ansell noted that the 2010 System Quality Plan was 
reviewed and approved by the Committee at this meeting; Board approval of these minutes will effectuate 
Board approval of the 2010 System Quality Plan.  
 
Director Ansell, seconded by Director Muñoz, moved the approval of the minutes of the Quality and 
Patient Safety Committee Meeting of November 24, 2009.  THE MOTION CARRIED UNANIMOUSLY. 
 
 

E. Minutes of the Finance Committee Meeting, December 11, 2009  
 
i. Proposed redevelopment of the historic Cook County Hospital Main Building for System 

administrative offices 
 

Director Carvalho, seconded by Director Butler, moved the approval of the minutes of the Finance 
Committee Meeting of December 11, 2009.   
 

During Director Carvalho’s presentation of the minutes, a discussion was held on the request to amend 
and increase the contract with the Oland Group, for assistance with the coordination and management 
of all existing and planned consulting contracts, and for further review of the System for opportunities 
for consolidation, standardization and additional performance improvement opportunities.  Mr. Foley 
provided additional information on the request.  He stated that this will extend the contract through 
September 2010 for Jeanene Johnson, Director of the Office of Performance Improvement, and 
includes the provision of three additional staff.  Director Ansell stated that it would be useful to more 
fully understand Ms. Johnson’s role from a programmatic standpoint at a future meeting. 
 
The Board held an extensive discussion on the proposed redevelopment of the historic Cook County 
Hospital Main Building for System administrative offices.   
 
Director Carvalho provided a brief summary of the item, noting that the County Board is seeking the 
System Board’s input and advice on the proposal; he stated that he believes that the final decision rests 
with the County Board.  At the December 11th Finance Committee meeting, he requested additional 
information on the System’s space needs, as he believes that the System’s needs should be examined 
before a location or building is chosen.  Information has been provided in response to that request. 
 
Director Butler stated for the record that he strongly objects to the expenditure of $24 million on the 
re-use of the old Cook County Hospital Building, and indicated that he would be voting no on the 
proposal.  He stated his reasons for his objection - he believes that the redevelopment of the building 
has nothing to do with the mission of the Cook County Health and Hospitals System, and feels that 
spending $24 million to rehabilitate the existing building is a waste of money.   
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VI.  Board and Committee Reports (continued) 
 

E. Minutes of the Finance Committee Meeting, December 11, 2009 (continued) 
 

Director Ansell stated that he would also be voting no on the proposal, and suggested that the item be 
divided from the report and voted upon separately. 

 
Director Carvalho, seconded by Director Greenspan, moved to amend the motion, to approve the minutes 
of the Finance Committee Meeting of December 11, 2009, with the exception of the Finance Committee’s 
recommendation on the item relating to the proposed redevelopment of the Cook County Hospital Main 
Building for System administrative offices.  THE MOTION CARRIED UNANIMOUSLY. 
 
Director Carvalho, seconded by Director Ansell, moved the approval of the Finance Committee’s 
recommendation on the item relating to the proposed redevelopment of the Cook County Hospital Main 
Building for System administrative offices. 
 

The Board continued their discussion of the item.   
 
Vice Chairman Ramirez stated that he thought this was a Cook County Board issue.  Bruce 
Washington, Director of Cook County’s Office of Capital Planning and Policy, confirmed that the 
decision lies with the County Board.  However, a formal acknowledgement that System administrative 
staff will relocate into that building is being requested from the System Board.  He continued, noting 
that if the System Board chose to not relocate their staff in that building, the next phase would be to 
find lease space to house staff currently located in the Polk Building, because the Polk Building is 
slated for demolition.   
 
In response to questions relating to the specific request before the Board, it was clarified that, if the 
System Board approves the Finance Committee’s recommendation on the item, the System Board 
acknowledges that it will relocate its administrative staff and personnel from the 1900 West Polk 
Building to the redeveloped Cook County Hospital Building upon completion. 
 
Director Carvalho noted that the 2005 Master Plan stated that 500,000 square feet was needed; the old 
Cook County Hospital Building is only 300,000 square feet.  He inquired whether the needs have 
changed.  If these needs have not changed, are there other plans to locate 200,000 square feet that the 
old Hospital Building will not be able to provide? 
 
Mr. Washington stated that the System needs about 300,000 square feet.  He stated that the 2005 
Master Plan was the first plan that was done.  There have been two additional studies done since then; 
one study was done by his office in 2007 that spoke to the relocation to that building.  The building is 
large enough, but not too large, to house the entire staff currently housed at the Polk Building.  
Discussion continued regarding the number of staff currently housed at the Polk Building; Mr. Foley 
confirmed that the total number of staff housed at the Polk Building is nine hundred. 
 
Chairman Batts stated that the Polk Building needs to be replaced.  Whatever the County provides, 
whether it is new or rehabilitated, that has adequate space and is contiguous to the System’s 
operations, he believes the System staff would need to move there. 
 
Mr. Foley stated that from a management perspective, the Polk Building is going to be torn down, so 
staff has to move somewhere.  One concern he had was whether the old hospital building can be 
retrofitted for quality office space, and his other concern related to whether there would be sufficient 
space.  The information provided has addressed these concerns, and he believes that it is a reasonable 
alternative. 
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VI.  Board and Committee Reports (continued) 
 

E. Minutes of the Finance Committee Meeting, December 11, 2009 (continued) 
 

Director Ansell referenced the comments made by Director Butler regarding the cost for rehabilitation 
of the old building.  He indicated that the question surrounding the replacement of Fantus Clinic 
should be a higher priority than this issue.   
 
Hugh Murphy, of Jones Lang LaSalle, provided information on the cost projections for new 
construction and rehabilitation of the existing building.  The additional cost to rehabilitate the old 
building ($24 million cost referenced by Director Butler) would be offset by TIF funds that would only 
be available for redevelopment.  As a result of this, the cost to the County would be generally the same 
for either option.   
 
Director O’Donnell stated that she has a problem with the idea of tapping into other public resources 
that may be available; she stated that she doesn’t think that is acting fiscally responsible.   
 

On the motion to approve the Finance Committee’s recommendation on the item relating to the proposed 
redevelopment of the historic Cook County Hospital Main Building for System administrative offices, a roll 
call was taken at the request of Director Butler, the votes of yeas and nays being as follows: 
 
Yeas:  Chairman Batts, Vice Chairman Ramirez and Directors Carvalho and Muñoz (4) 
 

Nays:  Directors Ansell, Butler, Golden, Greenspan and O’Donnell (5) 
 

Present:  Director Lyne (1) 
 

Absent:  Director Zopp (1) 
 
THE MOTION FAILED. 
 

Mr. Foley suggested that a motion be made that states, while the Board doesn’t agree with the concept 
or cost of saving the old building, if the County Board agrees to do it, the System Board will be 
agreeable to move into a new or rehabilitated building.  Additionally, Mr. Foley stated that he will 
provide to the Board more detailed information on which staff and departments are currently housed in 
the Polk Building. 

 
Director Muñoz, seconded by Director O’Donnell, made the following motion:  With reservations on saving 
the old Cook County Hospital Building, and noting that the System Board is not in agreement with the 
proposed redevelopment of the old Cook County Hospital Building, nevertheless, the System Board agrees to 
move System administrative offices into any building on the Stroger Campus.   
 
A roll call was taken, the votes of yeas and nays being as follows: 

 
Yeas: Chairman Batts, Vice Chairman Ramirez and Directors Ansell, Carvalho, Golden, 

Greenspan, Lyne, Muñoz and O’Donnell (9) 
 

Nays:  Director Butler (1) 
 

Absent:  Director Zopp (1) 
 

THE MOTION CARRIED. 
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VI.  Board and Committee Reports (continued) 

 
E. Minutes of the Finance Committee Meeting, December 11, 2009 (continued) 

 
Chairman Batts, seconded by Director Ansell, made the following motion:  the System Board urges the 
County Board to move as expeditiously as possible to rebuild the Fantus Clinic and complete the parking 
garage, in order to serve patients more quickly and effectively. 

 
Mr. Foley noted that regardless of the outcome of this issue, work on the parking garage continues; 
groundbreaking is scheduled for the second quarter of 2010.  Additionally, with regard to Fantus Clinic, he 
suggested that the outcome of the strategic plan will determine the location and substance of Fantus Clinic. 

 
Following discussion, Chairman Batts withdrew his motion. 
 

 
F. Minutes of the Audit and Compliance Committee Meeting, December 11, 2009 

 
Director Muñoz, seconded by Director Lyne, moved the approval of the minutes of the Audit and 
Compliance Committee Meeting of December 11, 2009.  THE MOTION CARRIED UNANIMOUSLY. 
 

 
VII. Recommendations, Discussion/Information Items 
 

A. Update on Contract Compliance activities 
 

Betty Hancock Perry, Director of the Cook County Office of Contract Compliance, provided an update on 
contract compliance activities.  During her presentation, she noted that they are in the process of 
implementing a software system that will assist in tracking contracts from beginning to end.  She also 
noted that over the past two months, her office has conducted workshops for minority and women 
vendors, putting these vendors in the same room with group purchasing organizations (GPOs).  
 
Director Carvalho noted that for previous years, it has been difficult to segregate the System contracts 
from the rest of the County contracts, in order to review and compare the participation efforts from year to 
year.  Ms. Hancock Perry responded that in previous years, all of the participation effort data was 
compiled collectively; however, now System contracts are reviewed and the data is compiled separately 
from the other County contracts. After further discussion, Ms. Hancock Perry stated that her office can 
manually collect the participation data from 2008, so a comparison can be made to the 2009 data.  

 
  

B. Proposed 2010 Meeting Dates for the Human Resources Committee  
 

Director Ansell, seconded by Vice Chairman Ramirez, moved the approval of the proposed 2010 meeting 
dates for the Human Resources Committee (Attachment #7).  THE MOTION CARRIED 
UNANIMOUSLY. 
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VII. Recommendations, Discussion/Information Items (continued) 
 
C. Proposed Resolutions  
 

i. Resolution honoring Valerie L. Webb, President of the Illinois Public Health Association 
 

Director Butler, seconded by Director Greenspan, moved the approval of the proposed resolution 
honoring Valerie L. Webb, President of the Illinois Public Health Association (Attachment #8).  THE 
MOTION CARRIED UNANIMOUSLY. 
 

ii. Resolution honoring Dr. Linda Rae Murray, President-elect of the American Public Health 
Association 

 

Director Butler, seconded by Director Greenspan, moved the approval of the proposed resolution, 
honoring Dr. Linda Rae Murray, President-elect of the American Public Health Association 
(Attachment #9).  THE MOTION CARRIED UNANIMOUSLY. 
 

D. Proposed Agreement to amend for the purpose of extending the Affiliation Agreement between 
Cook County and Advocate Health and Hospitals Corporation d/b/a Advocate-Lutheran General 
Hospital 

 
Dr. Maurice Lemon, Chief Medical Officer of John H. Stroger, Jr. Hospital of Cook County, presented 
information on the proposed Agreement. 
 
Director Lyne, seconded by Director Greenspan, moved the approval of the proposed Agreement to 
amend for the purpose of extending the Affiliation Agreement between Cook County and Advocate 
Health and Hospitals Corporation d/b/a Advocate-Lutheran General Hospital.  THE MOTION CARRIED 
UNANIMOUSLY. 

 
VIII. Action Items 

 

A. Any items listed under Sections VI, VII and IX  
 
 
 

IX. Closed Session Discussion/Information Items  
 

A. **Minutes of the Human Resources Committee Meeting, November 23, 2009 
B. **Minutes of the Quality and Patient Safety Committee Meeting, November 24, 2009 
 

Director Butler, seconded by Director O’Donnell, moved to recess the regular session and convene into 
closed session, pursuant to the following exceptions to the Illinois Open Meetings Act:  5 ILCS 
120/2(c)(2), regarding “collective negotiating matters between the public body and its employees or their 
representatives, or deliberations concerning salary schedules for one or more classes of employees,” 5 
ILCS 120/2(c)(1), regarding “the appointment, employment, compensation, discipline, performance, or 
dismissal of specific employees of the public body or legal counsel for the public body, including hearing 
testimony on a complaint lodged against an employee of the public body or against legal counsel for the 
public body to determine its validity,” 5 ILCS 120/2(c)(11), regarding “litigation, when an action against, 
affecting or on behalf of the particular public body has been filed and is pending before a court or 
administrative tribunal, or when the public body finds that an action is probable or imminent, in which 
case the basis for the finding shall be recorded and entered into the minutes of the closed meeting,” and 5 
ILCS 120/2(c)(17), regarding “the recruitment, credentialing, discipline or formal peer review of 
physicians or other health care professionals for a hospital, or other institution providing medical care, that 
is operated by the public body.” THE MOTION CARRIED UNANIMOUSLY.  
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IX.   Closed Session Discussion/Information Items (continued) 
 
Chairman Batts declared that the closed session was adjourned.  The Board reconvened into regular 
session.    

 
X. Adjourn  

 
Director Butler, seconded by Director Greenspan, moved to adjourn.  THE MOTION CARRIED 
UNANIMOUSLY AND THE MEETING ADJOURNED. 

 

 

 
Respectfully submitted, 
Board of Directors of the  
Cook County Health and Hospitals System 
 
 

 
XXXXXXXXXXXXXXXXXXXXX 
Warren L. Batts, Chairman 

 
Attest: 
 
 
 
XXXXXXXXXXXXXXXXXXXXXX 
Deborah Santana, Secretary   
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COOK COUNTY HEALTH AND COOK COUNTY HEALTH AND 
HOSPITALS SYSTEM

2009 Accomplishments and Future Vision

December, 2009
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Our Mission 

“To deliver integrated health services with dignity and respect To deliver integrated health services with dignity and respect 

regardless of a patient’s ability to pay; foster partnerships with 
other health providers and communities to enhance the health of 
the public; and advocate for policies which promote and protect 
the physical, mental and social well being of the people of Cook 

County.”Cou ty.
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Who we are
A diverse group of dedicated professionals make up the CCHHS 

leadership team. 
Governance Board

Eleven member Board is comprised of a diverse group of community 
and business leaders.

Board includes healthcare executives, physicians, business, public policy, 
civic and labor leaders.

CCCHS Managementg

Healthcare and corporate professionals recruited to lead the System.

CEO William Foley has over 35 years of healthcare experience.

COO & CFO h  d d  f h l h d i i i  d bli  COO & CFO have decades of health administration and public 
healthcare experience.

CMO Dr. Terry Mason is highly respected as the former Commissioner 
f l h f  h   f hof Health for the City of Chicago.
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Working smarterWorking smarter
Since assuming leadership of the healthcare system, we have been able to 

generate additional revenues and reduce costs.g

• Efficiencies in the System and enhanced revenue collections have resulted in 
financial improvement of in excess of $350M:

• $20M annualized savings from entering into a Group Purchasing Organization 
(GPO) agreement which combines us with other healthcare systems to buy 
supplies in bulk at reduced costs.

• $75M improvement in revenue cycle. Implementation of improved processes 
and procedures in registration  coding  and billingand procedures in registration, coding, and billing.

• $65-72M opportunity from performance improvement project including $60M 
in savings from rebalancing our staff and eliminating excess staffing.

• $200M in new federal funding obtained from the Disproportionate Share 
Hospital Program (DSH) to help fund indigent care and the Federal Stimulus osp ta  og a  ( S ) to e p u  ge t ca e a  t e e e a  St u us 
Program.

• County tax subsidy reduced from $382M in FY2009 to $308M in FY2010 – a 
19% reduction.
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Working together
We have engaged the community and are pursuing partnerships with 

other healthcare providers.p

Town Halls: we held 14 Town Hall meetings throughout the County, 
hi   1 500 id t  t  i  i t f  th  it   reaching over 1,500 residents to receive input from the community on 

our strategic plan, “Vision 2015.”

Budget hearings: for the first time, we conducted our own budget 
h  f  h  bl   f  h  Chearings for the public – separate from the County.

Partnerships: we have engaged other providers to pursue collaborative 
relationships to expand access and enhance care for our patients. 

Reaching out: we sought the input of dozens of community groups, 
healthcare advocates and other interested parties for feedback on our 
strategic plan.
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From the ground up
We are laying the foundation for the future of healthcare in Cook 

County.y

Technology: we are implementing our Enterprise Resource Planning 
System (ERP) in the areas of finance, contract procurement, and human y ( ) p
resources to give us state-of-the-art decision support business tools. We are 
upgrading our Cerner IT system moving toward the goal of an Electronic 
Medical Record. 

Transparency: we have created a system website that includes all of our 
contract information, bidding requirements and job postings.

Consistency: we are developing and updating policies  procedures and job Consistency: we are developing and updating policies, procedures and job 
descriptions to bring consistency and accountability to the Health System.
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Challenges we faceg
We are addressing the issues, but still face some obstacles.

Inaccessibility

Limited resources

I ff ti  fi tiIneffective configuration

Fragmented care delivery

Outdated systems and technologyy gy

Low staff morale

Low patient satisfaction
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Why we have to acty
We can’t be complacent, action needs to be taken.

Health system is not operating up to its potential

Medicine has changed, so must we

We can’t afford not to change

System is ineffective and inefficient

Burden on taxpayers will continue to grow without interventionp y g

Page 18 of 104



Looking ahead
We begin FY2010 with goals and strategies that will make us more 

patient-focused and employee driven.p f p y
Image: we are working to revamp our image in the community by 
highlighting our successes such as our world-class Trauma 
Center/Emergency Department  our Infectious Disease/AIDS Center Center/Emergency Department, our Infectious Disease/AIDS Center 
(CORE), our Burn Unit, and the work of our dedicated staff.

Patient focused: assuring that our patients – and their care – are at the center 
f ll  d  W   d l i  fi t l  lit  ti t f t  d i k of all we do. We are developing first-class quality, patient safety and risk 

management functions for our System.

Diversity: recognize diverse nature of our patients, build cultural 
competencies, and build diverse leadership and staff.

Planning: we are developing a vision for the future determining how we can 
best invest our resources to expand access and enhance care and service for 
our patients, “Vision 2015.”

Page 19 of 104



Vision 2015Vision 2015
Proposed Vision Statement

“In support of its public health mission  CCHHS will be  In support of its public health mission, CCHHS will be  
recognized locally, regionally, and nationally —and by 
patients and employees—as a progressively evolving 
model for an accessible  integrated  patient centered  model for an accessible, integrated, patient-centered, 
and fiscally-responsible healthcare system focused on 
assuring high-quality care and improving the health of 
the residents of Cook County ”the residents of Cook County.
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Vision 2015Vision 2015
Proposed Goals 

I. Access to Healthcare Services – expand access

II. Quality, Service Excellence & Cultural Competency –
enhance care and service for our patientsenhance care and service for our patients

III. Service Line Strength –Trauma/Emergency, Infectious 
Disease/AIDS Center, Surgery, Women/Children’s Health

IV. Staff Development – employee satisfaction, education and 
training

V. Leadership and Stewardship – leadership development and 
accountability
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Health Care Reform
Where are we now?

December 2009December 2009

A comparison of HR 3962 (Affordable 
Health Care for America Act) and
HR 3590 (Patient Protection andHR 3590 (Patient Protection and 

Affordable Care Act)
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Overview SummaryOverview Summary

• The Senate's "Patient Protection andThe Senate s  Patient Protection and 
Affordable Care Act" is the counterpart to the 
House’s “Affordable Health Care for AmericaHouse s  Affordable Health Care for America 
Act,” which was adopted on November 7, 
2009 in an historic House vote of 220 to 2152009 in an historic House vote of 220 to 215 

• Health care coverage and reform measures 
under Senate HR 3590 are similar to those inunder Senate HR 3590 are similar to those in 
House HR 3962
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Overview SummaryOverview Summary

• However most fiscal aspects of the SenateHowever, most fiscal aspects of the Senate 
health care reform plan differ considerably 
from the House planfrom the House plan
– funding sources

decreased employer penalties for not offering– decreased employer penalties for not offering 
health insurance to employees

– decreased taxpayer penalties for not obtaining– decreased taxpayer penalties for not obtaining 
mandated coverage
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OverviewOverview

HR 3590 (Senate Bill)  HR 3962 (House Bill)
• Requires US Citizens and 

legal residents to have health 
insurance

b d h l h

• Requires all but low income 
to have health insurance

• Creates national health 
h f• Creates state based health 

exchanges for people to buy 
low cost insurance 

• Penalties for employers who

insurance exchange for 
individuals and small 
businesses to get low cost 
insurance• Penalties for employers who 

do not provide coverage
• New national regulations on 

exchange individual and

insurance
• Penalties for employers who 

do not provide coverage
• New national regulations onexchange, individual and 

small group markets
• Expands Medicaid to 133% of 

FPL

New national regulations on 
exchange and small group 
markets

• Expands Medicaid to 150% of p
FPL
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Fiscal OverviewFiscal Overview

HR 3590 (Senate Bill) HR 3962 (House Bill)HR 3590 (Senate Bill) 

• Reduces the federal deficit 
by $130 billion over the 

HR 3962 (House Bill)

• Reduces the federal deficit 
by $104 billion over the 

2010‐2019 period

• Raises the percentage of 
Americans with health care

2010–2019 period

• Raises the percentage of 
Americans with health careAmericans with health care 

coverage from 83% to 94% 

• Will save Medicare and 

Americans with health care 
coverage to 96% 

• Will save Medicare and 
Medicaid $491 billion over 
10 years

Medicaid $426 billion over 
10 years

Page 27 of 104



Health Care CoverageHealth Care Coverage

Similarities DifferencesSimilarities

• Both plans offer four levels 
of coverage for participants 

Differences

• Under the Senate bill, States 
may opt‐out of allowing the 

to chose from, with 
differing levels of financial 
coverage

public plan to be provided 
to their residents

• The House bill expandscoverage

• Undocumented immigrants 
are not covered by either 

• The House bill expands 
Medicaid to 150% of  FPL; 
Senate bill to 133% of FPL 

plan

• Federal authorities would 
establish “essential benefits

(Both provide initial Federal 
support of Medicaid 
expansions, with phase establish  essential benefits 

package”

p , p
downs)
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Individual MandatesIndividual Mandates

HR 3590 (Senate Bill) HR 3962 (House Bill)HR 3590 (Senate Bill)
• Requires U.S. citizens and 

legal residents to have 
h l h i

HR 3962 (House Bill)

• Requires all but low income 
to have health insurance

health insurance
• Those without coverage pay 

a tax penalty of $750 per 

• Those without coverage pay 
a penalty of 2.5% of income 
that exceeds $9 350 forperson, flat fee ($2,250  

max per family)
• Exemptions include below

that exceeds $9,350 for 
single, and $18,700 for 
couplesExemptions include below 

100% FPL, undocumented 
immigrants and if insurance 
exceeds 8% of income

• Cap at the cost of average 
premium in the exchange

exceeds 8% of income
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Employer RequirementsEmployer Requirements

HR 3590 (Senate Bill) HR 3962 (House Bill)HR 3590 (Senate Bill)

• Employers  with more than 
50 employees that do not 

HR 3962 (House Bill)

• Employers must offer 
coverage to employees or 

offer coverage, and have at 
least one employee who 
receives premium

else pay a few of 8% of 
payroll  (“pay or play”)

• Small employer withreceives premium 
assistance under this plan, 
must pay a fee of $750 per 
f ll ti l

• Small employer with 
payrolls less than $500,000 
are exempt

full time employee
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Cost SubsidiesCost Subsidies

HR 3590 (Senate Bill) HR 3962 (House Bill)HR 3590 (Senate Bill)

• Subsidies provided on a 
sliding scale to individuals 

HR 3962 (House Bill) 

• Subsidies provided on a 
sliding scale to individuals 

and families with annual 
incomes between 100% to 
400% of the poverty level

and families with annual 
incomes between 133% to 
400% of the poverty level400% of the poverty level

• Subsidies available through 
state based health 

400% of the poverty level

• Subsidies available through 
national health insurance 

insurance exchanges plan exchange plans
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Mandating Private InsurersMandating Private Insurers

• HR 3590 and HR 3962 both mandate that private insurersHR 3590 and HR 3962 both mandate that private insurers

– Accept all applicantsp pp

– Not charge higher premiums if a person becomes ill

– Not use  pre‐existing conditions to limit or disallow p g
coverage

– Allow children to remain on parent’s insurance through 
age 26 (Senate) or age 27 (House)

– Eliminate lifetime caps on coverage expenditures
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Additional RevenueAdditional Revenue

HR 3590 (Senate Bill) HR 3962 (House Bill)HR 3590 (Senate Bill)
• Tax on employer‐provided 

"Cadillac plans," which have 
employer paid annual

HR 3962 (House Bill)

• New income taxes on 
individuals $500,000 employer‐paid annual 

premiums over $23,000 for 
families and $8,500 for 
individuals 

annually and families 
earning more than 1 
millions dollar annually

• 5% tax on elective cosmetic 
surgeries 

• New fees on health insurers

millions dollar annually

• 8% fee charged to all 
companies not providing New fees on health insurers 

and pharmaceutical 
companies.

healthcare benefits to 
employees. 
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State RoleState Role

HR 3590 (Senate Bill) HR 3962 (House Bill)HR 3590 (Senate Bill)
• Creates an American Health 

Benefit Exchange and a Small 

HR 3962 (House Bill)
• Implements the Medicaid 

eligibility expansions and the 
Business Health Options 
Program (SHOP) Exchange for 
individuals and small 

specified changes with respect 
to provider payment rates, 
benefit enhancements, quality 

businesses and provides 
oversight of health plans with 
regard to the new insurance 

improvement, and program 
integrity. 

market regulations.
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State RoleState Role

HR 3590 (Senate Bill) HR 3962 (House Bill)HR 3590 (Senate Bill)
• Enrolls newly eligible Medicaid 

beneficiaries into the Medicaid 

HR 3962 (House Bill)
• Maintains Medicaid eligibility 

standards, methodologies, or 
program no later than January 
2014, coordinate enrollment 
with the new Exchanges, and 

procedures that were in place 
as of June 16, 2009 as a 
condition of receiving federal 

implements other specified 
changes to the Medicaid 
program. 

Medicaid matching payments 
and extends the maintenance 
of eligibility requirement for 
children in Medicaid expansion 
CHIP programs with incomes 
above 150% FPL. 
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State RoleState Role

HR 3590 (Senate Bill) HR 3962 (House Bill)HR 3590 (Senate Bill)
• Maintains current Medicaid 

and CHIP eligibility levels for 

HR 3962 (House Bill)
• Requires CHIP maintenance of 

eligibility to June 16, 2009 
children until 2019 and 
maintain current Medicaid 
eligibility levels for adults until 

through December 31, 2013.

• Establishes a Memorandum of 
Understanding with the Health 

the Exchange is fully 
operational. 

g
Insurance Exchange to 
coordinate enrollment of 
individuals in Exchange individuals in xchange
participating health plans and 
under the state’s Medicaid 
program.program.
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State RoleState Role

HR 3590 (Senate Bill) HR 3962 (House Bill)HR 3590 (Senate Bill)
• Establishes an office of health 

insurance consumer assistance 

HR 3962 (House Bill)

• States may determine 
eligibility for affordability 

or ombudsman program to 
serve as an advocate for 
people with  private coverage 

credits through the Health 
Insurance Exchange.

in the individual and small 
group markets. (Federal grants 
available beginning fiscal year 
2010)
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Abortion CoverageAbortion Coverage

• Stupak Amendment: (House Version)Stupa e d e t: ( ouse e s o )
– No funds authorized or appropriated by the Act may 
be used to pay for any abortion or to cover any part of 
th t f h lth l th t i l d fthe costs of any health plan that includes coverage of 
abortion, except in the case where a woman suffers 
from a physical disorder, physical injury, or physical 
illness that would, as certified by a physician, place 
the woman in danger of death unless an abortion is 
performed, including a life‐endangering physicalperformed, including a life endangering physical 
condition caused by or arising from the pregnancy 
itself, or unless the pregnancy is the result of an act of 
rape or incestrape or incest.
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STATUS OF THE BILLSTATUS OF THE BILL

Condon, 2009, cbsnews.comCondon, 2009, cbsnews.com
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The Impact of Health 
fReform on Latinos

Will Provide Health Coverage for Some of the Uninsured g
• Many Latinos  are currently uninsured  –
approximately 32% of Latinos under the age of 65 do 

t h inot have insurance 
• Undocumented immigrants are largely uninsured and 
not covered by public healthcare programs, such asnot covered by public healthcare programs, such as 
Medicaid (except AllKids), and will remain so

• By 2050, Latinos will compose a quarter of Americans 
between the ages 50‐69, making healthcare 
accessibility a concern especially for Latinos age 50 and 
older.older.
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The Impact of Health 
fReform on Latinos

Increased Access to Care should reduce disparitiesIncreased Access to Care should reduce disparities

• Latinos  suffer from health disparities in deaths 
related to a number of medical problems, includingrelated to a number of medical problems, including 
obesity, asthma, lung cancer, liver cancer, stomach 
cancer, diabetes, cardiovascular disease, stroke, 
HIV/AIDS

• In 2008 the National Institute of Health reported 
that 10.4 % of Latinos over the age of 20 had 
Diabetes
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Post “Health Care Reform” GoalsPost  Health Care Reform  Goals

• Increase Cultural Competence in the HealthIncrease Cultural Competence in the Health 
Community, to build trust with neighboring 
communities

• Improve health awareness  for disparity 
groups through community outreach and 
preventative health interventions

• Provide health insurance for undocumented 
immigrants living in the U.S./Protect the 
Safety Net

Page 42 of 104



ReferencesReferences

• wwwwhitehouse govwww.whitehouse.gov

• www.lulac.org

i di• www.newamericanmedia.org 

• www.medicalnewstoday.com

• www.cbsnews.com

• www kff org ‐ (Kaiser Family Foundation)www.kff.org  (Kaiser Family Foundation)

Page 43 of 104



AffordAble HeAltH CAre for AmeriCA ACt (H.r. 3962) — last modified:  November 23, 2009  �

Comprehensive health reform legislation is currently being debated in Congress. On November 7, 2009, the U.S. House of Representatives passed the Affordable Health Care for 
America Act and the U.S. Senate introduced the Patient Protection and Affordable Care Act on November 18, 2009. The following summaries of these bills focus on provisions to expand 
health care coverage, control health care costs, and improve the health care delivery system. These summaries will be updated to reflect changes made during the legislative process.

House Leadership Bill 
Affordable Health Care for America Act (H.R. 3962)

Senate Leadership Bill 
Patient Protection and Affordable Care Act (H.R. 3590)

Date plan announced October 29, 2009 (passed by the House November 7, 2009) November 18, 2009

Overall approach  
to expanding access  
to coverage 

Require most individuals to have health insurance. Create a Health 
Insurance Exchange through which individuals and smaller employers 
can purchase health coverage, with premium and cost-sharing credits 
available to individuals/families with incomes up to 400% of the federal 
poverty level (the poverty level is $18,310 for a family of three in 2009). 
Require employers to provide coverage to employees or pay into a 
Health Insurance Exchange Trust Fund, with exceptions for certain small 
employers, and provide certain small employers a credit to offset the costs 
of providing coverage. Impose new regulations on plans participating in the 
Exchange and in the small group insurance market. Expand Medicaid to 
150% of the poverty level.

Require most U.S. citizens and legal residents to have health insurance. 
Create state-based American Health Benefit Exchanges through which 
individuals can purchase coverage, with premium and cost-sharing credits 
available to individuals/families with income between 100-400% of the 
federal poverty level (the poverty level is $18,310 for a family of three in 
2009) and create separate Exchanges through which small businesses 
can purchase coverage. Require employers to pay penalties for employees 
who receive tax credits for health insurance through an Exchange, with 
exceptions for small employers. Impose new regulations on health plans 
in the Exchanges and in the individual and small group markets. Expand 
Medicaid to 133% of the federal poverty level.

Individual mandate • Require individuals to have “acceptable health coverage”. Those without 
coverage pay a penalty of 2.5% of their adjusted income above the filing 
threshold up to the cost of the average national premium for self-only 
or family coverage under a basic plan in the Health Insurance Exchange. 
Exceptions granted for those with incomes below the filing threshold 
(in 2009 the threshold for taxpayers under age 65 is $9,350 for singles 
and $18,700 for couples), religious objections and financial hardship. 
(Effective January 1, 2013)

• Require U.S. citizens and legal residents to have qualifying health 
coverage. Those without coverage pay a tax penalty of $750 per year 
up to a maximum of three times that amount ($2,250) per family. The 
penalty will be phased-in according to the following schedule:  $95 
in 2014; $350 in 2015; and $750 in 2016. Beginning after 2016, the 
penalty will be increased annually by the cost-of-living adjustment. 
Exemptions will be granted for financial hardship, religious objections, 
American Indians, those without coverage for less than three months, 
undocumented immigrants, incarcerated individuals, if the lowest cost 
plan option exceeds 8% of an individual’s income, and if the individual has 
income below 100% of the poverty level.

Employer requirements • Require employers to offer coverage to their employees and contribute 
at least 72.5% of the premium cost for single coverage and 65% of the 
premium cost for family coverage of the lowest cost plan that meets the 
essential benefits package requirements or pay 8% of payroll into the 
Health Insurance Exchange Trust Fund. (Effective January 1, 2013)

• Assess employers with more than 50 employees that do not offer 
coverage and have at least one full-time employee who receives a 
premium tax credit a fee of $750 per full-time employee. Employers 
with more than 50 employees that offer coverage but have at least one 
full-time employee receiving a premium tax credit, will pay the lesser of 
$3,000 for each employee receiving a premium credit or $750 for each 
full-time employee. For employers that impose a waiting period before

Health Reformon
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AffordAble HeAltH CAre for AmeriCA ACt (H.r. 3962) — last modified:  November 23, 2009  2

House Leadership Bill 
Affordable Health Care for America Act (H.R. 3962)

Senate Leadership Bill 
Patient Protection and Affordable Care Act (H.R. 3590)

Employer requirements  
(continued)

• Eliminate or reduce the pay or play assessment for small employers with 
annual payroll of less than $750,000:
– Annual payroll less than $500,000: exempt
– Annual payroll between $500,000 and $585,000: 2% of payroll;
– Annual payroll between $585,000 and $670,000: 4% of payroll;
– Annual payroll between $670,000 and $750,000: 6% of payroll.
(Effective January 1, 2013)

• Require employers that offer coverage to automatically enroll into the 
employer’s lowest cost premium plan any individual who does not elect 
coverage under the employer plan or does not opt out of such coverage. 
(Effective January 1, 2013)

• Require a government study of the impact of employer responsibility 
requirements and recommend to Congress whether an employer 
hardship exemption is appropriate. (Report due January 1, 2012)

 employees can enroll in coverage, require payment of $400 for any full-
time employee in a 30-60 day waiting period and $600 for any employee 
in a 60-90 day waiting period. (Effective January 1, 2014)

• Exempt employers with 50 or fewer employees from any of the above 
penalties.

• Require employers with more than 200 employees to automatically 
enroll employees into health insurance plans offered by the employer. 
Employees may opt out of coverage.

Expansion of public 
programs

• Expand Medicaid to all individuals under age 65 (children, pregnant 
women, parents, and adults without dependent children) with incomes 
up to 150% FPL. Provide Medicaid coverage for all newborns who lack 
acceptable coverage and provide optional Medicaid coverage to low-
income HIV-infected individuals (with enhanced matching funds) until 
2013 and for family planning services to certain low-income women. In 
addition, increase Medicaid payment rates for primary care providers 
to 100% of Medicare rates by 2012. Require states to submit a state 
plan amendment specifying the payment rates to be paid under the 
state’s Medicaid program. The coverage expansions (except the optional 
expansions) and the enhanced provider payments will be financed 
with 100% federal financing through 2014 and 91% federal financing 
beginning in year 2015. (Effective January 1, 2013) 

• Repeal the Children’s Health Insurance Program (CHIP) and require 
enrollees in separate state CHIP programs with incomes above 150% 
FPL to obtain coverage through the Health Insurance Exchange 
beginning in 2014. Children with incomes above 150% of poverty enrolled 
in Medicaid-expansion CHIP programs will keep Medicaid coverage and 
states will receive the enhanced CHIP match rate for these children 
starting in 2014. CHIP enrollees with incomes between 100% and 150% 
FPL will be transitioned to Medicaid and states will receive the CHIP 
enhanced match rate for children above current levels and up to 150% 
FPL. Require a report to Congress with recommendations to ensure that 
coverage in the Health Insurance Exchange is comparable to coverage 
under an average CHIP plan and that there are procedures to transfer 
CHIP enrollees into the exchange without interrupting coverage or with a 
written plan of treatment. (Report due by December 31, 2011)

• Expand Medicaid to all individuals under age 65 (children, pregnant 
women, parents, and adults without dependent children) with incomes 
up to 133% FPL based on modified adjusted gross income (MAGI) (to 
be implemented in 2014). All newly eligible adults will be guaranteed 
a benchmark benefit package that at least provides the essential 
health benefits. Require states to provide premium assistance to any 
Medicaid beneficiary with access to employer-sponsored insurance if 
it is cost-effective for the state. To finance the coverage for the newly 
eligible (those who were not previously eligible for a full benchmark 
benefit package or who were eligible for a capped program but were not 
enrolled), states will receive 100% federal funding for 2014 through 2016. 
Beginning in 2017, financing for the newly eligible will be shared between 
the states and the federal government through an increase in the federal 
medical assistance percentage (FMAP). For states that already cover 
adults with incomes above 100% FPL, the percentage point increase in 
the FMAP will be 30.3 in 2017 and 31.3 in 2018. For all other states, the 
percentage point increase in the FMAP will be 34.3 in 2017 and 33.3 in 
2018. Beginning in 2019, all states will receive an FMAP increase of 32.3 
percentage points for the newly eligible. 

• Require states to maintain current income eligibility levels for children 
in Medicaid and the Children’s Health Insurance Program (CHIP) until 
2019. CHIP benefit package and cost-sharing rules will continue as 
under current law. Beginning in 2014, states will receive a 23 percentage 
point increase in the CHIP match rate up to a cap of 100%. CHIP-eligible 
children who are unable to enroll in the program due to enrollment caps 
will be eligible for tax credits in the state Exchanges. 
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House Leadership Bill 
Affordable Health Care for America Act (H.R. 3962)

Senate Leadership Bill 
Patient Protection and Affordable Care Act (H.R. 3590)

Premium and cost-
sharing subsidies  
to individuals

• Provide affordability premium credits to eligible individuals and families 
with incomes up to 400% FPL to purchase insurance through the Health 
Insurance Exchange. The premium credits will be based on the average 
cost of the three lowest cost basic health plans in the area and will be set 
on a sliding scale such that the premium contributions are limited to the 
following percentages of income for specified income tiers:

133-150% FPL:  1.5 - 3% of income
150-200% FPL:  3 - 5.5% of income
200-250% FPL:  5.5 - 8% of income
250-300% FPL:  8 - 10% of income
300-350% FPL:  10 - 11% of income
350-400% FPL:  11 - 12% of income

(Effective January 1, 2013)
• Index the affordability premium credits after 2013 to maintain the ratio of 

government to enrollee shares of the premiums over time. 
• Provide affordability cost-sharing credits to eligible individuals and 

families with incomes up to 400% FPL. The cost-sharing credits reduce 
the cost-sharing amounts and annual cost-sharing limits and have 
the effect of increasing the actuarial value of the basic benefit plan to 
the following percentages of the full value of the plan for the specified 
income tier:

133-150% FPL:  97%
150-200% FPL:  93%
200-250% FPL:  85%
250-300% FPL:  78%
300-350% FPL:  72%
350-400% FPL:  70%

(Effective January 1, 2013)
• Lower the out-of-pocket spending limits established in the essential 

benefits package ($5,000/individual and $10,000/family) for eligible 
individuals and families with incomes up to 400% FPL to the following 
amounts:

133-150% FPL:  $500/individual; $1,000/family
150-200% FPL:  $1,000/individual; $2,000/family
200-250% FPL:  $2,000/individual; $4,000/family
250-300% FPL:  $4,000/individual; $8,000/family
300-350% FPL:  $4,500/individual; $9,000/family
350-400% FPL:  $5,000/individual; $10,000/family

(Effective January 1, 2013)

• Provide refundable and advanceable premium credits to individuals and 
families with incomes between 100-400% FPL to purchase insurance 
through the Exchanges. The premium credits will be tied to the second 
lowest-cost silver plan in the area and will be set on a sliding scale such 
that the premium contributions are limited to 2.8% of income for those 
at 100% FPL to 9.8% of income for those between 300-400% FPL, except 
that for those with incomes between 100 and 133% FPL, the premium 
contribution is limited to 2% of income. (These are the provisions as 
drafted; however, individuals with incomes less than 133% FPL are 
intended to get their coverage through Medicaid.) 

• Increase the premium contributions for those receiving subsidies 
annually by the rate of premium growth from the preceding year.

• Provide cost-sharing subsidies to eligible individuals and families with 
incomes between 100-200% FPL. For those with incomes between 100-
150% FPL, the cost-sharing subsidies will result in coverage for 90% of 
the benefit costs of the plan. For those with incomes between 150-200%, 
the cost-sharing subsidies will result in coverage for 80% of the benefit 
costs of the plan. American Indians with income less than 300% FPL will 
not be subject to any cost-sharing requirements.

• Limit availability of premium credits and cost-sharing subsidies 
through the Exchanges to U.S. citizens and legal immigrants who meet 
income limits. Employees who are offered coverage by an employer 
are not eligible for premium credits unless the employer plan does not 
have an actuarial value of at least 60% or if the employee share of the 
premium exceeds 9.8% of income. Legal immigrants who are barred 
from enrolling in Medicaid during their first five years in the U.S. will be 
eligible for premium credits.

• Require verification of both income and citizenship status in determining 
eligibility for the federal premium credits.

• Ensure that federal premium or cost-sharing subsidies are not used to 
purchase coverage for abortion if coverage extends beyond saving the life 
of the woman or in cases of rape or incest. If an individual who receives 
federal assistance purchases coverage in a plan that chooses to cover 
abortion services beyond those for which federal funds are permitted, 
those federal subsidy funds (for premiums or cost-sharing) must not be 
used for the purchase of the abortion coverage and must be segregated 
from private premium payments or state funds.

• Provisions related to the premium and cost-sharing subsidies are 
effective January 1, 2014.
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House Leadership Bill 
Affordable Health Care for America Act (H.R. 3962)

Senate Leadership Bill 
Patient Protection and Affordable Care Act (H.R. 3590)

Premium and cost-
sharing subsidies  
to individuals (continued)

• Limit availability of premium and cost-sharing credits to US citizens and 
lawfully residing immigrants who meet the income limits and are not 
enrolled in qualified or grandfathered employer or individual coverage, 
Medicare, Medicaid (except those eligible to enroll in the Exchange), 
TRICARE, or VA coverage (with some exceptions). Individuals with access 
to employer-based coverage are eligible for the premium and cost-
sharing credits if the cost of the employee premium exceeds 12% of the 
individuals’ income.

• Require verification of both income and citizenship status in determining 
eligibility for the federal premium and cost-sharing credits.

• Prohibit federal premium subsidies from being used to purchase a health 
plan in the Exchange that includes coverage for abortions except to save 
the life of the woman or in cases of rape or incest. Individuals receiving 
federal subsidies may purchase supplemental coverage for abortions but 
that coverage must be paid for entirely with private funds.

Premium subsidies  
to employers

• Provide small employers with fewer than 25 employees and average 
wages of less than $40,000 with a health coverage tax credit for up to 
two years. The full credit of 50% of premium costs paid by employers is 
available to employers with 10 or fewer employees and average annual 
wages of $20,000 or less. The credit phases-out as firm size and average 
wage increases and is not permitted for employees earning more than 
$80,000 per year. (Effective January 1, 2013)

• Create a temporary reinsurance program for employers providing 
health insurance coverage to retirees over age 55 who are not eligible 
for Medicare. Program will reimburse employers for 80% of retiree 
claims between $15,000 and $90,000. Payments from the reinsurance 
program will be used to lower the costs for enrollees in the employer 
plan. Appropriate $10 billion over ten years for the reinsurance program. 
(Effective 90 days after enactment)

• Provide small employers with no more than 25 employees and average 
annual wages of less than $40,000 that purchase health insurance for 
employees with a tax credit. 
– Phase I:  For tax years 2011 through 2013, provide a tax credit of up 

to 35% of the employer’s contribution toward the employee’s health 
insurance premium if the employer contributes at least 50% of the total 
premium cost or 50% of a benchmark premium. The full credit will be 
available to employers with 10 or fewer employees and average annual 
wages of less than $20,000. The credit phases-out as firm size and 
average wage increases. Tax-exempt small businesses meeting these 
requirements are eligible for tax credits of up to 25% of the employer’s 
contribution toward the employee’s health insurance premium.

– Phase II:  For tax years 2014 and later, for eligible small businesses that 
purchase coverage through the state Exchange, provide a tax credit of 
up to 50% of the employer’s contribution toward the employee’s health 
insurance premium if the employer contributes at least 50% of the total 
premium cost. The credit will be available for two years. The full credit 
will be available to employers with 10 or fewer employees and average 
annual wages of less than $20,000. The credit phases-out as firm size and 
average wage increases. Tax-exempt small businesses meeting these 
requirements are eligible for tax credits of up to 35% of the employer’s 
contribution toward the employee’s health insurance premium.

• Create a temporary reinsurance program for employers providing 
health insurance coverage to retirees over age 55 who are not eligible 
for Medicare. Program will reimburse employers or insurers for 80% 
of retiree claims between $15,000 and $90,000. Payments from the 
reinsurance program will be used to lower the costs for enrollees in the 
employer plan. Appropriate $5 billion to finance the program. (Effective 
90 days following enactment through January 1, 2014)
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Tax changes related  
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and to financing health 
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• Impose a tax on individuals without acceptable health care coverage of 
2.5% of adjusted income above the filing threshold up to the cost of the 
average national premium for self-only or family coverage under a basic 
plan in the Health Insurance Exchange. (Effective January 1, 2013)

• Impose a tax of 5.4% on individuals with modified adjusted gross income 
exceeding $500,000 and families with modified adjusted gross income 
exceeding $1,000,000. (Effective January 1, 2011)

• Permit only prescribed drugs to be reimbursable through a health 
savings account, Archer medical savings account, health reimbursement 
arrangement, or flexible spending arrangement for medical expenses. 
(Effective January 1, 2011)

• Increase the tax on distributions from a health savings account that 
are not used for qualified medical expenses to 20% (from 10%) of the 
disbursed amount. (Effective January 1, 2011)

• Limit the amount of contributions to a flexible spending arrangement for 
medical expenses to $2,500 per year. (Effective January 1, 2013)

• Impose a tax of 2.5% of the price on the first taxable sale of any medical 
device. (Effective January 1, 2013)

• Impose a tax on individuals without qualifying coverage of $750 per year 
up to a maximum of three times that amount to be phased-in beginning 
in 2014.

• Impose an excise tax on insurers of employer-sponsored health plans 
with aggregate values that exceed $8,500 for individual coverage and 
$23,000 for family coverage (these threshold values will be indexed to the 
consumer price index for urban consumers (CPI-U) plus one percentage 
point). The threshold amounts will be increased for retired individuals 
age 55 and older who are not eligible for Medicare and for employees 
engaged in high-risk professions by $1,350 for individual coverage and 
$3,000 for family coverage. In the 17 states with the highest health care 
costs, the threshold amount is increased by 20% initially; this increase is 
subsequently reduced by half each year until it is phased out in 2015. The 
tax is equal to 40% of the value of the plan that exceeds the threshold 
amounts and is imposed on the issuer of the health insurance policy, 
which in the case of a self-insured plan is the plan administrator or, in 
some cases, the employer. The aggregate value of the health insurance 
plan includes reimbursements under a flexible spending account for 
medical expenses (health FSA) or health reimbursement arrangement 
(HRA), employer contributions to a health savings account (HSA), and 
coverage for dental, vision, and other supplementary health insurance 
coverage. (Effective January 1, 2013)

• Exclude the costs for over-the-counter drugs not prescribed by a doctor 
from being reimbursed through an HRA or health FSA and from being 
reimbursed on a tax-free basis through an HSA or Archer Medical 
Savings Account. (Effective January 1, 2011)

• Increase the tax on distributions from a health savings account or an 
Archer MSA that are not used for qualified medical expenses to 20% 
(from 10% for HSAs and from 15% for Archer MSAs) of the disbursed 
amount. (Effective January 1, 2011)

• Limit the amount of contributions to a flexible spending account for 
medical expenses to $2,500 per year. (Effective January 1, 2011)

• Increase the threshold for the itemized deduction for unreimbursed medical 
expenses from 7.5% of adjusted gross income to 10% of adjusted gross 
income for regular tax purposes; waive the increase for individuals age 
65 and older for tax years 2013 through 2016. (Effective January 1, 2013)

• Increase the Medicare Part A (hospital insurance) tax rate on wages by 
0.5% (from 1.45% to 1.95%) on earnings over $200,000 for individual 
taxpayers and $250,000 for married couples filing jointly; funds deposited 
into the Medicare Part A Trust Fund. (Effective January 1, 2013)
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Tax changes related  
to health insurance 
and to financing health 
reform (continued)

• Impose new fees on segments of the health care sector:
– $2.3 billion annual fee on the pharmaceutical manufacturing sector 

(effective for sales after December 31, 2008);
  $2 billion annual fee on the medical device manufacturing sector 

(effective for sales after December 31, 2008); and
  $6.7 billion annual fee on the health insurance sector (effective for net 

premiums written after December 31, 2008 and third-party agreement 
fees received after December 31, 2008).

• Limit the deductibility of executive and employee compensation to 
$500,000 per applicable individual for health insurance providers. 
(Effective January 1, 2009)

• Impose a tax of 5% on the amount paid for cosmetic surgical and medical 
procedures. (Effective January 1, 2010)

Creation of insurance 
pooling mechanisms 

• Create a National Health Insurance Exchange, through which individuals 
and employers (phasing-in eligibility for employers starting with smallest 
employers) can purchase qualified insurance, including from private 
health plans and the public health insurance option.

• Restrict access to coverage through the Exchange to individuals who 
are not enrolled in qualified or grandfathered employer or individual 
coverage, Medicare, Medicaid, TRICARE, or VA coverage.

• Create a new public health insurance option to be offered through the 
Health Insurance Exchange that must meet the same requirements as 
private plans regarding benefit levels, provider networks, consumer 
protections, and cost-sharing. Require the public plan to offer basic, 
enhanced, and premium plans, and permit it to offer premium plus 
plans. Prohibit the public plan from providing coverage for abortions 
beyond those permitted by federal law (to save the life of the woman 
and in cases of rape and incest). Finance the costs of the public plan 
through revenues from premiums. Require the public health insurance 
option to negotiate rates with providers so that the rates are not lower 
than Medicare rates and not higher than the average rates paid by other 
qualified health benefit plan offering entities. Health care providers 
participating in Medicare are considered participating providers in 
the public plan unless they opt out. Permit the public plan to develop 
innovative payment mechanisms, including medical home and other care 
management payments, value-based purchasing, bundling of services, 
differential payment rates, performance based payments, or partial 
capitation and modify cost-sharing and payment rates to encourage use 
of high-value services.

• Create state-based American Health Benefit Exchanges and Small 
Business Health Options Program (SHOP) Exchanges, administered 
by a governmental agency or non-profit organization, through which 
individuals and small businesses with up to 100 employees can purchase 
qualified coverage. Permit states to allow businesses with more than 
100 employees to purchase coverage in the SHOP Exchange beginning 
in 2017. States may form regional Exchanges or allow more than one 
Exchange to operate in a state as long as each Exchange serves a distinct 
geographic area. (Funding available to states to establish Exchanges 
within one year of enactment and until January 1, 2015)

• Restrict access to coverage through the Exchanges to U.S. citizens and 
legal immigrants who are not incarcerated. 

• Create a community health insurance option to be offered through state 
Exchanges that complies with the requirements of being a qualified 
health plan and meets the same requirements as other plans relating 
to guarantee issue and renewability, insurance rating rules, quality 
improvement and reporting, solvency standards, licensure, and benefit 
plan information. Permit states to choose not to offer the community 
health insurance option. Require the community health insurance plan 
to provide the essential benefits package and offer coverage at all cost-
sharing tiers. Require that the costs of the community health insurance 
plan be financed through revenues from premiums, require the plan 
to negotiate payment rates with providers, and contract with qualified 
non-profit entities to administer the plan. Permit the plan to develop 
innovative payment policies to promote quality, efficiency, and savings 
to consumers. Permit the plan to provide coverage for abortions beyond 
those permitted by federal law (to save the life of the woman and in 
cases of rape and incest), but coverage for the abortion benefit cannot be 
paid for with any federal funds. Require each state to establish a State 
Advisory Council to provide recommendations on policies and procedures 
for the community health insurance option.
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Creation of insurance 
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(continued)

• Create a Consumer Operated and Oriented Program (CO-OP) to 
facilitate the establishment of non-profit, member-run health insurance 
cooperatives to provide insurance through the Exchange. (Effective six 
months following enactment) 

• Create four benefit categories of plans to be offered through the 
Exchange: 
– Basic plan includes essential benefits package and covers 70% of the 

benefit costs of the plan; 
– Enhanced plan includes essential benefits package, reduced cost-

sharing compared to the basic plan, and covers 85% of benefit costs of 
the plan; 

– Premium plan includes essential benefits package with reduced cost-
sharing compared to the enhanced plan and covers 95% of the benefit 
costs of the plan; 

– Premium plus plan is a premium plan that provides additional benefits, 
such as oral health and vision care. 

• Require guarantee issue and renewability; allow rating variation based 
only on age (limited to 2 to 1 ratio), premium rating area, and family 
enrollment.

• Require plans participating in the Exchange to be state licensed, report 
data as required, implement affordability credits, meet network adequacy 
standards, provide culturally and linguistically appropriate services, 
contract with essential community providers and Indian health care 
providers, and participate in risk pooling. Require participating plans 
to offer one basic plan for each service area and permit them to offer 
additional plans. Require plans to provide information related to end-of-
life planning to individuals and provide the option to establish advance 
directives and physician’s order for life-sustaining treatment.

• Provide information to consumers and small employers to enable 
them to choose among plans in the Exchange, including establishing a 
telephone hotline and maintaining a website, and provide information on 
open enrollment periods and how to enroll.

• Require private insurers that opt to provide a plan in the Exchange that 
covers abortions beyond those permitted by federal law (to save the life 
of the woman and in cases of rape and incest) to also offer an identical 
plan that does not cover abortions for which federal funding is prohibited. 
Private plans participating in the Exchange may offer supplemental 
coverage for abortions. Federal premium subsidies may not be used 
to purchase a plan or supplemental coverage that covers abortions 
beyond those permitted by federal law. Prohibit plans participating in 
the Exchange from discriminating against any provider because of an 
unwillingness to provide abortions.

• Create the Consumer Operated and Oriented Plan (CO-OP) program 
to foster the creation of non-profit, member-run health insurance 
companies in all 50 states and District of Columbia to offer qualified 
health plans. To be eligible to receive funds, an organization must not be 
an existing health insurer or sponsored by a state or local government, 
substantially all of its activities must consist of the issuance of qualified 
health benefit plans in each state in which it is licensed, governance of 
the organization must be subject to a majority vote of its members, must 
operate with a strong consumer focus, and any profits must be used to 
lower premiums, improve benefits, or improve the quality of health care 
delivered to its members. (Appropriate $6 billion to finance the program 
and award loans and grants to establish CO-OPs by July 1, 2013)

• Create four benefit categories of plans plus a separate catastrophic plan 
to be offered through the Exchange, and in the individual and small group 
markets:
– Bronze plan represents minimum creditable coverage and provides the 

essential health benefits, cover 60% of the benefit costs of the plan, 
with an out-of-pocket limit equal to the Health Savings Account (HSA) 
current law limit ($5,950 for individuals and $11,900 for families in 
2010);

– Silver plan provides the essential health benefits, covers 70% of the 
benefit costs of the plan, with the HSA out-of-pocket limits;

– Gold plan provides the essential health benefits, covers 80% of the 
benefit costs of the plan, with the HSA out-of-pocket limits;

– Platinum plan provides the essential health benefits, covers 90% of the 
benefit costs of the plan, with the HSA out-of-pocket limits;

– Catastrophic plan available to those up to age 30 or to those who 
are exempt from the mandate to purchase coverage and provides 
catastrophic coverage only with the coverage level set at the HSA 
current law levels except that prevention benefits and coverage for 
three primary care visits would be exempt from the deductible. This 
plan is only available in the individual market.

• Reduce the out-of-pocket limits for those with incomes up to 400% FPL 
to the following levels:
– 100-200% FPL: one-third of the HSA limits ($1,983/individual and 

$3,967/family);
– 200-300% FPL: one-half of the HSA limits ($2,975/individual and 

$5,950/family);
– 300-400% FPL: two-thirds of the HSA limits ($3,987/individual and 

$7,973/family). 
 These out-of-pocket reductions are applied within the actuarial limits of 

the plan and will not increase the actuarial value of the plan.
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Creation of insurance 
pooling mechanisms 
(continued)

• Require risk adjustment of participating Exchange plans.
• Allow states to operate state-based exchanges if they demonstrate the 

capacity to meet the requirements for administering the exchange.
• Unless otherwise noted, provisions relating to the Health Insurance 

Exchange are effective January 1, 2013.

• Require guarantee issue and renewability and allow rating variation 
based only on age (limited to 3 to 1 ratio), premium rating area, family 
composition, and tobacco use (limited to 1.5. to 1 ratio) in the individual 
and the small group market and the Exchange. 

• Require qualified health plans participating in the Exchange to meet 
marketing requirements, have adequate provider networks, contract 
with essential community providers, contract with navigators to conduct 
outreach and enrollment assistance, be accredited with respect to 
performance on quality measures, use a uniform enrollment form and 
standard format to present plan information.

• Require the Exchanges to maintain a call center for customer service, 
and establish procedures for enrolling individuals and businesses and 
for determining eligibility for tax credits. Require states to develop a 
single form for applying for state health subsidy programs that can be 
filed online, in person, by mail or by phone. Permit Exchanges to contract 
with state Medicaid agencies to determine eligibility for tax credits in the 
Exchanges.

• Permit states the option to create a Basic Health Plan for uninsured 
individuals with incomes between 133-200% FPL who would otherwise 
be eligible to receive premium subsidies in the Exchange. States opting 
to provide this coverage will contract with one or more standard plans 
to provide at least the essential health benefits and must ensure that 
eligible individuals do not pay more in premiums than they would have 
paid in the Exchange and that the cost-sharing requirements do not 
exceed those of the platinum plan for enrollees with income less than 
150% FPL or the gold plan for all other enrollees. States will receive 85% 
of the funds that would have been paid as federal premium and cost-
sharing subsidies for eligible individuals to establish the Basic Health 
Plan. Individuals with incomes between 133-200% FPL in states creating 
Basic Health Plans will not be eligible for subsidies in the Exchanges. 

• Require that at least one plan in the Exchanges provide coverage for 
abortions beyond those for which federal funds are permitted (to save 
the life of the woman or in cases of rape or incest) and require that at 
least one plan in the Exchange does not provide coverage for abortions 
beyond those for which federal funds are permitted. Plans that choose 
to offer coverage for abortions beyond those for which federal funds are 
permitted must estimate the actuarial value of covering abortions by 
taking into account the cost of the abortion benefit (valued at no less than 
$1 per enrollee per month) and cannot take into account any savings that 
might be reaped as a result of the abortions. Prohibit plans participating 
in the Exchanges from discriminating against any provider because of a 
willingness or unwillingness to provide, pay for, provide coverage of, or 
refer for abortions.
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Creation of insurance 
pooling mechanisms 
(continued)

• Require Exchanges to submit financial reports to the Secretary and 
comply with oversight investigations including a GAO study on the 
operation and administration of Exchanges. 

• Unless otherwise noted, provisions relating to the American Health 
Benefit Exchanges are effective January 1, 2014.

Benefit design • Create an essential benefits package that provides a comprehensive set 
of services, covers 70% of the actuarial value of the covered benefits, 
limits annual cost-sharing to $5,000/individual and $10,000/family, does 
not require cost-sharing for preventive services, and does not impose 
annual or lifetime limits on coverage. The Health Benefits Advisory 
Council, chaired by the Surgeon General, will make recommendations on 
specific services to be covered by the essential benefits package as well 
as cost-sharing levels. Prohibit abortion coverage from being required as 
part of the essential benefits package. (Health Benefits Advisory Council 
report due one year following enactment; essential benefits package 
becomes effective January 1, 2013)

• Prohibit abortion coverage from being required as part of the essential 
benefits package.

• All qualified health benefits plans, including those offered through the 
Exchange and those offered outside of the Exchange (except certain 
grandfathered individual and employer-sponsored plans) must provide at 
least the essential benefits package. (Effective January 1, 2013)

• Require a report on including oral health benefits in the essential 
benefits package. (Report due one year following enactment)

• Create an essential health benefits package that provides a 
comprehensive set of services, covers at least 60% of the actuarial value 
of the covered benefits, limits annual cost-sharing to the current law 
HSA limits ($5,950/individual and $11,900/family in 2010), and is not 
more extensive than the typical employer plan. Require the Secretary to 
define and annually update the benefit package through a transparent 
and public process. (Effective January 1, 2014)

• Prohibit abortion coverage from being required as part of the essential 
health benefits package; permit qualified health plans to choose whether 
to cover abortions, but federal subsidy funds must be segregated (for 
premiums and cost-sharing) from private premium payments or state 
funds for plans that choose to cover abortion services beyond those 
permitted by federal law (to save the life of the woman and in cases of 
rape or incest) and require there be no effect on state laws regarding 
coverage, funding, or procedural requirements on abortions, such as 
parental notification/consent laws. (Effective January 1, 2014)

• Require all qualified health benefits plans, including those offered 
through the Exchanges and those offered in the individual and small 
group markets outside the Exchanges, except grandfathered individual 
and employer-sponsored plans, to offer at least the essential health 
benefits package. (Effective January 1, 2014)

Changes to private 
insurance

• Establish a temporary national high-risk pool to provide health 
coverage to individuals (and spouses and dependents) with pre-existing 
medical conditions. Individuals who have been denied coverage, offered 
unaffordable coverage, have an eligible medical condition or who have 
been uninsured for at least six months will be eligible to enroll in the 
national high-risk pool. Premiums for the high-risk pool will be set at not 
higher than 125% of the prevailing rate for comparable coverage in the 
state and could vary by no more than 2:1 due to age; annual deductibles 
will be limited to $1,500 for an individual; and maximum cost-sharing 
will be limited to $5,000 for individuals. (Effective January 1, 2010 and 
until the Health Insurance Exchange is established)

• Individuals eligible for COBRA continuation coverage may retain COBRA 
coverage until the Exchange is established or they obtain acceptable 
coverage. (Effective upon enactment)

• Establish a temporary national high-risk pool to provide health coverage 
to individuals with pre-existing medical conditions. U.S. citizens and 
legal immigrants who have a pre-existing medical condition and who 
have been uninsured for at least six months will be eligible to enroll in 
the high-risk pool and receive subsidized premiums. Premiums for the 
pool will be established for a standard population and may vary by no 
more than 4 to 1 due to age; maximum cost-sharing will be limited to 
the current law HSA limit ($5,950/individual and $11,900/family in 2010). 
Appropriate $5 billion to finance the program. (Effective within 90 days of 
enactment until January 1, 2014)

• Require health plans to report the proportion of premium dollars spent 
on clinical services, quality, and other costs and provide rebates to 
consumers for the amount of the premium spent on non-claims costs 
that exceeds 20% for plans in the group market and 25% for plans in the 
individual market. (Requirement to report medical loss ratio effective plan 
year 2010; requirement to provide rebates effective 2010 through 2013)
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Changes to private 
insurance (continued)

• Limit health plans’ medical loss ratio to not less than 85% to be enforced 
through a rebate back to consumers and prohibit plans from imposing 
aggregate dollar lifetime limits on coverage. (Effective January 1, 2010)  
Prohibit insurers from rescinding coverage except in cases of fraud. 
(Effective July 1, 2010) 

• Prohibit individual and group health plans from placing aggregate dollar 
lifetime limits on coverage.  Prohibit insurers from rescinding coverage 
except in cases of fraud.  (Effective six months following enactment)

• Adopt standards for financial and administrative transactions to promote 
administrative simplification. (Effective upon enactment)

• Require review of increases in health insurance premiums prior to 
implementation of the increases. (Effective upon enactment)

• Provide dependent coverage for children up to age 27 for all individual 
and group policies. (Effective January 1, 2010)

• Limit pre-existing condition exclusions for group policies prior to 
implementation of the insurance market reforms by shortening the 
period plans can look back for pre-existing conditions from six months to 
30 days and shortening the period plans can exclude coverage of certain 
benefits from 12 months to three months. (Effective January 1, 2010)

• Prohibit reductions to retiree benefits unless reductions also apply to 
current employees. (Effective upon enactment)

• Prohibit coverage purchased through the individual market from 
qualifying as acceptable coverage for purposes of the individual mandate 
unless it is grandfathered coverage. Individuals can purchase a qualifying 
health benefit plan through the Health Insurance Exchange. (Effective 
January 1, 2013)

• Impose the same insurance market regulations relating to guarantee 
issue, premium rating, and prohibitions on pre-existing condition 
exclusions in the insured group market and in the Exchange. (See 
creation of insurance pooling mechanisms) (Effective January 1, 2013)

• Improve consumer protections by establishing uniform marketing 
standards, requiring fair grievance and appeals mechanisms and accurate 
and timely disclosure of plan information. (Effective January 1, 2013)

• Create the Health Choices Administration to establish the qualifying 
health benefits standards, establish the Exchange, administer the 
affordability credits, and enforce the requirements for qualified health 
benefit plan offering entities, including those participating in the 
Exchange or outside the Exchange.

• Permit states to form Health Care Choice Compacts to facilitate the 
purchase of individual insurance across state lines. (Effective January 1, 
2015)

• Remove the anti-trust exemption for health insurers and medical 
malpractice insurers. (Effective upon enactment)

• Adopt standards for financial and administrative transactions to promote 
administrative simplification. (Effective dates vary)

• Establish a process for reviewing increases in health plan premiums 
and require plans to justify increases. Require states to report on trends 
in premium increases and recommend whether certain plan should be 
excluded from the Exchange based on unjustified premium increases.
Provide grants to states to support efforts to review and approve 
premium increases. (Effective beginning plan year 2010)

• Provide dependent coverage for children up to age 26 for all individual 
and group policies. (Effective six months following enactment)

• Prohibit individual and group health plans from placing lifetime limits 
or unreasonable annual limits on the dollar value of coverage. Prohibit 
insurers from rescinding coverage except in cases of fraud. (Effective six 
months following enactment)

• Establish an internet website to help residents identify health coverage 
options (effective July 1, 2010) and develop a standard format for 
presenting information on coverage options. (Effective 60 days following 
enactment).

• Develop standards for insurers to use in providing information on 
benefits and coverage. (Standards developed within 12 months following 
enactment; insurer must comply with standards within 24 months 
following enactment)

• Impose the same insurance market regulations relating to guarantee 
issue, premium rating, and prohibitions on pre-existing condition 
exclusions in the individual market, in the Exchange, and in the small 
group market. (See new rating and market rules in Creation of insurance 
pooling mechanism.)  (Effective January 1, 2014)

• Require all new policies (except stand-alone dental, vision, and long-
term care insurance plans), including those offered through the 
Exchanges and those offered outside of the Exchanges, to comply with 
one of the four benefit categories. Existing individual and employer-
sponsored plans do not have to meet the new benefit standards. (See 
description of benefit categories in Creation of insurance pooling 
mechanism.)  (Effective January 1, 2014) 

• Limit deductibles for health plans in the small group market to $2,000 
for individuals and $4,000 for families unless contributions are offered 
that offset deductible amounts above these limits. This deductible limit 
will not affect the actuarial value of any plans. (Effective January 1, 2014)

• Prohibit individual and group health plans from requiring a waiting 
period for coverage of more than 90 days and impose penalties on 
employers that require waiting periods of between 30 and 90 days. 
(Effective January 1, 2014)

• Allow states the option of merging the individual and small group 
markets. (Effective January 1, 2014)
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Changes to private 
insurance (continued)

• Create a temporary reinsurance program to collect payments from 
health insurers in the individual and group markets to provide payments 
to plans in the individual market that cover high-risk individuals. Finance 
the reinsurance program through mandatory contributions by health 
insurers totaling $25 billion over three years. (Effective January 1, 2014 
through December 2016)

• Require risk adjustment in the individual and small group markets. 
(Effective January 1, 2014)

• Allow insurers to offer a national health plan with a uniform benefits 
package in the states in which they are licensed. National plans would be 
required to offer plans with silver and gold benefit packages and would 
be exempt from state benefit requirements. Allow states to opt out of the 
national plan. (National plans may be offered after rules governing these 
plans have been issued)

• Permit states to form health care choice compacts and allow insurers 
to sell policies in any state participating in the compact. Insurers selling 
policies through a compact would only be subject to the laws and 
regulations of the state where the policy is written or issued, except 
for rules pertaining to market conduct, unfair trade practices, network 
adequacy, and consumer protections. Compacts may only be approved 
if it is determined that the compact will provide coverage that is at least 
as comprehensive and affordable as coverage provided through the state 
Exchanges. (Regulations issued by July 1, 2013, compacts may not take 
effect before January 1, 2016)

State role • Implement the Medicaid eligibility expansions and the specified changes 
with respect to provider payment rates, benefit enhancements, quality 
improvement, and program integrity. Maintain Medicaid eligibility 
standards, methodologies, or procedures that were in place as of 
June 16, 2009 as a condition of receiving federal Medicaid matching 
payments and extend the maintenance of eligibility requirement for 
children in Medicaid expansion CHIP programs with incomes above 150% 
FPL. Require CHIP maintenance of eligibility to June 16, 2009 through 
December 31, 2013.

• Establish a Memorandum of Understanding with the Health Insurance 
Exchange to coordinate enrollment of individuals in Exchange-
participating health plans and under the state’s Medicaid program.

• May determine eligibility for affordability credits through the Health 
Insurance Exchange.

• Create an American Health Benefit Exchange and a Small Business Health 
Options Program (SHOP) Exchange for individuals and small businesses 
and provide oversight of health plans with regard to the new insurance 
market regulations, consumer protections, rate reviews, solvency, reserve 
fund requirements, premium taxes, and to define rating areas.

• Enroll newly eligible Medicaid beneficiaries into the Medicaid program 
no later than January 2014 (states have the option to expand enrollment 
beginning in 2011), coordinate enrollment with the new Exchanges, and 
implement other specified changes to the Medicaid program. Maintain 
current Medicaid and CHIP eligibility levels for children until 2019 and 
maintain current Medicaid eligibility levels for adults until the Exchange 
is fully operational. A state will be exempt from the maintenance of effort 
requirement for non-disabled adults with incomes above 133% FPL 
for any year from January 2011 through December 31, 2013 if the state 
certifies that it is experiencing a budget deficit or will experience a deficit 
in the following year.

• Establish an office of health insurance consumer assistance or an 
ombudsman program to serve as an advocate for people with private 
coverage in the individual and small group markets. (Federal grants 
available beginning fiscal year 2010) 
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State role (continued) • Permit states to create a Basic Health Plan for uninsured individuals 
with incomes between 133% and 200% FPL in lieu of these individuals 
receiving premium subsidies to purchase coverage in the Exchanges. 
(Effective January 1, 2014)  Permit states to obtain a five-year waiver of 
certain new health insurance requirements if the state can demonstrate 
that it provides health coverage to all residents that is at least as 
comprehensive as the coverage required under an Exchange plan and 
that the state plan does not increase the federal budget deficit. (Effective 
January 1, 2017)

Cost containment • Simplify health insurance administration by adopting standards 
for financial and administrative transactions, including timely and 
transparent claims and denial management processes and use of 
standard electronic transactions. (Effective upon enactment)

• Restructure payments to Medicare Advantage plans (except for PACE 
plans), phasing down to equal 100% of fee-for-services payments by 
2013, with bonus payments for higher-quality and improved-quality plans 
in qualifying counties. (Effective FY 2011).

• Reduce market basket updates in Medicare payment rates for providers 
and incorporate adjustment for expected productivity gains. (Effective 
dates vary)

• Reduce Medicare Disproportionate Share Hospital (DSH) payments to 
account for reductions in the national rate of uninsurance as a result 
of the Act, based on recommendation by the Secretary. (Medicare DSH 
reductions effective 2017)

• Conduct Medicare and Medicaid pilot programs to test payment incentive 
models for accountable care organizations and to assess the feasibility 
of reimbursing qualified patient-centered medical homes. Adopt these 
models on a large scale if pilot programs prove successful at reducing 
costs. (Implementation of medical home pilots upon enactment; 
implementation of accountable care organization pilots by January 1, 
2012)

• Establish the Center for Medicare and Medicaid Innovation to test 
payment and service delivery models to improve quality and efficiency. 
Evaluate all models and expand those models that improve quality 
without increasing spending or reduce spending without reducing quality, 
or both. (Effective January 1, 2011)

• Reduce Medicare payments for potentially preventable hospital 
readmissions. (Effective October 1, 2011)

• Simplify health insurance administration by adopting a single set of 
operating rules for eligibility verification and claims status (rules adopted 
July 1, 2011; effective January 1, 2013), electronic funds transfers and 
health care payment and remittance (rules adopted July 1, 2012; effective 
January 1, 2014), and health claims or equivalent encounter information, 
enrollment and disenrollment in a health plan, health plan premium 
payments, and referral certification and authorization (rules adopted 
July 1, 2014; effective January 1, 2016). Health plans must document 
compliance with these standards or face a penalty of no more than $1 
per covered life. (Effective April 1, 2014)

• Restructure payments to Medicare Advantage (MA) plans (except PACE 
plans) to base payments on the average of plan bids in each market, 
phased in over four years beginning in 2012, with bonus payments for 
quality, performance improvement, and care coordination beginning in 
2014. Change plan service areas beginning in 2012. Grandfather the extra 
benefits in MA plans in areas where plan bids are at or below 75% of 
traditional fee-for-service Medicare (with requirement that these plans 
participate in a new competitive bidding process). Provide transitional 
extra benefits for MA beneficiaries in certain areas if they experience 
a significant reduction in extra benefits under competitive bidding, 
authorizing up to $5 billion for the period between 2012 and 2019 for 
rebates associated with extra benefits.

• Reduce annual market basket updates for inpatient hospital, home 
health, skilled nursing facility, hospice and other Medicare providers, and 
adjust for productivity. (Effective dates vary)

• Freeze the threshold for income-related Medicare Part B premiums for 
2011 through 2019, and reduce the Medicare Part D premium subsidy 
for those with incomes above $85,000/individual and $170,000/couple. 
(Effective January 1, 2011)

• Establish an Independent Medicare Advisory Board comprised of 15 
members to submit legislative proposals containing recommendations 
to reduce the per capita rate of growth in Medicare spending if spending 
exceeds a targeted growth rate. Beginning April 2013, require the Chief 
Actuary of CMS to project whether Medicare per capita spending
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Cost containment 
(continued)

• Require the Institute of Medicine to conduct studies on geographic 
variation in Medicare spending and in health care spending across all 
providers and recommend strategies for addressing these variations 
by promoting high-value care; require the Secretary to develop an 
implementation plan and issue regulations to implement the Medicare 
payment changes unless Congress acts to stop implementation. (Report 
due one year following enactment; final implementation plan due 240 
days following receipt of report; regulations issued by May 31, 2012)

• Require drug manufacturers to provide drug rebates for dual eligibles 
enrolled in Part D plans to help close the Part D coverage gap. (Effective 
January 1, 2010)

• Require the Secretary to negotiate drug prices directly with 
pharmaceutical manufacturers for Medicare Part D plans. (Effective upon 
enactment; applies to drug prices beginning on January 1, 2011)

• Increase the Medicaid drug rebate percentage to 23.1% and extend the 
prescription drug rebate to Medicaid managed care plans. (Effective 
January 1, 2010)

• Reduce Medicaid DSH allotments by a total of $10 billion ($1.5 billion in 
2017; $2.5 billion in 2018; and $6 billion in 2019), imposing the largest 
percentage reductions in state DSH allotments in states with the lowest 
uninsured rates and those that do not target DSH payments.  

• Prohibit federal payments to states for Medicaid services related to 
health care acquired conditions. (Effective January 1, 2010)

• Authorize the Food and Drug Administration to approve generic versions 
of biologic drugs and grant biologics manufacturers 12 years of exclusive 
use before generics can be developed. (Effective upon enactment)

• Enhance competition in the pharmaceutical market by stopping 
agreements between brand name and generic drug manufacturers 
that limit, delay, or otherwise prevent competition from generic drugs. 
(Effective upon enactment)

• Require hospitals and ambulatory surgical centers to report on health 
care-associated infections to the Centers for Disease Control and 
Prevention (effective one year following enactment) and refuse Medicaid 
payments for certain health care-associated conditions. (Effective 
January 1, 2010)

• Reduce waste, fraud, and abuse in public programs by allowing provider 
screening, enhanced oversight periods, and enrollment moratoria in 
areas identified as being at elevated risk of fraud in all public programs, 
and by requiring Medicare and Medicaid program providers and suppliers 
to establish compliance programs. (Effective dates vary)

 exceeds the average of CPI-U and CPI-M, based on a five year period 
ending that year. If so, beginning January 15, 2014, the Board will 
submit recommendations to achieve reductions in Medicare spending. 
Beginning January 2018, the target is modified such that the board 
submits recommendations if Medicare per capita spending exceeds 
GDP plus one percent. The process specified in statute requires the 
Board to submit proposals to the President and requires the President 
to submit proposals to the Congress for immediate consideration. The 
Board is prohibited from submitting proposals that would ration care, 
increase revenues or change benefits, eligibility or Medicare beneficiary 
cost sharing (including Parts A and B premiums), or would result in a 
change in the beneficiary premium percentage under Part D. Hospitals 
and hospices (through 2019) and clinical labs (for one year) will not be 
subject to cost reductions proposed by the Board. (Initial Board report 
due January 15, 2014)

• Reduce Medicare Disproportionate Share Hospital (DSH) payments 
initially by 75% and subsequently increase payments based on the 
percent of the population uninsured and the amount of uncompensated 
care provided. (Effective fiscal year 2015)

• Eliminate the Medicare Improvement Fund. (Effective upon enactment)
• Allow providers organized as accountable care organizations (ACOs) 

that voluntarily meet quality thresholds to share in the cost savings they 
achieve for the Medicare program. To qualify as an ACO, organizations 
must agree to be accountable for the overall care of their Medicare 
beneficiaries, have adequate participation of primary care physicians, 
define processes to promote evidence-based medicine, report on quality 
and costs, and coordinate care. (Shared savings program established 
January 1, 2012)

• Create an Innovation Center within the Centers for Medicare and 
Medicaid Services to test, evaluate, and expand in Medicare, Medicaid, 
and CHIP different payment structures and methodologies to reduce 
program expenditures while maintaining or improving quality of care. 
Payment reform models that improve quality and reduce the rate of cost 
growth could be expanded throughout the Medicare, Medicaid, and CHIP 
programs. (Effective January 1, 2011)

• Reduce Medicare payments that would otherwise be made to hospitals 
by specified percentages to account for excess (preventable) hospital 
readmissions. (Effective October 1, 2012)

• Reduce Medicare payments to certain hospitals for hospital-acquired 
conditions by 1%. (Effective fiscal year 2105)
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Cost containment 
(continued)

• Increase the Medicaid drug rebate percentage for brand name drugs 
to 23.1 (except the rebate for clotting factors and drugs approved 
exclusively for pediatric use increases to 17.1%); increase the Medicaid 
rebate for non-innovator, multiple source drugs to 13% of average 
manufacturer price; and extend the drug rebate to Medicaid managed 
care plans. (Effective January 1, 2010)

• Reduce a state’s Medicaid DSH allotment by 50% (25% for low DSH 
states) once the state’s uninsured rate decreases by at least 45%. DSH 
allotments will be further reduced, not to fall below 35% of the total 
allotment in 2012 if states’ uninsured rates continue to decrease. Exempt 
any portion of the DSH allotment used to expand Medicaid eligibility 
through a section 1115 waiver. (Effective October 1, 2011)

• Prohibit federal payments to states for Medicaid services related to 
health care acquired conditions. (Effective July 1, 2011)

• Authorize the Food and Drug Administration to approve generic versions 
of biologic drugs and grant biologics manufacturers 12 years of exclusive 
use before generics can be developed. (Effective upon enactment)

• Reduce waste, fraud, and abuse in public programs by allowing provider 
screening, enhanced oversight periods for new providers and suppliers, 
and enrollment moratoria in areas identified as being at elevated risk 
of fraud in all public programs, and by requiring Medicare and Medicaid 
program providers and suppliers to establish compliance programs. 
Develop a database to capture and share data across federal and state 
programs, increase penalties for submitting false claims, and increase 
funding for anti-fraud activities. (Effective dates vary)

Improving quality/health 
system performance

• Support comparative effectiveness research by establishing a Center for 
Comparative Effectiveness Research within the Agency for Healthcare 
Research and Quality to conduct, support, and synthesize research on 
outcomes, effectiveness, and appropriateness of health care services and 
procedures. An independent CER Commission will oversee the activities 
of the Center. Provides that comparative effectiveness research findings 
may not be construed as mandates for payment, coverage, or treatment 
or used to deny or ration care. Establish the Comparative Effectiveness 
Research Trust Fund. (Effective FY 2010)

• Provide incentive payments to states that enact alternative medical 
liability laws that make the medical liability system more reliable 
through the prevention of or prompt and fair resolution of disputes, 
encourage the disclosure of health care errors, and maintain access to 
affordable liability insurance. (Effective upon enactment)

• Support comparative effectiveness research by establishing a non-profit 
Patient-Centered Outcomes Research Institute to identify research 
priorities and conduct research that compares the clinical effectiveness 
of medical treatments. The Institute will be overseen by an appointed 
multi-stakeholder Board of Governors and will be assisted by expert 
advisory panels. Findings from comparative effectiveness research may 
not be construed as mandates, guidelines, or recommendations for 
payment, coverage, or treatment or used to deny coverage. (Funding 
available beginning fiscal year 2010)  Terminate the Federal Coordinating 
Council for Comparative Effectiveness Research that was founded 
under the American Recovery and Reinvestment Act. (Effective upon 
enactment)  

• Encourage states to develop and test alternatives to the current civil 
litigation system as a way to improve patient safety, reduce medical 
errors, increase the availability of a prompt and fair resolution of 
disputes, and improve access to liability insurance, while preserving an 
individual’s right to seek redress in court. Recommend that Congress 
consider establishing a state demonstration project to evaluate 
alternatives to the current litigation system.
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Improving quality/health 
system performance  
(continued)

• Strengthen primary care and care coordination by increasing Medicaid 
payments for primary care providers to 100% of Medicare rates (phased-
in beginning in 2010 through 2012) and providing Medicare bonus 
payments to primary care practitioners (with larger bonuses paid to 
primary care practitioners serving in health professional shortage areas) 
beginning January 1, 2011.

• Require the Secretary to develop a plan to reform Medicare payments 
for post-acute services, including bundled payments, to improve the 
coordination, quality and efficiency of such services and improve 
outcomes. (Effective January 1, 2011)

• Create the Independence at Home demonstration program to provide 
high-need Medicare beneficiaries with primary care services in their 
home and allow participating teams of health professionals to share in 
any savings if they reduce preventable hospitalizations, prevent hospital 
readmissions, improve health outcomes, improve the efficiency of care, 
reduce the cost of health care services, and achieve patient satisfaction. 
(Effective January 1, 2012)

• Require the Institute of Medicine to conduct a study on geographic 
adjustment factors in Medicare and require the Secretary to issue 
regulations to revise the geographic adjustment factors based on the 
recommendations. (Report due one year following enactment; proposed 
regulations issued following submission of report)

• Require the Secretary to improve coordination of care for dual eligibles 
through a new office or program within the Centers for Medicare and 
Medicaid Services. (Report of activities due within one year of enactment)

• Expand the role of the Medicaid and CHIP Payment and Access 
Commission (MACPAC) to include all individuals and require MACPAC to 
report to Congress on nursing facility payment policies by January 1, 2012 
and pediatric sub-specialist payment policies by January 1, 2011. Require 
reports on the implementation of health reform that relate to Medicaid 
and CHIP, including the effect of implementation on access. ($11.8 
million in additional funds appropriated beginning January 1, 2010)

• Establish the Center for Quality Improvement to identify, develop, 
evaluate, disseminate, and implement best practices in the delivery 
of health care services. Develop national priorities for performance 
improvement and quality measures for the delivery of health care 
services. (Effective dates vary)

• Establish the Community-based Collaborative Care Network Program 
to support consortiums of health care providers to coordinate and 
integrate health care services, manage chronic conditions, and reduce 
emergency department use for low-income uninsured and underinsured 
populations. (Funds appropriated for five years beginning FY 2011)

• Establish a national Medicare pilot program to develop and evaluate 
paying a bundled payment for acute, inpatient hospital services, 
physician services, outpatient hospital services, and post-acute 
care services for an episode of care that begins three days prior to 
a hospitalization and spans 30 days following discharge. If the pilot 
program achieves stated goals of improving or not reducing quality and 
reducing spending, develop a plan for expanding the pilot program. 
(Establish pilot program by January 1, 2013; develop expansion 
implementation plan, if called for, by January 1, 2016)

• Create the Independence at Home demonstration program to provide 
high-need Medicare beneficiaries with primary care services in their 
home and allow participating teams of health professionals to share in 
any savings if they reduce preventable hospitalizations, prevent hospital 
readmissions, improve health outcomes, improve the efficiency of care, 
reduce the cost of health care services, and achieve patient satisfaction. 
(Effective January 1, 2012)

• Establish a hospital value-based purchasing program in Medicare to pay 
hospitals based on performance on quality measures and extend the 
Medicare physician quality reporting initiative beyond 2010. (Effective 
October 1, 2012)

• Improve care coordination for dual eligibles by creating a new office 
within the Centers for Medicare and Medicaid services, the Federal 
Coordinated Health Care Office, to more effectively integrate Medicare 
and Medicaid benefits and improve coordination between the federal 
government and states in order to improve access to and quality of care 
and services for dual eligibles. (Effective March 1, 2010)

• Create a new Medicaid state plan option to permit Medicaid enrollees 
with at least two chronic conditions, one condition and risk of developing 
another, or at least one serious and persistent mental health condition 
to designate a provider as a health home. Provide states taking up the 
option with 90% FMAP for two years. (Effective January 1, 2011)

• Create new demonstration projects in Medicaid to pay bundled payments 
for episodes of care that include hospitalizations (effective January 1, 2012 
through December 31, 2016); to make global capitated payments to safety 
net hospital systems (effective fiscal years 2010 through 2012); to allow 
pediatric medical providers organized as accountable care organizations 
to share in cost-savings (effective January 1, 2012 through December 31, 
2016); and to provide Medicaid payments to institutions of mental disease 
for adult enrollees who require stabilization of an emergency condition 
(effective October 1, 2011 through December 31, 2015).

• Expand the role of the Medicaid and CHIP Payment and Access 
Commission to include assessments of adult services (including those 
dually eligible for Medicare and Medicaid). ($11 million in additional 
funds appropriated for fiscal year 2010)
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Improving quality/health 
system performance  
(continued)

• Require disclosure of financial relationships between health entities, 
including physicians, hospitals, pharmacists, and other providers, and 
manufacturers and distributors of covered drugs, devices, biologicals, 
and medical supplies. (Effective March 2011)

• Reduce racial and ethnic disparities by conducting a study on the 
feasibility of developing Medicare payment systems for language 
services, providing Medicare demonstration grants to reimburse 
culturally and linguistically appropriate services and developing 
standards for the collection of data on race, ethnicity, and primary 
language. (Report due to Congress one year following enactment)

• Develop a national quality improvement strategy that includes priorities 
to improve the delivery of health care services, patient health outcomes, 
and population health. Create processes for the development of quality 
measures involving input from multiple stakeholders and for selecting 
quality measures to be used in reporting to and payment under federal 
health programs. (National strategy due to Congress by January 1, 2011)

• Require disclosure of financial relationships between health entities, 
including physicians, hospitals, pharmacists, other providers, and 
manufacturers and distributors of covered drugs, devices, biologicals, 
and medical supplies. (Report due to Congress April 1, 2013)

• Require enhanced collection and reporting of data on race, ethnicity, 
sex, primary language, disability status, and for underserved rural and 
frontier populations. Also require collection of access and treatment data 
for people with disabilities. Require the Secretary to analyze the data to 
monitor trends in disparities. (Effective two years following enactment)

Prevention/wellness • Develop a national strategy to improve the nation’s health through 
evidenced-based clinical and community-based prevention and wellness 
activities. Create task forces on Clinical Preventive Services and 
Community Preventive Services to develop, update, and disseminate 
evidenced-based recommendations on the use of clinical and community 
prevention services.

• Improve prevention by covering only proven preventive services and 
eliminating cost-sharing for preventive services in Medicare and 
Medicaid. (Effective July 1, 2010)  Increase Medicare payments for certain 
preventive services to 100% of actual charges or fee schedule rates. 
(Effective January 1, 2011)

• Provide wellness grants for up to three years to small employers for up 
to 50% of costs incurred for a qualified wellness program. (Effective July 
1, 2010)

• Establish a grant program to support the delivery of evidence-based and 
community-based prevention and wellness services aimed at reducing 
health disparities. Train community health workers to promote positive 
health behaviors in medically underserved communities. Provide grants 
to plan and implement programs to prevent obesity among children and 
their families. (Funds appropriated for five years beginning FY 2011)

• Require chain restaurants and food sold from vending machines to 
disclose the nutritional content of each item. (Proposed regulations 
issued within one year of enactment)

• Establish the National Prevention, Health Promotion and Public Health 
Council to coordinate federal prevention, wellness, and public health 
activities. Develop a national strategy to improve the nation’s health. 
(Strategy due one year following enactment)  Create a Prevention and 
Public Health Fund to expand and sustain funding for prevention and 
public health programs. (Initial appropriation in fiscal year 2010)  Create 
task forces on Preventive Services and Community Preventive Services 
to develop, update, and disseminate evidenced-based recommendations 
on the use of clinical and community prevention services. (Effective upon 
enactment)

• Improve prevention by covering only proven preventive services 
and eliminating cost-sharing for preventive services in Medicare 
and Medicaid. (Effective January 1, 2011)  For states that provide 
Medicaid coverage for and remove cost-sharing for preventive 
services recommended by the US Preventive Services Task Force and 
recommended immunizations, provide a one percentage point increase 
in the FMAP for these services. Increase Medicare payments for certain 
preventive services to 100% of actual charges or fee schedule rates. 
(Effective January 1, 2011)

• Provide Medicare beneficiaries access to a comprehensive health risk 
assessment and creation of a personalized prevention plan. (Health risk 
assessment model developed within 18 months following enactment)  
Provide incentives to Medicare and Medicaid beneficiaries to complete 
behavior modification programs. (Effective January 1, 2011 or when 
program criteria is developed, whichever is first)  Require Medicaid 
coverage for tobacco cessation services for pregnant women. (Effective 
October 1, 2010) 
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Prevention/wellness 
(continued)

• Require qualified health plans to provide coverage without cost-sharing 
for preventive services rated A or B by the U.S. Preventive Services Task 
Force, recommended immunizations, and preventive care for infants, 
children, and adolescents. (Effective six months following enactment)

• Provide technical assistance and other resources to evaluate employer-
based wellness programs. Conduct a national worksite health policies 
and programs survey to assess employer-based health policies and 
programs. (Conduct study within two years following enactment)

• Permit employers to offer employees rewards—in the form of premium 
discounts, waivers of cost-sharing requirements, or benefits that would 
otherwise not be provided—of up to 30% of the cost of coverage for 
participating in a wellness program and meeting certain health-related 
standards. Employers must offer an alternative standard for individuals 
for whom it is unreasonably difficult or inadvisable to meet the standard. 
The reward limit may be increased to 50% of the cost of coverage if 
deemed appropriate. (Effective January 1, 2014) Establish 10-state pilot 
programs by July 2014 to permit participating states to apply similar 
rewards for participating in wellness programs in the individual market 
and expand demonstrations in 2017 if effective. Require a report on the 
effectiveness and impact of wellness programs. (Report due three years 
following enactment) 

• Require chain restaurants and food sold from vending machines to 
disclose the nutritional content of each item. (Proposed regulations 
issued within one year of enactment)

Long-term care • Establish a national, voluntary insurance program for purchasing 
community living assistance services and supports (CLASS program). 
Following a five-year vesting period, the program will provide individuals 
with functional limitations a cash benefit of not less than an average of 
$50 per day to purchase non-medical services and supports necessary 
to maintain community residence. The program is financed through 
voluntary payroll deductions: all working adults will be automatically 
enrolled in the program, unless they choose to opt-out. (Effective 2010)

• Establish a three-year demonstration program in four states to evaluate 
the effectiveness of recommended core competencies for personal 
and home care aides and training curriculum and methods to provide 
long-term services and supports. (Demonstration program established 
within 180 days of issuance of recommendations)

• Improve transparency of information about skilled nursing facilities 
and nursing facilities. (Disclosure reporting regulations issued within 
two years of enactment; reporting of information required 90 days after 
regulations are issued)

• Establish a national, voluntary insurance program for purchasing 
community living assistance services and supports (CLASS program). 
Following a five-year vesting period, the program will provide individuals 
with functional limitations a cash benefit of not less than an average of 
$50 per day to purchase non-medical services and supports necessary 
to maintain community residence. The program is financed through 
voluntary payroll deductions: all working adults will be automatically 
enrolled in the program, unless they choose to opt-out. (Effective 
January 1, 2011)

• Extend the Medicaid Money Follows the Person Rebalancing 
Demonstration program through September 2016 (effective 30 days 
following enactment) and allocate $10 million per year for five years 
to continue the Aging and Disability Resource Center initiatives (funds 
appropriated for fiscal years 2010 through 2014). 

• Provide states with new options for offering home and community-based 
services through a Medicaid state plan rather than through a waiver for 
individuals with incomes up to 300% of the maximum SSI payment and 
who have a higher level of need and permit states to extend full Medicaid 
benefits to individual receiving home and community-based services 
under a state plan. (Effective October 1, 2010) 
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Long-term care 
(continued)

• Establish the Community First Choice Option in Medicaid to provide 
community-based attendant supports and services to individuals with 
disabilities who require an institutional level of care. Provide states with 
an enhanced federal matching rate of an additional six percentage points 
for reimbursable expenses in the program. Sunset the option after five 
years. (Effective October 1, 2010)

• Require skilled nursing facilities under Medicare and nursing 
facilities under Medicaid to disclose information regarding ownership, 
accountability requirements, and expenditures. Publish standardized 
information on nursing facilities to a website so Medicare enrollees can 
compare the facilities. (Effective dates vary)

Other investments • Make improvements to the Medicare program:
– Modify the initial coverage limit and catastrophic thresholds to reduce 

the coverage gap by $500 in 2010 and eventually eliminate the Medicare 
Part D coverage gap by 2019; require drug manufacturers to provide a 
50% discount on brand-name prescriptions filled in the coverage gap. 
(Effective January 1, 2010).

– Increase the asset test threshold for Medicare Savings Program and 
Part D Low-Income Subsidies to $17,000 per individual and $34,000 per 
couple. (Effective 2012) 

– Cover through Medicaid the Medicare cost-sharing for beneficiaries 
under age 65 with incomes below 150% FPL (and who otherwise meet 
the eligibility requirements for Qualified Medicare Beneficiaries (QMB)). 
(Effective January 1, 2013)

• Improve workforce training and development:
– Establish a multi-stakeholder Advisory Committee on Health Workforce 

Evaluation and Assessment to develop and implement a national health 
workforce strategy. (Funds appropriated beginning FY 2011) 

– Reform Graduate Medical Education to increase training of primary 
care providers by redistributing residency positions and promote 
training in outpatient settings, including through a Teaching Health 
Center demonstration project. (Effective July 1, 2011)

– Support training of health professionals through scholarships 
and loans; establish a primary care training and capacity building 
program; establish a loan repayment program for professionals who 
work in health professions needs areas; establish a public health 
workforce corps; promote training of a diverse workforce; and provide 
cultural competence training for health care professionals. Support 
the development of interdisciplinary mental and behavioral health 
training programs and establish a training program for oral health 
professionals. (Funds appropriated beginning FY 2011)

• Make improvements to the Medicare program:
– Increase the Part D initial coverage limit by $500 for 2010 to reduce the 

size of the coverage gap  (Effective January 1, 2010);
– Provide a 50% discount on brand-name prescriptions filled in the 

Medicare Part D coverage gap for enrollees, other than those who 
receive low-income subsidies and those with incomes above $85,000/
individual and $170,000/couple  (Effective July 1, 2010);

– Make Part D cost-sharing for full-benefit dual eligible beneficiaries 
receiving home and community-based care services equal to the cost-
sharing for those who receive institutional care  (Effective no earlier 
than January 1, 2012); 

– Provide a one-year increase in physician payments under Medicare 
to prevent a 21% reduction in fees that would otherwise take effect in 
2010. Provide a 10% bonus payment to primary care physicians and 
to general surgeons practicing in health professional shortage areas, 
from 2011 through 2015; and

– Prohibit Medicare Advantage plans from imposing higher cost-sharing 
requirements for some Medicare covered benefits than is required 
under the traditional fee-for-service program. (Effective January 1, 
2011)

• Improve workforce training and development:
– Establish a multi-stakeholder Workforce Advisory Committee to 

develop a national workforce strategy. (Appointments made by 
September 30, 2010)

– Increase the number of Graduate Medical Education (GME) training 
positions by redistributing currently unused slots, with priorities given 
to primary care and general surgery and to states with the lowest 
resident physician-to-population ratios (effective July 1, 2011); increase 
flexibility in laws and regulations that govern GME funding to promote 
training in outpatient settings (effective July 1, 2010); and ensure the 
availability of residency programs in rural and underserved areas.
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AffordAble HeAltH CAre for AmeriCA ACt (H.r. 3962) — last modified:  November 23, 2009  �9

House Leadership Bill 
Affordable Health Care for America Act (H.R. 3962)

Senate Leadership Bill 
Patient Protection and Affordable Care Act (H.R. 3590)

Other investments 
(continued)

– Address the projected shortage of nurses and retention of nurses by 
increasing the capacity for education, supporting training programs, 
providing loan repayment and retention grants, and creating a career 
ladder to nursing.

– Support the development of interdisciplinary health training programs 
that focus on team-based models, including medical home models 
and models that integrate physical, mental, and oral health services. 
(Funds appropriated beginning FY 2011)

• Establish the Public Health Investment Fund for financing designated 
public health provisions. (Initial appropriation in FY 2011)

• Establish a new trauma center program to strengthen emergency 
department and trauma center capacity and to establish new trauma 
centers in urban areas with substantial trauma related to violent crimes. 
Create an Emergency Care Coordination Center within HHS; develop 
demonstration programs to design, implement, and evaluate innovative 
models for emergency care systems. (Funds appropriated for five years 
beginning in FY 2011)

• Improve access to care by increasing funding by $12 billion over five 
years for community health centers; establish new programs to support 
school-based health centers (effective July 1, 2010) and nurse-managed 
health centers (effective 2011), and set criteria for the certification of 
federally qualified behavioral health centers.

• Provide grants to each state health department to address core 
public health infrastructure needs. (Funds appropriated for five years 
beginning FY 2011)

• Reauthorize and amend the Indian Health Care Improvement Act. 
(Effective dates vary)

 Establish Teaching Health Centers, defined as community-based, 
ambulatory patient care centers, including federally qualified health 
centers and other federally-funded health centers that are eligible for 
Medicare payments for the expenses associated with operating primary 
care residency programs. (Initial appropriation in fiscal year 2010)

– Increase workforce supply and support training of health professionals 
through scholarships and loans; support primary care training and 
capacity building; establish a public health workforce loan repayment 
program; promote training of a diverse workforce; and promote 
cultural competence training of health care professionals. (Effective 
dates vary)  Support the development of interdisciplinary mental and 
behavioral health training programs (effective fiscal year 2010) and 
establish a training program for oral health professionals. (Funds 
appropriated for six years beginning in fiscal year 2010)

– Address the projected shortage of nurses and retention of nurses by 
increasing the capacity for education, supporting training programs, 
providing loan repayment and retention grants, and creating a career 
ladder to nursing. (Initial appropriation in fiscal year 2010)

– Support the development of training programs that focus on primary 
care models such as medical homes, team management of chronic 
disease, and those that integrate physical and mental health services. 
(Funds appropriated for five years beginning in fiscal year 2010)

• Improve access to care by establishing new programs to support 
school-based health centers (effective fiscal year 2010) and nurse-
managed health clinics (effective fiscal year 2010) and enhance funding 
for federally qualified health centers (initial appropriation in fiscal year 
2010).

• Establish a commissioned Regular Corps and a Ready Reserve Corps 
for service in time of a national emergency. (Funds appropriated for five 
years beginning in fiscal year 2010)

• Impose additional requirements on non-profit hospitals to conduct 
a community needs assessment every three years and adopt an 
implementation strategy to meet the identified needs, adopt and widely 
publicize a financial assistance policy that indicates whether free or 
discounted care is available and how to apply for the assistance, limit 
charges to patients who qualify for financial assistance to the lowest 
amount billed to insured patients, and make reasonable attempts 
to determine eligibility for financial assistance before undertaking 
extraordinary collection actions. Impose a tax of $50,000 per year for 
failure to meet these requirements. (Effective for taxable years following 
enactment)
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THE HENRY J. KAISER FAMILY FOUNDATION

Headquarters:  2400 Sand Hill Road   Menlo Park, CA 94025    650.854.9400    Fax:  650.854.4800
Washington Offices and Barbara Jordan Conference Center:  1330 G Street, NW   Washington, DC 20005   202.347.5270   Fax:  202.347.5274

The Kaiser Family Foundation is a non-profit private operating foundation, based in Menlo Park, California, dedicated to producing and communicating the best possible analysis 
and information on health issues.

www.kff.org

House Leadership Bill 
Affordable Health Care for America Act (H.R. 3962)

Senate Leadership Bill 
Patient Protection and Affordable Care Act (H.R. 3590)

Financing The Congressional Budget Office estimates the net cost of the proposal 
(less payments from employers and uninsured individuals) to be $894 
billion over ten years. These costs are financed through a combination 
of savings from Medicare and Medicaid and new taxes and fees. The net 
savings from Medicare and Medicaid are estimated to be $426 billion over 
ten years and the primary sources of these savings include incorporating 
productivity improvements into Medicare market basket updates, reducing 
payments to Medicare Advantage plans, changing the Medicaid drug 
rebate provisions, and cutting Medicaid and Medicare DSH payments. 
(See descriptions of cost savings provisions in Cost containment.) The 
largest source of new revenue will come from a 5.4% surcharge imposed 
on families with incomes above $1,000,000 and individuals with incomes 
above $500,000, which is projected to raise $461 billion in revenue. 
Additional revenue provisions will generate $97 billion over the same time 
period. (See Tax changes related to health insurance.) CBO estimates the 
proposal will reduce the deficit by $104 billion over ten years.

The Congressional Budget Office estimates the cost of the coverage 
components of the Patient Protection and Affordable Care Act to be $848 
billion over ten years. These costs are financed through a combination 
of savings from Medicare and Medicaid and new taxes and fees. The net 
savings from Medicare and Medicaid are estimated to be $491 billion over 
ten years and the primary sources of these savings include reductions in 
updates in Medicare payment rates for hospitals, home health agencies 
and other providers (other than physicians), reductions in payments to 
Medicare Advantage plans, reductions attributable to recommendations 
issued by a new Independent Medicare Advisory Board, and increases 
in Medicare Parts B and D premiums for higher income Medicare 
beneficiaries, changing the Medicaid drug rebate provisions, and cutting 
Medicaid and Medicare DSH payments. (See descriptions of cost savings 
provisions in Cost containment.)  The largest source of new revenue will 
come from an excise tax on high-cost insurance, which CBO estimates will 
raise $149 billion over ten years. Additional revenue provisions include fees 
on certain manufacturers and insurers, an increase in hospital insurance 
contributions for high high-income taxpayers, and other provisions that 
will generate $238 billion over the same time period. (See Tax changes 
related to health insurance.)  CBO estimates the proposal will reduce the 
deficit by $130 billion over ten years.

Sources of information  Ways and Means Committee: http://waysandmeans.house.gov 

Energy and Commerce Committee: http://energycommerce.house.gov  

Education and Labor Committee: http://edlabor.house.gov/ 

http://www.democrats.senate.gov/ 

Page 63 of 104



Cook County Health and Hospitals System 
Minutes of the Board of Directors Meeting 

December 18, 2009 
 

 
 
 
 
 
 
 
 

ATTACHMENT #3 
 
 

 
 

Page 64 of 104



Integrated ClinicalIntegrated Clinical 
Solutions, Inc.

Cook County Health 
and Hospitals System

PHASE II SYSTEM 
PLANNING & DESIGN:
- Major Work Steps

Timetable- Timetable

December 18 2009
Abendshien AssociatesICS Consulting, Inc.

December 18, 2009
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Envisioning a Successful Future State

Key Challenges Today CCHHS Future State

Significant access barriers

Limited primary & specialty care 
resource base

Geographically distributed services 
are highly accessible

Primary care and specialized needs 
t th h bi ti f

Facility locations/configuration not 
conducive to effective System 
operations

are met through a combination of 
County resources and partnerships

The “right services in the right 
places”

Fragmented care delivery

Low patient/caregiver satisfaction

Staff morale low; recruitment & 

places

Services are patient-centered and 
fully integrated System-wide

Patient and caregiver satisfaction;
retention difficult

Patient and caregiver satisfaction 
levels are in the top quartile

Caregivers are attracted to System;  
evolving leadership in place

Abendshien AssociatesICS Consulting, Inc.

g p p

2
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Strategic Plan:  VISION 2015

Core GoalsCore Goals

I.  Access to 
• Eliminate System access barriers at all delivery sites.
• Designate and develop 3-5 regional delivery sites for provision of 

comprehensive outpatient services

MissionMission Strategic InitiativesStrategic Initiatives

To deliver integrated health 
services with dignity and 

Healthcare Services comprehensive outpatient services.
• Rebuild Fantus Clinic and expand parking capacity;  evaluate optimal 

long-term development of Provident, Oak Forest, and ACHN sites.

respect regardless of a 
patient’s ability to pay; 
foster partnerships with 
other health providers and 
communities to enhance the 
health of the public; and 
advocate for policies which

II.  Quality, Service 
E ll & C lt l

• Develop an integrated, System-wide approach and supportive infra-
structure for patient-centered  care coordination.advocate for policies which 

promote and protect the 
physical, mental and social 
well being of the people of 
Cook County.

Excellence & Cultural 
Competence

• Implement a System-wide program of continuous process improvement:  
patient care quality, safety, and outcomes.

• Develop a comprehensive  program to  instill cultural competency.

III Service Line

• Develop/strengthen clinical service lines in needs-based areas such as 
cancer, cardiac, diabetes, emergency/trauma, burn, HIV/AIDS, 

h bilit ti d l t ti l d l t f OB

• Implement  a full range of initiatives to improve caregiver/employee 
satisfaction

Vision 2015Vision 2015

In support of its public 
health mission, CCHHS 
will be recognized locally, 
regionally, and nationally

III. Service Line 
Strength

rehabilitation and surgery; evaluate optimal development of OB, 
pediatrics, neonatal care.

• Pursue mutually beneficial partnerships with  community providers. 
• Assure the provision of the Ten Essentials of Public Health.

satisfaction.
• Focus on effective recruiting and retention processes.
• Develop a robust program for in-service education and professional skill 

building.

IV. Staff  
Development 

regionally, and nationally 
—and by patients and 
employees—as a 
progressively evolving 
model for an accessible, 
integrated, patient-
centered, and fiscally-
responsible healthcare 

t f d • Foster leadership development and succession planning

Abendshien AssociatesICS Consulting, Inc.

system focused on 
assuring high-quality 
care and improving the 
health of the residents of 
Cook County.

V. Leadership & 
Stewardship

• Foster leadership development and succession planning.
• Develop long-term financial plans and  sustaining funding.
• Hold Board and management leadership accountable to agreed-upon 

performance targets.
3
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Phase II System Planning & Design

OBJECTIVES

Expand and drill down on Phase I data bases to develop an in-
depth assessment of  health care needs and available resources 
at the community/sub-regional level.

Design the optimal delivery system:  clinical and geographic  
configuration.

Develop the case:  show cost-benefit of proposed model versus p p p
current state.

Develop the clinical platform: service line and professional staff 
development.

Identify priorities and timelines; complete 5-year Financial Plan.

Communicate and “sell” the Plan to key stakeholders and 

Abendshien AssociatesICS Consulting, Inc.

constituencies.
4
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Phase II System Planning & Design

1. Conduct an in-depth healthcare services needs assessment at the 
community/sub-regional level:

Expand/drill down on Phase I population-based needs assessment:

– Vulnerable population numbers and characteristics by County sub-area

– Morbidity and health utilization profile, by sub-area

Expand/build on Phase I regional health resource profile—develop a 
comprehensive inventory of healthcare resources, by County sub-area:

– CCHHS services: ACHN Community Centers, CCDPH Clinics

– Community providers, FQHC’s, other

Conduct meetings/interviews with knowledgeable organizations and 
prospective partners, including CCHHS caregivers, prospective hospital 
partners FQHC’s selected stakeholders otherpartners, FQHC s, selected stakeholders, other.

Determine key gaps in clinical program and geographic/community needs.

Abendshien AssociatesICS Consulting, Inc. 5
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Phase II System Planning & Design

2. Based on needs assessment and shared leadership input, design 
the “optimal” System configuration:

Outline objectives for primary and specialty care within the CCHHS system; 
define the role and focus of each within the continuum of care.

Determine optimal geographic and clinical configuration of System overall, 
including locations/characteristics of regional outpatient delivery sitesincluding locations/characteristics of regional outpatient delivery sites.

Specify services to be developed at all sites—hospitals, Fantus, regional 
outpatient centers, ACHN community centers, considering service 
role/interface of CCDPH clinics.

Project volumes, staffing, and support resource requirements.

Define service relationships and partnerships.

D fi t i d i f t t dDefine support services and infrastructure needs.

Abendshien AssociatesICS Consulting, Inc. 6
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Phase II System Planning & Design

3. Document  the case for the recommended delivery platform:
Determine resources required to support recommended delivery platform q pp y p
versus the current configuration.
Develop financial pro formas:  recommended platform.
Evaluate cost-benefits of proposed configuration versus Current State (“gap 
analysis”):analysis ):

– Meeting community needs

– Access

Service levels and volumes– Service levels and volumes

– Quality, continuity of care

– Cost 

Given the above analyses, determine best-case options for development of 
Oak Forest and Provident sites.

Share information/findings  re: Provident Hospital with UCMC leadership; 
meet with third-party consultants to discuss implications re: options for joint

Abendshien AssociatesICS Consulting, Inc.

meet with third-party consultants to discuss implications re: options for joint 
development.

7
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Phase II System Planning & Design

4. Develop clinical service lines:
Confirm priorities and develop template for service line development.p p p p
Initiate “fast-track” development of high-priority service lines. 
Develop other targeted service lines.

5. Establish System development priorities and action plans:
Based on criteria related to strategic importance, relative impact, and 
feasibility, categorize strategic initiatives into Immediate, 1-Year, 2-Year, 
and 3 5 Year implementation prioritiesand 3-5-Year implementation priorities.
Develop Action Plans that specify initiatives and timetables.

Abendshien AssociatesICS Consulting, Inc. 8
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Phase II System Planning & Design

6. Communicate the Plan to key stakeholders and constituencies:
As an outgrowth of above processes, develop and implement g p p p
communications and public relations initiatives to “sell”  the Plan.
Conduct meetings with key stakeholders and constituencies: external and 
internal.

7. Complete  Plan document for Board approvals:
Complete final revisions.
Make final presentationsMake final presentations.

Abendshien AssociatesICS Consulting, Inc. 9
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Phase II:  Workplan and Timetable

Abendshien AssociatesICS Consulting, Inc.
10
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Healthcare Consortium of Illinois

Report on Town Hall Meetings for 
Cook County Health and Hospitals 

Systems 
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HCI Mission
HCI is an organization of partners committed to developing and maintaining targeted, 
community based integrated health and human service delivery systems which increase 
the well being of individuals, families, and communities throughout Illinois by means of

Advocacy, Awareness, and Action.
Vision

To create an environment where all stakeholders are welcome to participate in Healthcare 
Reform in the state of Illinois. HCI) is a nonprofit organization with an advocacy mission 
that creates awareness and action. HCI has earned  a reputation as a voice for vulnerable 
populations within Illinois.
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Completion of 14 Town Hall Meetings

 Reached over 1500  residents.
 All Town Hall Meetings were video taped and 

transcribed by a court reporter.
 Data was analyzed and submitted as a formal 

report to the Governing Counsel.
 Issues and recommendations were delineated.

Page 78 of 104



LEAD AGENCIES
 Access To Care
 Grand Boulevard Federation
 Illinois Maternal Child and Health Coalition
 Caribbean Association of Midwest America
 Crossroad Coalition
 Westside Health Authority
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Recognition of EXCELLENT Lead 
Agencies

-Westside Health Authority
-Access To Care
-Grand Boulevard Coalition
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HCI Plan for:

 1. Regional Health Centers should be created 
in partnership with community (e.g.. Access 
to Care, Westside Health Partnership, 
Crossroads 

HCI is suggesting 10 recommendations to include in 
the FY 2009 accomplishments and Future Vision

Advocacy, Awareness, and Action
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HCI Plan for:

 2. Establish Regional Planning. Review 
documents compiled by Healthy Medicine

 3.Develop plans to identify unrestricted grants 
that will address, cultural competency, client 
satisfaction, health promotion  

Advocacy, Awareness, and Action 
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HCI Plan for:

The Community Advisory Boards (CAB) has as its 
primary role advising the Cook County Governing 
Board in all major policy matters concerning the 
nature, scope and extent of health in Cook County. 
In that role the CAB aims to enhance health in Cook 
County by identifying local needs and priorities, 
encouraging the development of appropriate 
services, and acting as a forum for issues regarding 
public health, acute care and primary care advocacy.

Advocacy, Awareness, and Action 

4. Establish 5 Community Advisory Boards
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HCI Plan for:

 5. Where has the 300 million savings been allocated. 
Savings should benefit CCHHS.

 6. An assessment of quality services needs to be 
conducted at Cermak

 7. Leadership development needs to be implemented 
to return CCHHS back to its pinnacle of greatness

Advocacy, Awareness, and Action
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HCI Plan for

 8. Re-organization of County Services. 
 Trauma Center at Oak Forest and Maternal 
 Child Health Services in the Southland

 9. Low staff moral. (Allow incentives for stellar 
services, connect community outreach to expand recognition 
and institute monthly acknowledgment)

 10. Create branding through public relations 
and  media.

Advocacy, Awareness, and Action
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Town Hall Meetings

South Suburban Town 
Hall Meeting – 10/19/2009

Austin- 10/27/2009

Niles - 10/21/2009Chicago Urban League-
10/28/2009 & 8/03/2009

Math & Science-
10/21/2009 & 8/24/2009

Truman- 10/19/2009
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Todd H. Stroger President 
Cook County Board of Commissioners 

Warren L. Batts Chairman 
Cook County Health & Hospitals System 

Jorge Ramirez =ce-Chairman 
Cook County Health & Hospitals System 

William T. Foley CEO 
Cook County Health & Hospitals System 

1900 West Polk Street, Suite 220 
Chicago, Illinois 60612 
Tel: (312) 864-6820 
Fax: (312) 864-9994 

Health & Hospitals System Board Members 
Dr. David A. Ansell 

Commissioner Jerry Butler 
David N. Carvalho 

Quin R. Golden 
Benn Greenspan 
Sr. Sheila Lyne 

Dr. Luis R. Muiioz 
Heather E. O'Donnell 

Andrea L. Zopp 

November 6,2009 

Michael Mills 
Compliance Coordinator 
Illinois Health Facilities Planning Board 
525 W Jefferson St. 
Springfield, IL 

. Subject: Progress Report re Facilities Planning Board Settlement Agreement re 
Project #94-0 72 

Herewith please find a progress report on the consent agreement re project #94-072. Please 
contact me should you have any questions, or require any fbrther information. 

1.1 Revenue Cvcle Services 

1.1.1 "To hire, or obtain through an outside contractor ... a minimum of forty-six new revenue - 
cycle employees for assisting in the areas of registration, financial screening, billing, and 
collections. " 

1.1.1 . I  "the employees will be categorized as follows (number of minimum employees for each 
category): registration clerks and eligibility screening (13), limit of liability screening 
and patient counseling (13), cashiers (5), O/P follow-up and rejections (5), financial 
clerks (2), collections (3), operations auditor (I), IT financial analyst (2), financial 
analyst (2)"; 

1.1.2 "To continue this Program until the Program's direct costs equal at least four million - 
one hundred thousand dollars ($4,100,000.00)." 

The additional services for revenue cycle activities are being provided through the services of 
outside vendors, and through System personnel. To-date, we estimate the System has added: 77 
Registration and Eligibility clerks; 4 limit of liability and patient financial counseling personnel, 
33 outpatient follow-up and denials personnel, 4 financial clerks, 6 persons in collections, 3.5 
operations auditors, 12.5 IT fmancial analysts, and 2 financial analysts. The total of the personnel 
is estimated at 1 45. 

The estimated direct costs incurred to-date for the above personnel are estimated to be at least 
$13,681,371. 

- - -  

Ambulatory & Community Health Network Cennak Health Services Cook County Department of Public Heaith 
John H. Stroger, Jr. Hospitai Oak Forest Hospitai Provident Hospital Ruth M. Rothstein CORE anter 

We Bring Health CARE to Your Community 
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Michael Mills 
6-NOV-2009 

We note that registration and eligibility personnel also function as financial counselors, and 
would ask that these two categories be consolidated for these reporting purposes. Also, the 
System presently has budgeted 15 cashiers at .an estimated budgeted annualized cost of $565,000. 
We have determined this number is more than sufficient for present activity levels, and ask that 
the agreed upon additions to this category be replaced by personnel we have retained in one of the 
other categories. Also, be advised that by terms of a contract with a vendor approved recently by 
the Board of the Cook County Health & Hospitals System, 34 additional revenue cycle personnel 
in the categories identified in the settlement agreement will be brought on board over the next 
four months at an estimated additional annualized cost of $2,233,861 

1.2 Women's Cancer Screening - 
1.2.1 Increase doctors specializing in Gynecology by two: - 

Two gynecologists have been added to the Medical Staff at Stroger Hospital; 

1.2.2 Increase and maintain nurse practitioners by two in Breast and Cervical Cancer - 
Screening and treatmentprograms: 

The Planning Board agreed to the request by Dr. Pam Ganschow, Director of the Breast 
and Cervical Cancer Treatment Program, that these two positions be physician assistants 
rather than nurse practitioners. The two positions have not yet been successfully 
recruited. The two positions are currently posted for potential applicants. 

1.2.3 Accept a minimum of ten referrals per year of uninsured gynecological cancer patients 
(excluding cervical cancer patients): 

An estimated 59 such cases have been accepted. 

1.2.4 Timely follow-up of abnormal screenings and appropriate time interval between final - 
diagnosis and treatment: 

Timely follow-up is being tracked for both breast cancer and for cervical cancer 
screening patients by the physicians overseeing these programs. 

1.2.5 Compliance with IDPH reporting requirements: - 
The program directors believe they are compliant with IDPH reporting requirements. 

1.2.6 To continue this Program until its direct costs equal at least $3.4 million. - 
Preliminary cost estimates for these items to-date total $4,825,000. 

1.3 Men's Health - 
1.3.1 Timely treatment of referrals from IDPH 

Men's breast cancer cases account for about 1% of the cases in the Stroger Hospital 
Breast Clinic. Referrals from IDPH already are taking place per Dr. Marcus. 
Appointments are reported to be in the range of three weeks. 
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Michael Mills 
6-NOV-2009 

1.3.2 Evaluation of a Prostate Screening Initiative within six months 

In our progress report of May, 6,2009, the evaluation by Dr. Courtney Hollowell, System 
Chief of Urology, was provided. 

Should you any questions on any aspect of this report, please contact me. 

Sincerely, 

f* 
R all L. Mark 
~irkctor  of Policy alysis "P 
RLM/ ! 
Cc: William Foley 

Maurice Lemon, M.D. 
Pam Ganschow, M.D. 
Courtney Hollowell, M.D. 
Elizabeth Marcus, M.D. 
Michael Ayres 
Gretchen Ryan 
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Cook County Health and Hospitals System 

John M. Raba, M.D. 

Report to  the Board 

December 18,2009 
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Interim System CMO Report 
CCHHS Meeting 

December 18,2009 

Integration of System-wide Clinical Services 
26 clinical departments, divisions, and programs have now been designated as system- 
wide entities: Breast Cancer, Dermatology, Emergency Medicine, Employee Health 
Services, Endocrine (Adult), Family Planning, Family Practice, Gastroenterology, 
Hematology-Oncology, Infection Control, Infectious Diseases, Nephrology, Neurology, 
OB-Gyn, Ophthalmology, Otolaryngology, Pain, Palliative Care, Pediatrics, Psychiatry, 
PulmonarylCritical Care, Radiology, Rehabilitation and Physical Medicine, 
Rheumatology, Surgery, and Urology. Searches for System Chairs of Anesthesiology 
and Laboratory/Pathology have been completed. The search for a System Chair of 
Medicine has been initiated. 
A System Chief Medical Information Officer and a System Director of Inpatient 
Quality Improvement have been appointed. 
Respiratory therapy services at Stroger, Provident, and Oak Forest Hospitals have been 
placed under the administration of the System Division of Pulmonary/Critical Care. 
The job description for System-wide Clinical Chairs has been finalized and distributed 
to the Chairs. 
A new director of the system's Credentials Verification Office was hired with 
immediate improvement in the efficiency and effectiveness of the provider credentialing 
and privileging processes. Unified system-wide privilege sheets have been developed for 
Emergency Medicine, Family Practice, Obstetrics-Gynecology, Otolaryngology, 
Palliative Care, Psychiatry/Psychology, and PulmonaryICritical Care. Ongoing and 
Focused Provider Performance policies and evaluation standards have been developed 
and enacted throughout the CCHHS. The Morrissey for Windows comprehensive 
software system that allows electronic tracking of key provider credentialing, privileging, 
and performance, and education data has been implemented. 
An increasing number of CCHHS physicians have been cross-credentialed in 2-3 of the 
system's hospitals. This allows for expedited redeployment throughout the CCHHS to 
address patient needs and cross-coverage of clinical services. 

Collaborations within the System 
Stroger Hospital Gynecologists. Orthopedic Surgeons, and Podiatrists now perform 
elective surgeries at Provident Hospital. 
Provident Hospital General surgeons are taking inpatient call and staffing outpatient 
general surgery clinics at Stroger. Patients identified at Stroger requiring elective 
surgeries are being scheduled at Provident by these same surgeons. 
Provident and Oak Forest Anesthesiologists have been credentialed at Stroger Hospital. 
Arrangements are being coordinated to have Provident Hospital's Vascular Surgeon 
perform elective Arterio-Venous Fistulas for Stroger and Oak Forest kidney failure 
patients who require hemo-dialysis. 
The Critical Care units at Oak Forest and Provident Hospitals along with the MICU and 
CCU at Stroger are now under the unified supervision with resultant efficiencies and 
enhancement of quality staffing 
Gastroenterology services staffed by a recent grad of the Stroger Hospital GI fellowship 
program were started at Oak Forest Hospital in August, 2009. Inpatient and outpatient 
consultations and diagnostic colonoscopy are now provided at the Oak Forest campus. 
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Stroger and Oak Forest gastroenterologists provide back-up coverage at Provident 
Hospital. 
A Stroger OB-Gyn Attending has been credentialed at Oak Forest Hospital to provide 
inpatient and outpatient Gyne consultation. 
Neurologists from Stroger are now performing inpatient consultations at Provident 
Hospital as part of their routinely scheduled responsibilities. 
Emergency Medicine has implemented standardized system-wide protocols for a 
number of clinical emergencies. System-wide staff meetings are regularly held. 
Stroger specialists have begun staffing the Pain Clinic at Oak Forest Hospital. 
Stroger Trauma Surgeons are in the process of being credentialed at Provident Hospital 
for the purpose of enhancing their general surgery and, in particular, abdominal 
laparoscopy technical skills. 
SH Laboratory is now performing the laboratory testing for Jorge Prieto Health Center. 
Additional CCHHS centers will begin using the SH laboratory in 2010. This laboratory 
consolidation will result in significant cost savings without a diminishment in quality. 
Infection Control and Employee Health Service leaders coordinated the initial CCHHS 
response to the HlNl epidemic. 
The Public Health Emergency Organizational Committee with CCHHS public health, 
administrative, and clinical leadership coordinated the ongoing activities around the 
H1 N1 pan-epidemic including system-wide communication, the development of a 
uniform hospital visitation policy, unified vaccine priorities, and the mandatory HlNl 
employee vaccine protocol. 

Collaborations with External Entities 
The CCHHS IRIS for Kids electronic referral system has been expanded to an 
increasing number of Federally Qualified Health Centers with a resultant increase in the 
number of pediatric specialty referrals to the Stroger campus. 
Discussions have been initiated with the University of Chicago concerning opportunities 
for collaborative relationships with Provident Hospital concerning a range of patient care 
services. 
Ongoing discussions occur with Rush Medical Center concerning opportunities to 
enhance clinical and academic relationships that will benefit Stroger's training programs 
and clinical services. 
The Stroger Department of OB-Gyn developed a new academic affiliation with 
Northwestern University Medical Center to strengthen the training of Ob-Gyn residents 
on CCHHS campuses. 
Efforts are in process to allow non-CCHHS FQHC community health center partners to 
have access to medical information in Cerner on shared patients. This arrangement 
was presented at the August IT taskforce meeting. Further planning is in process to assure 
compliance with regulatory and patient confidentiality requirements. 

Single Medical Staff Bylaws 
The draft of the single system-wide, unified medical staff bylaws has been completed and 
will be presented to the three hospital bylaws committees upon completion of the 
CCHHS strategic plan. 

Quality Structure for the CCCHS 
A revised Quality Structure for the CCHHS that enhances the system's approach to 
quality and patient safety at both the local affiliates and throughout the CCHHS has been 
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approved by the Board's Quality & Patient Safety Committee. A new CCHHS Quality 
Council and a Nursing Quality Council will be formed. A multidisciplinary quality 
improvement planning taskforce will annually identify new system-wide quality 
improvement projects. This new structure will allow the Board's Quality & Patient Safety 
Committee to more effectively perform its oversight responsibilities. 
A System Director of Quality, Patient Safety, and Accreditation will be hired to 
coordinate the activities of the CCHHS Quality Council and assist all facilities with their 
preparation for accreditation and regulatory site visits. This position is funded in the 2010 
budget, a job description developed, and the search initiated. 

a The 2010 Quality Plan and system-wide quality projects for the CCHHS were developed 
and approved by the Quality & Patient Safety Committee in November, 2009. The 
Committee also approved the 2010 quality projects for the seven CCHHS entities. 
Diabetes and Anti-Coagulation therapy were selected to be the focal system-wide quality 
improvement projects in 20 10. 

CCHHS Clinical Leadership 
The seven CMOS and the three EMSMEC Presidents have monthly meetings with 
agendas and minutes. 
Affiliate and System CMO job descriptions were developed and approved. 
Annual CMO evaluations including an assessment of progress on their annual goals were 
completed. 
Two System Clinical Chair meetings were convened. 

a System and affiliate clinical leaders actively participated in the strategic planning 
process. 
A permanent System CMO was hired. 

Cermak Health Services 
An experienced, nationally recognized clinical and administrative leadership team has 
been put in place at Cermak. 

a The agreement with the Department of Justice has been successfully negotiated. 
The preliminary steps in the process to achieve National Commission on Correctional 
Health Care accreditation have been initiated. 

a The location and design of a new Intake Center at the CCDOC that best meets the needs 
of Cemak Health Services have been completed 

Physician Salary Issues 
A comparative study of current CCHHS salary levels for primary and specialty 
physicians at Stroger Hospital and CORE has been completed using benchmarks 
established by the AAMC and Sullivan-Cotter Physician Reimbursement Survey. Oak 
Forest, Provident, ACHN, and Cermak provider salaries are now being entered into the 
comparative data bases. 

a Physician salary adjustments that addressed inequities exacerbated by the new CCB 
physician salary scale were enacted August 2009. 

a Salary adjustments were implemented in Stroger Cardiology and Neurology Divisions 
that eliminated special earnings without a decrease in service and resulted in a $55,000 
annual savings. 

Accountability and Productivity 
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System-wide metrics that are facility, center, and provider specific continue to be 
identified by system chairs. ACHN tracks primary can track specialty provider per 
session productivity. The number of OR cases by surgeons, emergency room visits by 
Emergency Room providers, and procedures by hospitalists at Stroger are reported by 
provider and monitored. 
Departmental and Divisional accountability expectations continue to be audited at all 
facilities in the CCHHS. 
Neurology and PsychiatryPsychology clinical sessions have been increased at Oak 
Forest Hospital. Productivity is being measured and tracked. 
Radiology staffing levels at Provident Hospital have been assessed and opportunities to 
expand on-site radiologist coverage, maximize productivity, and minimize utilization of 
contracted radiologist hours have being identified. Annual savings to the CCHHS will be 
>$400,000. 
Dual employment standards for clinical leaders have been finalized. Compliance by 
Department chairs with these standards has been finalized for 6 of the 7 Department 
Chairs. 

Miscellaneous Achievements and Honors 
Oak Forest Hospital, Provident Hospital, and ACHN received accreditation by The Jab t  
Commission in 2009. 
All regulatory and residency review inspections were successfully passed. 
Stroger Hospital received the 2009 Gift of Hope Award for its participation in the organ 
donor program. 
All CCHHS campuses went Smoke Free in November, 2009. 
Stroger Hospital has initiated the process to obtain The Joint Commission disease specific 
certification as a Primary Stroke Center. 
Stroger Hospital Emergency Department is in the final stages of being designated as one 
of Chicago's three ED Resource Hospitals. 
The CMO of CCDPH has been elected to be President Elect of the APHA. 
An OB-Gyn Attending at Stroger Hospital has been appointed the part-time Director for 
Research and Education for the National Planned Parenthood Organization. 
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Current Status of CCHHS Sytern-Wide Integration 
CCHHS Hospitals 

Status as of 12-00 Status as of 12-09 
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VERSION X 

Annual Quality Initiatives/ 
Planning Council 

Multidisciplinary group with CCHHS-wide 
representation. Identifies, selects, mommends 

new sys tem~l l ty  initiatives. Forwards 
recommend ons to CCHHS for approval 

COOK COUNTY HEALTH & HOSPITALS SYSTEM 
System Quality Structure 

CCHHS 
Quality Patient Safety Committee Quarterly 

DRAFT 
12-1 7-09 
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CORE ACHN CCDPH CHS 
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Quality Council 

Critically A n a b  Qual. Reporh 
1 

A ~ ~ r o v a  Annual Qual. Plans I 
~ ~ ~ ; d v a  new Sys. Qual. Initiatives 

R e c a w  7 Affiliate Qual. Comm. Reporh ~ ~ ~ ~ t , l ~  M e w  Reports on Sys. -1. Indicafors 
a Savice/Produa Irm Ramxis 

Meets Annually in 
Late Summer 

I ~ r h  CON ~a~sures, NPS -Is, Pat. 
Sat. Reports I 

Sys Quality, pat. Safety &~ccred Director 
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Proposed 2010 Meeting Dates 
 

CCHHS Human Resources Committee 
 

Meeting Time: 7:30 A.M. 
 

Thursday, January 14, 2010 

Friday, February 19, 2010 

Friday, March 19, 2010 

Thursday, April 15, 2010 

Friday, May 14, 2010 

Friday, June 11, 2010 

Thursday, July 15, 2010 

Friday, August 13, 2010 

Friday, September 17, 2010 

Thursday, October 14, 2010 

Friday, November 5, 2010 

Friday, December 10, 2010 

 

 

 

 

 

 

 

 

12/18/09 Board Meeting 
Item VII(B) 
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RESOLUTION 
OF THE BOARD OF DIRECTORS OF THE  

COOK COUNTY HEALTH AND HOSPITALS SYSTEM 
 

HONORING VALERIE L. WEBB 
PRESIDENT OF THE ILLINOIS PUBLIC HEALTH ASSOCIATION 

 
Sponsored by Warren L. Batts, Chairman of the Board 

WHEREAS, for more than 60 years, the 7000 member Illinois Public Health Association (IPHA) has 
been the “Voice of Public Health in Illinois;” and 

WHEREAS, the mission of IPHA is to improve the health of Illinois residents through leadership in and 
advancement of the practice of public health; and  

WHEREAS, IPHA represents a broad array of health professionals and others who care about their own 
health and the health of Illinois communities; and  

WHEREAS, Valerie L. Webb currently serves as a Regional Health Officer, in the Office of 
Community Epidemiology and Health Planning, at the Cook County Department of Public Health; and 

WHEREAS, Valerie L. Webb has worked at the Cook County Department of Public Health in various 
leadership positions for more than twenty years and has demonstrated a commitment to promoting 
public health throughout her career; and  

WHEREAS, the dedication and accomplishments of Valerie L. Webb, an active member of IPHA for 
many years, were recognized through her election to serve as President of IPHA during 2009 – 2011.   

NOW, THEREFORE, BE IT RESOLVED, THAT the Board of Directors of the Cook County Health 
and Hospitals System, on its own behalf and on behalf of all of her many proud colleagues in the Cook 
County Health and Hospitals System, hereby expresses its congratulations to Valerie L. Webb on her 
election as President of IPHA.  

Approved this 18th Day of December, 2009  
 
 
_________________________________ 
Warren L. Batts 
Chairman, Board of Directors  

Page 102 of 104



Cook County Health and Hospitals System 
Minutes of the Board of Directors Meeting 

December 18, 2009 
 

 
 
 
 
 
 
 
 

ATTACHMENT #9 
 
 

 
 

Page 103 of 104



RESOLUTION 
 

OF THE BOARD OF DIRECTORS OF THE  
COOK COUNTY HEALTH AND HOSPITALS SYSTEM 

 
HONORING DR. LINDA RAE MURRAY 

PRESIDENT-ELECT OF THE AMERICAN PUBLIC HEALTH ASSOCIATION 
 

Sponsored by Warren L. Batts, Chairman of the Board 

WHEREAS,  the American Public Health Association (APHA) is the oldest, largest and most diverse organization 
of public health professionals in the world and has been working to improve public health since 1872; and  

WHEREAS, APHA aims to protect all Americans and their communities from preventable, serious health threats 
and strives to assure that community-based health promotion and disease prevention activities and preventive health 
services are universally accessible in the United States; and  

WHEREAS, APHA represents a broad array of health professionals and others who care about their own health and 
the health of their communities; and  

WHEREAS, APHA publishes the peer-reviewed American Journal of Public Health and the award-winning 
newspaper The Nation’s Health, and builds a collective voice for public health, working to ensure access to health 
care, protect funding for core public health services and eliminate health disparities, among a myriad of other issues; 
and  

WHEREAS, Dr. Linda Rae Murray currently serves as the Chief Medical Officer for the Cook County Department 
of Public Health and has, for many years and in many leadership roles, provided outstanding service to the patients, 
facilities and programs of the Cook County Health and Hospitals System; and 

WHEREAS, Dr. Linda Rae Murray has dedicated her career to caring for the medically underserved, promoting 
public health, speaking out as a voice for social justice, fighting for the rights of organized labor, and tirelessly 
advocating that healthcare is a basic human right; and  

WHEREAS, the dedication and accomplishments of Dr. Linda Rae Murray, an active member of APHA for many 
years, were recognized nationally through her election this month to serve as President-Elect of APHA at the 137TH 
Annual Meeting and Exposition of APHA in Philadelphia, Pennsylvania; and  

WHEREAS, Dr. Linda Murray will be sworn in as President of APHA at its November, 2010 Annual Meeting in 
Denver, Colorado.  

NOW, THEREFORE, BE IT RESOLVED, THAT the Board of Directors of the Cook County Health and 
Hospitals System, on its own behalf and on behalf of all of her many proud colleagues in the Cook County Health 
and Hospitals System, hereby expresses its congratulations to Dr. Linda Rae Murray on her election as President-
Elect of the American Public Health Association and congratulates the American Public Health Association on its 
selection of Dr. Linda Rae Murray to serve in this vitally important office.  

Approved this 18th Day of December, 2009  
 
 
_________________________________ 
Warren L. Batts 
Chairman, Board of Directors  
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